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..DRAMATIC 

NEWCLNCAL 

PROOF' 


In  the  treatment  of  impetigo  - 

•100%  cure  rate  with 

legopenTcbxacilin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

‘Data  on  file,  Bristol  Laboratories. 


Brief  Summary  ol  Prescribing  Information 

TEGOPEN! 

(cloxacitlin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular,  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci.  It  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected,  (See  Important  Note  below  ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  |udged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 
potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen®  Given 

(cloxacillin  sodium)  penicillin  V-K 

Staphylococcus  aureus  (78  patients)  39  39 

Returned  to  clinic  at  one  week 29t 38T  ° 

Treatment  failure  at  one  week 0 18  (47.4/6) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients)  4 5 

Returned  to  clinic  at  one  week 4 , 5 

Treatment  failure  at  one  week 0 2(40/Ol 

No  initial  bacterial  growth  (14  patients)  9 5 

All  1 4 healed,  regardless  of  which 
antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 0 1 

TOTALS:  102  patients  52  patients  50  patients 


tEleven  patients  did  not  return  for  their  one-week  checkup  the  lesions  had  healed  One  patient  was  dropped  from  the  study. 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  ororal  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K. 


TEGOPEN 

(doocilin  sodium) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  ot  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  ot  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens  It  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  ot  the  occurrence  ot  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a tew  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

ually  divided  doses  q.6h.  Children  weighing  more  than  20  Kg 
jminister  on  empty  stomach  for  maximum  absorption 
y GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg.  in  bottles  of  100 
Oral  Solution— 125  mg  /5  ml.  in  100  ml.  and  200  ml  bottles. 


Adults:  250  mg.  q 6h. 

Children:  50  mg. /Kg. /day  in  eq 
should  be  given  tne  adult  dose  Ai 
A I B INFECTIONS  CAUSED  B' 
TREATED  FOR  AT  LEAST  10  DAYS 


BRISTOL® 


Bristol  Laboratories 

Division  ot  Bristol-Myers  Company 

Syracuse,  New  York  13201 


Copyright  ® 1981 , Bristol  Laboratories 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 

The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  1 00  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  — No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


J.  L.  & J.  Slade  Crumpton,  Inc. 

Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.’s  — N.C.  Engineers  — N.C. C.P.A.’s 


MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activitiestherapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D.,  Medical  Director 
Roger  L McCauley,  M.D 
Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D 
James  Mattox,  M.D. 

Ali  Jarrahi,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


GET  A BIGGER  SUCE 


You  can  expect  to 
add  an  actual  11 
extra  years 
to  your  life,  if 
ou  follow 
ese7rules. 


OF  LIFE. 


1 Start  each  day  with  breakfast. 

Your  body  needs  refueling  in 
the  AM. Try  a sandwich  or  spaghetti 
if  your  taste  isn't  for  cereal,  bacon 
or  eggs. 

2 Eat  three  meals  a day. 

Skipping  meals  could  shorten 
your  life,  so  eat  regularly  and 
—three  square  meals  a 
day  to  stay  healthy. 

3Linnt 
alcoholic 
beverages. 

If  you  drink,  do 
it  in  moderation. 

Try  to  avoid  drinks 
served  on  the  rocks  or 
straight  up.  Have  some  food 
in  your  stomach.  And  sip,  don't  gulp. 

4 Limit  your  smoking. 

If  you  smoke,  use  moderation. 
Don't  smoke  your  cigarette  all  the 
way  down.  Limit  the  number  of  cig- 
arettes you  smoke.  Don't  smoke 
till  noon.  You'll  breathe  a lot  easier 
if  you  cut  down  a little  or  even  stop. 

SWatch  your  weight. 

Each  extra  pound  you  put  on 
brings  you  closer  to  diseases  of 
the  heart,  arteries,  internal  organs, 
even  diabetes.  But  diet  wisely. 

Lollow  your  doctor's  advice. 


Blue  Cross 
Blue  Shield 


6 Schedule  enough  sleep. 

Your  body  needs  enough  time 
to  rest.  Get  7-8  hours  sleep  if  you're 
between  20  and  55  If  you're  over 
55,  you  could  get  by  on  slightly  less. 

7 Get  plenty  of  exercise. 

Long  walks  count  as  exercise. 
So  does  dancing,  gardening,  climb- 
ing stairs.  Plan  to  get  moderate 


exercise  of  some  sort  two  or  three 
times  a week. 

Lor  a free  brochure  on  how  to  get 
all  the  life  that's  coming  to  you, 
write  to:  Public  Relations,  Blue 
Cross  and  Blue  Shield  of  North 
Carolina,  RO.  Box  2291 , Durham, 
North  Carolina  27702. 


of  North  Carolina 


©1979  Blue  Cross  and  Blue  Shield  of  North  Carolina,  Durham,  North  Carolina 
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EWARE 
THE 

WINTER 

WEATHER! 
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RU-TUS 

Dispel  the  Clouds  of  Fall  an 


ru-tuss 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


EU  EVERS 

Winter  Respiratory  Discomfort 


RIHUSS 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
as  well  as  the  nose  and  throat. 
Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre: 

RIHUSS/RU-TUSS 

TABLETS  EXPECTORANT 


RU-TUSS®  RU-TUSS* 


Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

019  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0.01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru  Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur.  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria, 
palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache, incoordination,  visual  disturbances,  mydriasis,  xerotomia.  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  ot  age,  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole. 

HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  \brk  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate  6f 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 
Phenylpropanolamine  Hydrochloride 
Pheniramine  Maleate 
Pyrilamine  Maleate 

Ammonium  Chloride  2i 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic.  nasal  decongestant  and  6 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergii 
tis.  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergies, 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  ar 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhit 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthm 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient: 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expectorar 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  caus 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers. 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  veh 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  p 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiei 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  gidi 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  seci 
urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension  hypertension 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasis 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigasti 
tress,  hyperirritability,  nervousness,  and  insomnia.  Overdoses  may  cause  restle! 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  anc 
convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours, 
exceed  10  teaspoonfuls  in  any  24-hour  period. 

Children  6 to  12  years  of  age:  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls 
24-hour  period.  Children  2 to  6 years  of  age:  Vi  teaspoonful  every  4 hours,  i 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age:  \ 
directed  by  a physician 
HOW  SUPPLIED:  (16  fl.  OZ.) 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  8 


JANUARY  1982 


Dear  Colleagues: 

Once  again  the  news  has  to  do  with  Medicaid  - but  it  i_s  good  news!  As  you  are  all 
well  aware  the  "18  Visit  Limit"  levied  in  the  October  1,  1981  Appropriations  Act  was 
destined  to  have  serious  - even  fatal  - effect  on  some  North  Carolinians  afflicted  with 
such  diseases  as  End  Stage  Renal  Disease,  malignancies  and  other  critical  conditions. 
Both  Barbara  D.  Matula  (Director,  Division  of  Medical  Assisstance)  and  Sarah  T.  Morrow, 
M.D.  understand  the  critical  needs  of  these  unfortunate  patients.  Through  their  under- 
standing efforts,  with  our  urging,  they  were  able  to  reach  the  Advisory  Budget  Commis- 
sion of  the  Legislature  concerning  certain  exemptions  from  the  "18  Visit  Limit".  Every 
member  of  the  North  Carolina  Medical  Society  is  indebted  for  their  loyalty  to  Medicine, 
in  the  face  of  ever  increasing  obstacles.  A memorandum  written  by  Barbara  D.  Matula 
on  November  25,  1981  states: 


"The  Legislature  has  clarified  its  intent  to  exclude  the  following  i 1 Inesses/pro- 
cedures  from  the  18  visit  limit: 

*1 . End  Stage  Renal  Disease 

*2.  Chemotherapy  and  Radiation  Therapy  for  malignancy 
*3.  Acute  Sickle  Cell  Disease 

4.  End  Stage  Lung  Disease 

5.  Unstable  Diabetes 
*6.  Hemophilia 

7.  Terminal  Stage  - any  illness  - life  threatening 


Those  marked  with  an  * can  probably  pass  through  the  system  automatically.  The  others 
should  be  reviewed  prior  to  payment.  Instructing  the  physician  to  code  the 
claim  in  a special,  way  for  [Numbers]  4,  5 and  7,  so  that  they  will  automatically 
'except1  for  review  might  be  a good  way  of  doing  this.  (Ed.  note:  Watch  your  next 

MEDICAID  BULLETIN  for  instructions!)  These  exceptions  should  be  imp lemented  immedi- 
ately'." (emphasis  added) 

For  the  entire  summer  we  have  all  been  informed  through  the  media  that  there  is  a 
crisis  concerning  Health  Insurance  for  State  Employees.  The  mounting  costs  of  modern 
medical  technology  have  greatly  increased  the  premium  costs  of  this  health  insurance 
to  the  State,  in  an  alarming  manner.  Several  months  ago,  I.  obtained  a copy  of  the  "Ex- 
ecutive Summary  - Report  to  the  Committee  on  Employee  Hospital  and  Medical  Benefits  on 
Alternate  Funding  Methods  and  Health  Cost  Containment".  I distributed  copies  to  some 
members  of  the  Medical  Society's  Leadership  and  discussed  it  with  all  who  would  listen, 
between  meetings  at  the  Committee  Conclave  in  September.  For  the  past  month,  the 
State's  "Committee"  has  seriously  attacked  the  matter  and  has  held  "hearings"  with 
various  interested  groups,  including  insurance  companies  and  computer  corporations. 

On  Tuesday,  December  29,  1981,  James  E.  Davis,  Joseph  D.  Russell,  Don  Chaplin  and  I 
will  meet  with  the  State's  Committee  to  discuss  physician  concerns.  (Since  this  NEWS- 
LETTER'S deadline  is  December  2_8,  I shall  discuss  the  outcome  of  this  meeting  in  the 
next  epistle! ) 


The  State  employed  a consulting  firm  to  advise  them  as  to  the  future  of  the  State  Em- 
ployees' Health  Insurance.  The  Consulting  firm,  William  M.  Mercer,  has  recommended  a 


self-insured  plan  - an  "Administrative  Services  Only  (ASO)"  plan.  Such  a plan  would 
allow  the  State  to  contract  with  a carrier,  acting  as  an  administrator  or  another  third 
party  to  pay  claims  on  its  behalf.  The  Mercer  firm  states  that  there  would  be  an  esti- 
mated cash  flow  savings  of  $26,000,000  (26M)  in  the  first  two  years  of  the  program  and 
its  report  states:  "An  ASO  arrangement  will  give  the  Committee  the  maximum  flexibility 

in  selecting  the  lowest  cost  ancillary  services,  instituting  plan  design  changes  and 
implementing  cost  containment  programs." 

The  ASO  plan  recommended  by  the  Mercer  Company  includes  the  following  features 
(among  many  others): 

1.  Increase  "major  medical  coverage  to  $1,000,000  ($1M)". 

2.  Implement  a deductible  of  $50  to  be  applied  to  all  hospitalizations,  including 
emergency  care. 

3.  Establish  strict  utilization  and  cost  controls. 

A.  Reimburse  physicians  "at  less  than  l007o  of  usual,  customary  and  reasonable 
charges".  (Fee  schedule) 

).  Implement  mandatory  second  surgical  opinion  for  six  frequently  performed  surgi- 
cal procedures  and  elective  second  opinion  for  the  remainder  of  elective  surgi- 
cal procedures. 

6.  Pay  100 4 for  seven  selected  surgical  procedures  when  performed  on  an  out- 
patient basis,  but  only  80%  for  those  procedures  when  performed  in  a hospital, 
unless  the  physician  can  specifically  justify  inpatient  surgery. 

7.  Include  coverage  for  approved  ambulatory  surgical  centers. 

8.  Provide  full  payment  for  s_ix  prenatal  and  three  postnatal  doctor  visits. 

9.  Require  a Pre-admission  Testing  Program. 

10.  Provide  coverage  for  up  to  10  home  health  care  visits  following  a hospital 
admission. 

11.  Target  hypertension,  cardiovascular  disease  and  diabetes  for  screening  and  pre- 
vention . 

12.  Develop  a readable  employee  benefits  handbook,  including  a discussion  of 
hospice  care  and  prepaid  health  plans. 

13.  Authorize  the  carrier  to  develop  tight  claim  administration  controls,  denying 

payment  for  procedures  and  hospital  stays  of  questionable  necessity.  The  re- 
port states:  "Negotiate  reasonable  targets  for  reducing  hospital  days  per 

thousand  and  share  the  savings  with  the  carrier."  (emphasis  added) 

14.  Implement  Coordination  of  Benefits  savings  targets. 

15.  Implement  prospective,  concurrent  and  retrospective  claim  review. 

As  you  see,  there  are  many  areas  of  concern  to  physicians  and  to  our  patients  in  this 
report.  I am  told  that  the  State  is  the  largest  employer  in  North  Carolina  and,  there- 
fore, any  decision  on  this  matter  will  directly  affect  a large  segment  of  the  pop- 
ulation. Please  watch  the  media  reports  and  bulletins  which  may  be  issued  from  the 
North  Carolina  Medical  Society.  Let  your  opinions,  thoughts  and  concerns  be  known  to 
me  and  others  who  might  help  us  maintain  quality  health  care  for  all  North  Carolinians. 

The  first  six  months  of  my  administration  has  been  most  rewarding.  So  many  of  you 
responded  to  my  plea  that  you  "participate".  Every  one  of  your  responses  to  the 
PRESIDENT'S  NEWSLETTER  is  deeply  appreciated  and,  so  far,  I have  been  able  to  answer 
every  single  letter  which  I have  received.  Each  month  the  number  of  your  responses  in- 
creases, indicating  your  sincere  interest  in  the  many  complex  problems  facing  organized 
medicine.  Keep  'em  coming!  The  North  Carolina  Medical  Society  MUST  represent  the 
views  and  beliefs  of  the  membership!  The  Society  needs  your  active  interest. 

I pray  that  the  New  Year  will  bring  you  and  yours  the  greatest  happiness,  good 
health  and  prosperity  which  you  so  deserve! 


Josephine  E.  Newell,  M.D. 
President 


Now,  for  patients  with  difficulty 
swallowing  tablets... 


Neolin 


Coated  Tablets 


(Each  tablet  contains  5 grains  aspirin, 
225  mg  magnesium  carbonate  and 
200  mg  calcium  carbonate.) 


The  only  highly-buffered 
film-coated  analgesic  tablet* 


Special  film  coating  makes  capsule- 
shaped tablet  easier  to  swallow.  Unlike 
enteric  coating,  this  film  coating  does  not 
delay  bioavailability  significantly. 

Reduces  gastric  upset — much  better 
tolerated  than  plain  aspirin. 


Neolin 

CoatedTablets 

Analgesic  formulated 

•wGastricTolerance 


Based  on  review  of  PDR  for  Nonprescription  Drugs  1981  and 
Handbook  of  Nonprescription  Drugs,  6th  ed  1979 
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BranLax 


With  effectiveness,  flavor  and 
convenience  many  patients  favor 


from  BRISTOL-MYERS 


i 


lie  natural  efficacy  of 
bran  fiber 


J0/M/ 

W A 


Adequate  dietary  fiber 
is  generally  considered 
fundamental  to  the 
treatment  of  constipation, 
and  “bran  is  one  of  the 
most  concentrated  sources 
of  natural  food  fiber 
available.”1  Adequate 
dietary  bran  fiber  has  been 
shown  to  increase  stool 
ilk,  weight  and  water  content,  and  to  accelerate 
testinal  transit  rate.  Bran  fiber,  in  contrast  to  some 
her  laxative  agents,  is  non -irritating  and  non- 
ibituating.  It  is  effective  in  simple  constipation, 
that  associated  with 
>morrhoids,  diverticulitis 
irritable  bowel 
ndrome. 


BranLax  preferred  by  many 
patients  over  Metamucil 
in  a clinical  trial  * 

In  a recent  clinical  evaluation  comparing  BranLax  and 
Metamucil®,  data  were  compiled  on  two  groups.  One  was  the 
total  study  population,  and  the  other  was  composed  of  those 
who  use  or  had  previously  used  Metamucil. 

Among  the  Metamucil  users  who  expressed  a preference, 
77.8%  (14/18)  * preferred  BranLax  overall,  effectiveness  of 
BranLax  was  favored  by  83.3%  (10/12),*  taste  was  preferred 
by  72.2%  (13/18)  ^ and  the  convenience  of  preparing 
BranLax  was  favored  by  71.4%  (10/14)  1". 

Among  the  general  study  popula- 
tion  who  expressed  a preference, 
59.6%  (31/52)  t preferred  BranLax 
overall,  effectiveness  of  BranLax  was 
favored  by  57.6%  ( 19/33),  T taste 
was  preferred  by  58.8%  (30/51)  t 
and  convenience  of  preparing 
BranLax  was  favored  by  62.5% 
(20/32). t 

Ease  of  preparation 
encourages  compliance 

BranLax  disperses  rapidly  in  water  or 
milk  for  a creamy,  refreshing  drink. 


irkitt,  D P.  and  Meisner,  P.:  How  to  manage  constipation 

:h  high-fiber  diet.  Geriatrics  34:33-40,  Feb.  1979. 

atistically  significant  at  the  .05  level. 

hile  this  difference  is  not  statistically  significant, 

ire  was  a definite  directional  superiority  in  favor  of  BranLax. 

11  Bristol-Myers  Company 


A more  palatable  beverage 


Many  patients  prefer  the  BranLax 
natural  taste  of  bran  and  maple 
walnut.  After  mixing,  BranLax 
remains  a palatable,  easy-to-drink 
beverage,  and  Metamucil 
thickens  considerably  and  becomes 
an  unpleasant,  gelatinous  drink. 


BranLax 

6 gm  bran  per  tablespoon  dose 

tiie  laxative 
that  tastes  as  good 
as  It  works 


puts  together 

relief  for  more 
cold  symptoms 


Maximum  recommended 
4-hour  therapeutic  doses  for 
effective  symptom  control 

60  mg  pseudoephedrine  HC1  for  nasal, 
sinus  congestion 

4 mg  chlorpheniramine  maleate  for 
runny  nose,  watery  eyes,  sneezing 
1000  mg  acetaminophen  for  headache, 
body  aches,  fever 

20  mg  dextromethorphan  HBr  for  cough 


More  effective  overall 
than  many  other 
widely  used  preparations 

Many  products  lack  ingredients  in  the 
decongestant,  analgesic-antipyretic, 
antihistamine  and/or  antitussive  categories, 
and  cannot  provide  the  range  of  relief 
that  is  possible  with  EXTRAN/DM. 


analgesic,  decongestant,  anumsiamine,  cougn  suppressant 


Comprehensive  relief  for  the  comp 


Capsules/Tablets:  Each  capsule/tablet  contains  500  mg  acetaminophen,  30  mg  pseudoephedrine  HCI, 
2 mg  chlorpheniramine  maleate,  10  mg  dextromethorphan  HBr. 


Liquid:  Each. fluid  ounce  (30  ml)  contains  1000  mg  acetaminophen,  60  mg  pseudoephedrine  HCI, 
4 mg  chlorpheniramine  maleate,  20  mg  dextromethorphan  HBr.  Contains  alcohol  20% 
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An  ounce 
of  prevention . . . 

is  worth  a pound  of  cure. 


Good  advice?  You  know  it 
is.  As  a doctor,  you’ve 
seen  what  prevention  can 
do  for  people.  Prevention 
is  an  important  part  of 
staying  healthy. 

The  same  prevention  can  be 
applied  to  insurance  . . . 
prevention  against  financial 
hardships  caused  by  a covered 
sickness  or  injury  that  may 
keep  you  from  your  practice. 

As  a member  of  the  North 
Carolina  Medical  Society,  you 
are  eligible  to  apply  for 
disability  income  protection  for 
younger  doctors.  This  plan 
can  provide  you  with  regular 
monthly  benefits. 

You  can  use  your  benefits  any  way 
you  choose  — to  buy  groceries, 
make  house  payments  or  provide 
for  your  children’s  education.  If  you 
are  under  the  age  of  55  and  are 
active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below 
and  return  it  today.  Mutual  of 
Omaha,  underwriter  of  this  plan, 
will  provide  personal,  courteous 
service  in 

furnishing  full  Mutual 

details  of  c^Qma|,a 

Peoplp  ijou  can  count  an... 

Life  Insurance  Affiliate: 

United  nl  Onnihii 

Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


coverage. 


Mutual  of  Omaha  Insurance  Company 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55. 


Name . 


Address. 


City . 


State 


ZIP . 


Pediatric  Drops 


100  mg/ml 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Strongyloidiasis: 

A Presentation  of  63  Cases 


Richard  A.  Davidson,  M.D.,  M.P.H. 


ABSTRACT  Strongyloidiasis  is  an  important  infection  in  the  more  temperate  areas  of  the  United  States,  particu- 
larly in  patients  who  are  immunosuppressed  and  therefore  susceptible  to  hyperinfection.  Additionally, 
the  organism  is  reasonably  common.  Sixty-three  patients  with  strongyloidiasis  were  surveyed  in  a 
search  for  factors  associated  with  the  infection.  Sixty-five  percent  of  the  patients  had  notable  gas- 
trointestinal complaints;  16%  had  skin  rashes.  Forty-four  percent  had  peptic  ulcer  disease;  22%, 
active  tuberculosis;  22%,  prior  gastric  surgery;  and  11%,  upper  gastrointestinal  diverticuli.  Forty- 
nine  patients  (85%)  had  eosinophils  greater  than  5%  by  peripheral  blood  smear.  Strongyloidiasis 
should  be  considered  in  patients  with  abdominal  pain  and/or  skin  rash  coexisting  with  active  tuber- 
culosis and  upper  gastrointestinal  diverticula  and  in  patients  with  peptic  ulcer  disease  who  have 
continued  pain  after  adequate  medical  or  surgical  treatment.  In  immunosuppressed  patients,  un- 
explained abdominal  complaints  or  sepsis  should  suggest  this  infection. 


STRONG YLOIDES  stercoralis  is 
an  intestinal  nematode  that  is 
an  occasional  cause  of  morbidity  in 
this  country,  especially  in  the  tem- 
perate zones.1'2  Under  certain  con- 
ditions (the  “hyperinfection”  syn- 
drome) it  may  cause  death;  it  also 
has  recently  been  described  as  an 
opportunistic  pathogen.3  Since  the 
development  of  thiabendazole,  a rela- 
tively effective  means  of  eradicating 
this  parasite  has  been  available.4,5 
However,  as  with  many  other  un- 
common infections,  diagnosis  de- 
pends upon  consideration  in  the  dif- 
ferential diagnosis.  Since  there  are 
no  pathognomonic  signs  or  symp- 
toms, delineation  of  predisposing 
or  coexisting  factors  could  increase 
the  recognition  of  this  infection. 
Most  of  the  reviews  of  strongyloi- 
diasis have  been  concerned  with 
small  numbers  of  cases;  this  study 
describes  the  disease  in  63  patients 
and  evaluates  possible  predisposing 
and  coexisting  factors. 
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MATERIALS  AND  METHODS 

Sixty-three  cases  from  the  files  of 
the  Nashville  Veterans  Administra- 
tion Medical  Center  (NVAMC)  be- 
tween 1968  and  1979  were  studied. 
Inclusion  in  the  series  was  based 
upon  a positive  stool  examination 
for  S.  stercoralis.  The  clinical  rec- 
ords were  reviewed  for  gastroin- 
testinal signs  and  symptoms,  skin 
eruptions,  skin  test  results,  labora- 
tory findings,  coexisting  diseases 
and  procedures. 

RESULTS 

Patient  characteristics.  All  patients 
were  white  males.  The  average  age 
was  5 1 .7  years.  Twelve  patients  had 
served  overseas  in  the  military.  There 
was  no  evidence  of  temporal  clus- 
tering of  cases  by  year. 

Signs  and  Symptoms.  Forty-one 
patients  (65%)  had  gastrointestinal 
complaints,  most  frequently  epi- 
gastric pain,  bloating  and  diarrhea. 
Weight  loss  and  pulmonary  signs 
and  symptoms  were  frequently  re- 
lated to  tuberculosis,  but  were  also 
seen  in  non-tuberculous  patients. 
Ten  patients  (16%)  had  skin  rashes. 


either  urticarial,  maculopapular,  or 
both. 

Pertinent  laboratory  Findings.  The 

white  blood  cell  count  and  hemato- 
crit reflected  alterations  due  to  un- 
derlying diseases  only,  i.e.,  renal 
failure,  concurrent  infection,  sid- 
eroblastic anemia  or  GI  bleeding.  In 
uncomplicated  S.  stercoralis  infec- 
tions, total  white  blood  cell  counts 
and  hematocrit  values  were  within 
the  normal  range.  Forty-nine  of  57 
patients  (85%)  had  recorded  eosino- 
phil counts  of  more  than  5%;  three 
of  the  remaining  eight  were  taking 
corticosteroids.  The  range  of  eosino- 
phil percentages  was  0-50,  with  a 
mean  of  13.0. 

Coexisting  diseases.  Diseases  pres- 
ent in  the  63  Strongyloides  patients 
are  recorded  in  Table  I.  The  high 
incidence  of  tuberculosis  among 
the  cases  was  unexpected.  Twenty- 
two  percent  had  active  tubercu- 
losis; an  additional  eight  patients 
(13%)  had  positive  tuberculin  skin 
tests  without  bacteriologic  evidence 
of  active  disease.  As  with  the  dis- 
tribution of  the  Strongyloides  pa- 
tients, there  was  no  temporal  clus- 
tering of  tuberculosis  patients. 
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Table  I.  Coexisting  Disease  in 
63  Patients  with  Strongyloides  Infection 


Patients  Percent 


Peptic  ulcer  disease 

28 

44 

Active  tuberculosis 

14 

22 

Positive  PPD, 

8 

13 

negative  cultures 

Chronic  obstructive 

9 

14 

lung  disease 

Laennec's  cirrhosis 

6 

10 

Ischemic  heart 

disease 

5 

8 

Renal  allograft 

4 

6 

Carcinoma  of  the  lung 

2 

3 

Lymphoma 

2 

3 

Trauma,  diabetes  mellitus,  sideroblastic 
anemia,  histoplasmosis,  Parkinson's  dis- 
ease, thyrotoxicosis,  syphilis,  schizo- 
phrenia, and  carcinoma  of  the  prostate 
occurred  once. 


Forty-four  percent  of  the  Stron- 
gyloides patients  were  diagnosed  as 
having  peptic  ulcer  disease,  all  on 
the  basis  of  radiographic  studies. 
Four  Strongyloides  patients  (6%) 
had  renal  allografts  and  were  taking 
immunosuppressive  medications  at 
diagnosis;  the  “hyperinfection”  syn- 
drome was  present  in  two  of  these 
patients.  Two  patients  with  pulmo- 
nary disease  and  one  with  lymphoma 
were  taking  corticosteroids.  Mixed 
parasitic  infections  were  present  in 
four  patients:  two  with  hookworm, 
one  with  Giardia.  and  one  with  Enta- 
moeba histolytica. 

Only  two  patients  were  admitted 
with  the  diagnosis  of  strongyloidia- 
sis. Two  were  diagnosed  and  treated 
as  outpatients;  the  remainder  were 
hospitalized,  usually  for  gastroin- 
testinal complaints,  although  four 
cases  were  evaluated  because  of 
asymptomatic  eosinophilia. 

Surgery.  Table  II  shows  previous 
surgery  in  these  patients.  Twenty- 
two  percent  had  had  gastrectomies, 
but  only  one  of  the  14  tuberculous 
patients  had  had  a gastrectomy. 


Table  II.  Prior  Surgical  Procedures  in 
63  Patients  with  Strongyloides  Infection 


Procedure 

Patients  Percent 

Gastric  Surgery 

14 

22 

Billroth  1 

6 

9.5 

Billroth  II 

6 

9.5 

Bl  + Bll 

2 

3 

Herniorrhaphy 

7 

11 

Appendectomy 

6 

9.5 

Cholecystectomy 

3 

5 

Anatomic  abnormalities.  Seven 
patients  (11%)  had  upper  gastroin- 
testinal diverticula:  five  duodenal, 
one  gastric,  and  one  both  jejunal 
and  duodenal.  However,  only  63% 
of  the  cases  had  upper  gastrointes- 
tinal radiographic  studies.  Colonic 
diverticuli  were  present  alone  in 
four  cases  and  in  combination  with 
duodenal  diverticula  in  two  cases. 
One  patient,  reported  elsewhere,3 
with  a post-gastrectomy  blind  loop 
and  a renal  transplant,  required  sur- 
gical placement  of  a tube  to  deliver 
high  concentrations  of  thiabenda- 
zole to  the  loop  before  the  infection 
was  controlled. 

DISCUSSION 

Although  strongyloidiasis  is  most 
often  a mild  illness,  potentially  se- 
vere complications  may  occur  when 
rhabditiform  larvae,  which  are  nor- 
mally passed  in  the  stool,  meta- 
morphose into  infective,  filariform 
larvae  in  the  gastrointestinal  tract. 
While  penetrating  the  gut,  large  num- 
bers of  filariform  larvae  may  carry 
enteric  bacteria  with  them,  causing 
sepsis.  Paralytic  ileus,3  prostration 
and  death7-15  are  common  in  this 
“hyperinfection”  sfage.  The  colon, 
liver,  pleural  fluid  and  central  ner- 
vous system  may  be  invaded  by 
larvae,  which  also  may  be  seen  in 
sputum  and  urine. 

It  is  likely  that  filariform  larvae 
penetrate  the  gut  wall  or  the  peri- 
anal skin  on  a smaller  scale  in  many 
individuals  without  “hyperinfec- 
tion,” and  that  this  “autoreinfec- 
tion” plays  a role  in  maintaining  this 
infection  for  many  years.  The  fac- 
tors that  predispose  to  this  occurr- 
ence are  not  known.  However,  sev- 
eral conditions  were  frequent  in  this 
series:  active  tuberculosis  (22%), 
gastrectomy  (22%),  gastrointestinal 
diverticula  (11%),  and  peptic  ulcer 
disease  (48%).  In  order  to  evaluate 
a possible  disease  bias  among  the 
hospital  population,  diagnoses  and 
prior  gastric  surgery  were  evaluated 
in  a group  of  50  randomly  selected 
(but  unmatched)  patients  with  nega- 
tive stool  exams.  The  resultant  per- 
centages (active  tuberculosis  8%, 
peptic  ulcer  disease  30%.  prior  gas- 
tric surgery  10%)  were  lower  than  in 
the  study  population.  Additionally, 
over  the  same  10-year  period,  active 


tuberculosis  patients  made  up  only 
0.75%  of  admissions.  These  dispari- 
ties suggest  a more  thorough  case- 
control  study  is  in  order. 

These  excesses  are  hypothetical 
because  of  the  strong  possibility  of 
temporal  bias  within  the  compari- 
son group.  Additionally,  other  meth- 
odologic  inadequacies  may  be  pres- 
ent. In  the  case  of  active  tuberculosis, 
for  example,  a detection  bias  exists 
in  that  the  length  of  hospitalization 
for  tuberculosis  patients  was  longer 
than  for  the  average  admission  (46.5 
days  versus  17.5  days  in  1975);  this, 
of  course,  makes  the  detection  of  an 
intermittently  symptomatic  illness 
like  strongyloidiasis  more  likely. 
Other  factors,  such  as  rural  resi- 
dence or  poverty,  might  increase 
susceptibility  or  exposure  to  both 
strongyloidiasis  and  tuberculosis. 
Finally  Berkson13  has  suggested 
that  associations  between  diseases 
observed  in  hospitalized  patients 
may  be  misleading  because  the  hos- 
pitalized population  is  selected  by 
virtue  of  the  presence  of  more  than 
one  disease;  this  implies  that  the 
hospital  population  is  not  represen- 
tative of  the  population  at  large. 

In  spite  of  these  factors,  mecha- 
nisms for  such  an  association  may 
exist.  Purtilo11  noted  one  patient 
with  both  diseases.  Palmer17  postu- 
lated the  activation  of  quiescent 
tuberculosis  by  pulmonary  migra- 
tion of  Strongyloides,  and  Marcial- 
Rojas4  suggested  that  a common  im- 
mune defect  might  be  responsible. 
The  ability  of  active  tuberculosis  to 
provoke  anergy,  ostensibly  through 
depletion  of  T-cells,  and  the  associa- 
tion of  Mycobacterium  leprae  with 
strongyloidiasis  lend  support  to  this 
hypothesis.  There  appear  to  be  a 
number  of  defects  caused  by  lep- 
rosy,18 including  a reduction  of  lym- 
phocytes in  the  peripheral  blood 111 
and  the  thymus-dependent  areas  of 
lymph  nodes,20  and  prolonged  sur- 
vival of  skin  grafts.21  The  possibility 
exists  that  a similar  unrecognized 
defect  may  occur  in  patients  with 
tuberculosis  that  may  favor  long  term 
survival  of  Strongyloides  in  the  gut. 

A high  prevalence  of  ulcer  disease 
in  Strongyloides  patients  has  been 
previously  noted.22  Patients  with 
abdominal  pain  from  ulcer  disease 
might  have  stools  evaluated  more 
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frequently  than  other  patients,  again 
causing  a detection  bias.  Addition- 
ally, chronic  Strongyloides  infections 
may  cause  duodenal  radiographic  ab- 
normalities23 and  pain,  and  thus  be 
diagnosed  incorrectly  as  ulcer  dis- 
ease. Dias7  described  gastric  pain  and 
duodenal  ulcerations  with  parasitic 
invasion  at  the  base  of  the  ulceration. 
Should  such  patients  not  improve 
with  antacid  therapy,  they  could  be- 
come surgical  candidates.  A third 
possibility  relates  to  the  “acid  bar- 
rier'’ to  infections  with  gastrointes- 
tinal ports  of  entry.24  Cases  of  co- 
existent hypochlorhydria  and 
strongyloidiasis  have  been  frequently 
reported22-25-26  and  it  has  been 
suggested  that  hypochlorhydric  pa- 
tients may  be  more  heavily  infected, 
and  that  the  gastric  mucosa  might  be 
more  susceptible  to  invasion  in  such 
individuals.24-26  The  presence  of  a 
“surgical  hypochlorhydria"  in  more 
than  20 % of  the  present  series  of  pa- 
tients raises  the  possibility  that  such 
procedures  might  favor  persistence  of 
this  infection  by  allowing  the  para- 
sites a less  hostile  environment  on 
their  passage  through  the  upper  gas- 
trointestinal tract. 

Anatomic  malformations,  such  as 
diverticuli  or  blind  loops,  would  logi- 
cally appear  to  favor  persistence  of 
intestinal  infections,  by  providing  an 
“aperistaltic  haven”  for  parasites  and 
bacteria.  However,  although  men- 
tioned occasionally  in  the  literature,3 
these  conditions  apparently  have  not 
been  assessed  to  determine  patients 
at  risk  of  developing  or  maintaining 
infections  with  S.  stercoralis.  It  is  of 


interest,  therefore,  that  seven  of  the 
present  series  (of  40  with  a complete 
upper  GI  series)  had  upper  gastroin- 
testinal diverticula;  a prevalence  of 
2.3%  has  been  noted  in  all  patients 
with  gastrointestinal  disease.27 

It  is  important  to  recognize  that 
negative  stools  do  not  rule  out  this 
infection.  Jones22  found  that  20  of  100 
patients  with  strongyloidiasis  who 
had  more  than  five  negative  stool 
exams  had  positive  duodenal  aspi- 
rates. Six  patients  had  positive  stools 
and  negative  aspirates.  Thus,  if  infec- 
tion is  suspected,  duodenal  aspirates 
should  be  obtained  even  if  stools  are 
negative.  Enterotest,®  an  encapsu- 
lated string  that  is  swallowed  by  the 
patient,  then  withdrawn,  may  also 
prove  useful  in  the  diagnosis  of  this 
infection.28 

Case  reviews  are  not  appropriate 
tools  for  answering  questions  cover- 
ing associations  between  disease; 
rather,  they  provide  baseline  data  on 
which  to  base  hypotheses.  A case- 
control  study  evaluating  more  care- 
fully such  associations  is  being 
planned.  However,  the  observations 
in  the  present  series  of  patients  may 
prove  useful  in  certain  clinical  situa- 
tions. Patients  from  temperate  cli- 
mates who  fail  to  respond  to  standard 
peptic  ulcer  regimens,  who  continue 
to  have  pain  after  gastrectomy,  or 
who  develop  gastrointestinal  symp- 
toms or  a skin  rash  in  association  with 
tuberculosis  should  be  evaluated  for 
the  possibility  of  strongyloidiasis. 
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The  most  essential  part  of  a student’s  instruction  is  obtained,  as  I believe,  not  in  the  lecture 
room,  but  at  the  bedside.  Nothing  seen  there  is  lost;  the  rhythms  of  disease  are  learned  by 
frequent  repetition;  its  unforeseen  occurrences  stamp  themselves  indelibly  in  the  memory. 
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Sleep  Disorders 

Part  III:  Insomnias  and  Parasomnias 


J.  Ingram  Walker,  M.D. 


INSOMNIAS  are  characterized  by 
the  sensation  of  poor  sleep;  the 
parasomnias  include  those  condi- 
tions in  which  indescribable  physi- 
cal activities  appear  in  sleep. 

INSOMNIA 

Approximately  15%  of  the  popula- 
tion complain  of  insomnia.1  Insom- 
nia — a complaint,  not  an  illness  — 
is  characterized  by  the  sensation  of 
an  inadequate  quantity  or  quality  of 
sleep.  More  specifically,  insomnia 
includes  the  complaint  of  difficulty 
going  to  sleep,  multi-awakenings 
during  the  night,  or  early  morning 
arousals  from  which  it  is  difficult  to 
return  to  sleep.  The  most  common 
conditions  causing  insomnia  will  be 
discussed. 

Transient  and  Situational  Insomnia 

Transient  insomnia,  defined  as  a 
sleep  disturbance  lasting  less  than 
three  weeks,  can  result  from  an  un- 
familiar sleep  environment,  emo- 
tional shock,  death  of  a loved  one, 
divorce  or  a job  change.2  Intense 
positive  emotions  can  also  produce 
transient  insomnia  as  can  medical  or 
toxic  conditions. 

Persistent  Insomnia 

After  a few  weeks  of  poor  sleep, 
whether  due  to  stress,  anxiety,  or 
transient  environmental  conditions, 
insomnia  can  develop  into  a con- 
ditioned response  that  may  persist 


Department  of  Psychiatry 
Duke  University  Medical  Center 
Durham,  N.C.  27705 


for  decades.  An  individual  who  has 
difficulty  falling  asleep  because  of 
a transient  stressful  situation  may 
learn  to  associate  the  simple  pro- 
cess of  going  to  bed  and  turning  off 
the  light  with  frustration  and  sleepi- 
ness. The  harder  the  individual  tries 
to  go  to  sleep  the  more  difficult  it 
becomes.  Conditioned  insomnia  can 
be  suspected  when  an  insomniac 
describes  sleeping  better  on  vaca- 
tion or  away  from  his  usual  bed.3 

To  break  the  insomniac's  nega- 
tive thought  pattern  associated  with 
sleep,  the  patient  can  be  encouraged 
to  sleep  in  another  bed  and  prefera- 
bly in  another  room.  The  patient 
should  be  asked  to  arise  at  a fixed 
time  each  morning  no  matter  how 
sleepy  and  tired  he  is.  Daytime  naps 
should  be  strictly  prohibited.  The 
patient  should  go  to  bed  only  when 
sleepy;  if  the  patient  fails  to  go  to 
sleep  five  to  ten  minutes  after  get- 
ting into  bed,  the  patient  should  get 
out  of  bed  and  return  only  when 
sleepy.4  Relaxation  techniques  may 
help  some  individuals.5 

Insomnia  Associated  with  Anxiety 
and  Personality  Disorders 

Sleep  onset  insomnia  and  diffi- 
culty in  maintaining  sleep  can  be 
related  to  generalized  anxiety,  panic, 
phobias,  hypochondriasis  and  com- 
pulsive personality.2  In  these  condi- 
tions insomnia  seems  to  result  from 
attempts  to  control  anxiety.  This  con- 
dition should  be  diagnosed  when 
there  is  evidence  of  longer  than 
three  weeks’  duration  of  insomnia 
and  an  unequivocal  psychiatric  con- 
dition. 


Insomnia  Associated  with  Affective 
Disorders 

The  clinician,  when  he  hears  re- 
ports of  early  morning  wakening, 
should  always  look  for  other  symp- 
toms of  depression. A depressed 
patient  complains  of  lack  of  energy, 
diminished  appetite,  constipation, 
decreased  sex  drive,  and  a dimin- 
ished interest  in  usual  activities.  Pa- 
tients complain  of  feelings  of  hope- 
lessness and  helplessness  and  they 
may  have  suicidal  thoughts. 

Mildly  depressed  patients  may 
complain  of  nothing  but  vague  so- 
matic sensations,  such  as  feelings 
of  heaviness,  fullness,  dizziness,  or 
being  tired  and  rundown.  In  these 
cases  the  physician  should  vigor- 
ously seek  other  symptoms  of  de- 
pression, especially  if  the  patient 
complains  of  early  morning  awaken- 
ing. Occasionally,  after  a thorough 
physical  examination  has  ruled  out 
physical  causes  for  the  patient's 
complaints,  the  patient  may  be  given 
a sedating  tricyclic  antidepressant 
such  as  amitriptyline.  A clinical  re- 
sponse after  10  to  14  days  to  thera- 
peutic doses  (generally  150  mg), 
confirms  the  diagnosis  of  depres- 
sion. 

Individuals  with  an  elevated,  ex- 
pansive, or  irritable  mood  that  is 
characteristic  of  a manic  episode, 
will  have  a decreased  need  for  sleep.7 
The  individual  may  have  difficulty 
going  to  sleep  or  awaken  several 
hours  before  the  usual  time,  full  of 
energy.  With  a full-blown  manic  epi- 
sode, the  individual  may  go  for  days 
without  sleep  and  yet  not  feel  tired. 
A manic  episode  is  marked  by  a triad 
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of  features:  elevated  mood,  hyper- 
activity and  pressure  of  speech. 
Manic  individuals  manifest  an  in- 
crease in  activity,  distractibility, 
and  involve  themselves  in  activity 
that  may  be  self-damaging,  such  as 
buying  sprees,  sexual  indiscretions, 
reckless  driving  and  foolish  busi- 
ness ventures. 

Insomnia  Associated  with 
Schizophrenic  Disorders 

Individuals  in  the  acute  states  of 
schizophrenic  psychosis  (marked  by 
delusions,  auditory  hallucinations, 
and  illogical  thinking)  may  have  dis- 
turbed sleep  because  of  the  general 
turmoil  generated  by  the  illness.8 
Acute  schizophrenics  generally  have 
difficulty  going  to  sleep  and  have 
fragmented  sleep  during  the  early 
part  of  the  night;  once  they  settle 
into  sleep  they  may  not  awaken 
until  midday.2  On  the  other  hand, 
those  individuals  with  chronic  schiz- 
ophrenia (characterized  by  deterio- 
ration in  self-care,  work  perfor- 
mance and  social  relations)  sleep 
surprisingly  well,8  although  they 
may  complain  of  poor  sleep.2 

Insomnia  Associated  with  Drug 
and  Alcohol  Abuse 

Alcohol  and  sedative-hypnotics 
lose  their  pharmacological  effects 
on  sleep  in  two  weeks,  producing  a 
tendency  for  patients  to  raise  the 
dose  in  order  to  initiate  sleep.2  Dur- 
ing chronic  use  of  alcohol  or  a seda- 
tive-hypnotic agent,  sleep  is  marked 
by  frequent  awakening.  Rapid  re- 
duction of  hypnotics  or  alcohol  pro- 
duces disrupted  sleep  patterns  with 
rebound  of  rapid  eye  movement 
(REM)  sleep.5 

The  amphetamines,  barbiturates, 
benzodiazepines,  tricyclic  anti-de- 
pressants and  monoamine  oxidase 
(MAO)  inhibitors  interfere  with  REM 
sleep.9  These  drugs  initially  cause 
suppression  of  REM  sleep,  followed 
by  a gradual  return  to  normal  REM 
levels  and  a rebound  increase  in  REM 
sleep  on  drug  withdrawal.  Some 
MAO  inhibitors,  such  as  phenelzine 
(Nardil),  are  able  to  cause  a com- 
plete and  sometimes  prolonged  sup- 
pression of  REM  sleep.10 

Sustained  Use  of  CNS  Stimulants 

Insomnia  secondary  to  stimulants, 
such  as  amphetamines  and  caffeine, 


is  characterized  by  delayed  sleep 
onset,  a decline  in  total  sleep  time 
and  decreased  sleep  stages  three/ 
four  and  REM  reduction.2  The  poor 
nocturnal  sleep  results  in  daytime 
grogginess  and  the  tendency  to  take 
more  stimulant  drugs.  Caffeine  is 
found  in  a variety  of  preparations: 1 1 

Freshed  brewed  coffee  — 125  mg 
per  cup 

Instant  coffee  — 90  mg  per  cup 

Decaffeinated  coffee  — 2 mg  per 
cup 

Fresh  brewed  tea  — 70  mg  per 
cup 

Instant  tea  — 45  mg  per  cup 

Colas  — 50  mg  per  8 oz 

Nocturnal  Myoclonus 

Insomnia  may  be  related  to  noc- 
turnal myoclonus,  a neuromuscular 
abnormality  that  causes  sudden 
repeated  contractions  of  the  leg  mus- 
cles during  sleep.  Because  the  con- 
dition may  cause  only  partial  awak- 
ening, patients  themselves  are  rarely 
aware  of  their  leg  movements;  in- 
stead, they  typically  complain  of 
broken  sleep  or  unrefreshing  sleep. 
The  bed  partner  can  usually  de- 
scribe the  disturbance  in  full  detail. 
The  jerks  typically  last  from  0.5  to 
10  seconds  and  occur  every  20-40 
seconds  in  episodes  that  last  from  a 
few  minutes  to  more  than  an  hour.12 

Nocturnal  myoclonus  may  be  as- 
sociated with  chronic  uremia  and 
other  metabolic  disorders.  Some 
patients  with  narcolepsy  also  have 
myoclonic  episodes  as  do  some  pa- 
tients treated  with  tricyclic  antide- 
pressant medications.  Withdrawal 
from  anticonvulsants,  benzodiaze- 
pines and  sedative  hypnotics  can 
also  produce  nocturnal  myoclonus. 
Nocturnal  myoclonus  should  be  dis- 
tinguished from  “hypnic  jerks'’  — a 
generalized  body  twitch  commonly 
occurring  in  the  transition  to  sleep.2 

Nocturnal  myoclonus  occurs  most 
often  in  middle-aged  and  older  peo- 
ple. The  incidence  of  nocturnal  myo- 
clonus among  serious  insomniacs 
ranges  from  1%  to  15%. 12  Although 
there  is  no  adequate  treatment  for 
idiopathic  nocturnal  myoclonus, 
diazepam  seems  to  diminish  the 
severity  of  the  myoclonic  jerks.5 

Restless  Legs  Syndrome 

A condition  closely  related  to 


nocturnal  myoclonus,  restless  legs 
syndrome,  generally  occurs  before 
one  falls  asleep.  Disagreeable  but 
rarely  painful  creeping  sensations 
deep  inside  the  calf  and  occasion- 
ally in  the  thighs  and  feet  cause  an 
almost  irresistible  urge  to  move  the 
legs. 

Restless  legs  syndrome  has  been 
associated  with  motor  neuron  dis- 
ease, chronic  uremia  and  deficien- 
cies in  iron,  calcium  or  vitamin  E. 
About  one-third  of  patients  with  rest- 
less legs  syndrome  have  a familial 
pattern  suggesting  that  the  condi- 
tion is  probably  transmitted  as  an 
autosomal  dominant  trait  with  re- 
duced penetrance.13 

Treatment  of  the  restless  legs  syn- 
drome involves  removing  the  cause 
if  possible.  Diazepam  can  be  used 
symptomatically.5  An  adequate  ex- 
ercise program  coupled  with  muscle 
relaxation  techniques  might  be  of 
some  help.5 

Medical,  Toxic  and  Environmental 
Influences  Contributing  to  Insomnia 

Any  disorder  that  affects  the  bal- 
ance between  the  neurological  wake/ 
sleep  systems  can  cause  sleep  dis- 
turbances. These  conditions  include 
spinal  cord,  subcortical  or  cortical 
lesions,  brain  traumas,  infections, 
and  degenerative  conditions.5  Epi- 
lepsy, in  some  cases,  can  be  aggra- 
vated by  sleep.  In  some  cases,  sei- 
zures occur  exclusively  during  sleep, 
Gibberd  and  Bateson14  reported  38 
individuals  (6%)  in  a sample  of  645 
epileptic  patients  who  had  seizures 
exclusively  during  sleep.  Some  of 
these  individuals  complained  about 
poor  sleep  while  others  had  inter- 
mittent enuresis. 

Abnormal  thyroid  function  leads 
to  sleep  disturbances.  Hyperthy- 
roidism produces  short,  interrupted 
sleep  with  excessive  amounts  of 
delta  sleep.5  Sleep  periods  return  to 
normal  gradually  after  successful 
treatment  of  thyrotoxicosis;  it  may 
take  up  to  a year  before  normal 
sleep  patterns  are  achieved.15  Hypo- 
thyroidism, on  the  contrary,  causes 
excessive  sleepiness  with  a lack  of 
deep  sleep.  After  hypothyroidism  is 
treated,  sleep  gradually  returns  to 
normal.5 

Almost  any  medical  disturbance, 
either  directly  or  through  the  ac- 
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companying  pain  and  malaise,  can 
cause  insomnia.  Fever  has  been 
demonstrated  to  cause  fragmented 
sleep  and  reduce  delta  sleep  and 
REM  sleep.  Asthma,  angina,  em- 
physema, uremia,  sudden  weight 
loss  and  many  neuromuscular  dis- 
orders can  produce  insomnia.  A 
detailed  medical  evaluation  is  es- 
sential to  evaluate  sleep  disturbance 
properly.5 

Subjective  Insomnia 

An  individual  with  subjective  in- 
somnia complains  of  insomnia  but 
on  careful  observation  in  a sleep 
laboratory  or  by  a hospital  staff  is 
found  to  sleep  quite  well.  Individ- 
uals with  hypochondriacal  insomnia 
will  be  totally  preoccupied  with  their 
sleep  patterns.  These  patients  can 
be  effectively  managed  by  frequent 
and  regular  office  visits,  whereby 
the  physician  attempts  to  offer  the 
patient  a relationship  rather  than  a 
cure.  The  physician  can  attempt  to 
help  the  patient  understand  what 
life-time  stresses  can  interfere  with 
the  patient's  sleep  and  help  the  pa- 
tient deal  with  those  stressful  situa- 
tions more  effectively."1 

Insomnia  Associated  with  Aging 

Many  elderly  individuals  are  con- 
vinced that  they  have  insomnia  be- 
cause they  feel  they  should  be  sleep- 
ing as  much  as  in  former  years.  With 
aging,  sleep  efficiency  is  decreased. 
Some  investigators  have  found  that 
aging  is  usually  associated  with  de- 
creased sleep  time,  increased  num- 
ber of  awakenings  during  the  night, 
a decrease  in  delta  sleep  and  a de- 
crease in  REM  sleep.12  Merely  in- 
forming some  elderly  patients  that 
sleep  requirement  decreases  with 
age  may  help  them  adjust  to  their 
misperception  of  sleep  requirement. 
Depression  should  always  be  consi- 
dered in  the  differential  diagnosis  of 
insomnia  in  the  elderly. 

Another  condition  that  should  be 
seriously  considered  in  the  elderly 
patient  complaining  of  insomnia  is 
"the  sundown  syndrome.”  These 
episodes  frequently  occur  in  pa- 
tients with  mild  to  moderate  organic 
brain  syndrome  who  function  fairly 
well  during  the  daytime,  but  as  night- 
fall diminishes  the  environmental 
cues  they  become  confused,  dis- 


oriented or  agitated  and  have  diffi- 
culty sleeping.17  Delusions  and  hal- 
lucinations may  also  be  present. 
The  treatment  for  this  condition  is 
an  antipsychotic  medication.  Halo- 
peridol  1-2  mg  orally  in  the  evening 
is  the  drug  of  choice  because  of  low 
cardiovascular  side  effects.16 

PARASOMNIAS 
Somnambulism  (Sleepwalking) 

Sleepwalking  is  initiated  in  the 
first  third  of  the  night  during  delta 
sleep  (stages  3/4)  and  progresses 
without  full  consciousness  to  leav- 
ing the  bed  and  walking  about.2 
Coordination  is  poor  and  the  indi- 
vidual is  likely  to  stumble  or  lose 
balance.  Despite  open  eyes,  the  pa- 
tient's expression  is  blank  or  dazed. 
Sleepwalking  in  children  generally 
takes  a self-limited  benign  course, 
while  in  adults  sleepwalking  is  asso- 
ciated with  personality  disturbance 
or  other  psychopathology.  Sedative- 
hypnotics  increase  sleepwalking  in 
predisposed  individuals.2  Although 
there  is  no  specific  treatment  for 
somnambulism  it  is  useful  to  make 
the  house  free  of  dangerous  objects 
and  places  to  fall.  The  benzodiaze- 
pines may  be  helpful  in  some  cases. 12 

Sleep  Terror 

Sleep  terror,  also  known  as  pavor 
nocturnus  or  incubus,  is  a sudden 
arousal  from  delta  sleep  (stage  3/4) 
associated  with  extreme  panic.2 
Typically,  in  the  first  third  of  the 
night  the  individual  sits  up  in  bed 
and  displays  a frightened  expres- 
sion, dilated  pupils,  profuse  perspi- 
ration, piloerection,  rapid  breath- 
ing and  quick  pulse.  The  individual 
fully  awakes  5-10  minutes  later;  there 
may  be  a sense  of  terror  and  isolated 


visual  imagery  prior  to  arousal,  but 
rarely  a vivid  dream.  Most  frequently 
there  is  amnesia  for  the  entire  epi- 
sode. 

In  contrast,  dream  anxiety  at- 
tacks come  during  REM  activity, 
occur  in  the  middle  or  latter  third 
of  the  night,  and  are  associated 
with  less  confusion  and  sympathetic 
arousal  than  sleep  terrors.2  With 
dream  anxiety  attacks  there  is  dis- 
tinct recall  of  a detailed  dream  se- 
quence in  which  a growing  threat 
seems  to  lead  to  ultimate  awakening 
(Table  I). 

Because  the  benzodiazepines  sup- 
press delta  sleep,  diazepam  (5-20 
mg  at  bedtime)  is  the  drug  of  choice 
for  sleep  terror.12  Nightmares,  how- 
ever, are  more  directly  related  to 
psychological  conflicts,  so  that  psy- 
chotherapy is  the  treatment  of  choice 
for  this  disorder.5 

Enuresis 

Enuresis,  or  bedwetting,  usually 
occurs  in  the  first  third  of  the  night 
during  stage  3/4  sleep.  Primary  en- 
uresis indicates  that  the  individual 
has  never  been  consistently  dry  since 
infancy.  Secondary  enuresis  means 
that  bedwetting  has  reappeared  after 
a dry  period.  Primary  enuresis  sug- 
gests an  organic  or  medical  problem 
while  secondary  enuresis  is  more 
frequently  related  to  psychological 
problems.5 

Ten  percent  of  all  children  at  the 
age  of  seven  wet  their  beds.5  In  late 
latency  approximately  5%  of  chil- 
dren occasionally  wet  their  beds, 
while  l%-3%  of  men  18-20  some- 
times wet  their  beds.12  Among 
enuretic  adults,  35%  are  schizo- 
phrenic.2 

Although  enuretic  episodes  can 


TABLE  I 

Onset 

Autonomic  arousal 
Dream  recall 


Sensorium  during 
attack 

State  of  sleep 
Etiology 


Sleep  Terror 

Early  in  niqht 
High 

Usually  absent;  if  present, 
it  is  on  an  isolated  single 
hallucination 
Confused 

III  & IV 

Disorder  of  arousal 


Dream  Anxiety 

Late  in  night 
None 

Excellent;  vivid 


Lucid 
REM  sleep 

Emotional  disturbance 


Adapted  from  Walker  Jl:  Clinical  Psychiatry  in  Primary  Care.  Menlo  Park,  Calif., 
Addison-Wesley,  1981. 
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occur  in  any  sleep  stage,  enuresis 
typically  occurs  in  delta  sleep  in  in- 
dividuals who  are  characteristically 
extremely  sound  sleepers  and  dif- 
ficult to  wake  up.2  Similar  to  other 
arousal  disorders,  nocturnal  enure- 
sis occurs  more  frequently  during 
stressful  periods.2 

Generally  no  specific  treatment  is 
necessary.  Indeed  too  vigorous  treat- 
ment may  increase  stress  on  the 
child  and  result  in  more  bedwetting. 
Ignoring  the  problem  may  be  the 
best  treatment.  Alternatively,  nu- 
merous behavior  modification  tech- 
niques are  available.  Patients  with 
other  symptoms  of  emotional  prob- 
lems may  benefit  from  psychother- 
apy. Imipramine  in  a dose  less  than 
2 mg/kg  carefully  titered  may  be 
quite  effective  in  reducing  enuretic 
episodes  but  the  problem  may  re- 


turn after  the  drug  is  discontinued. 
Imipramine  is  regarded  as  cardio- 
toxic  and  should  be  used  cautiously. 

SUMMARY 

This  series  of  articles  has  dis- 
cussed the  diagnosis  and  treatment 
of  sleep  dysfunction.  Treatment  for 
sleep  disorders  consists  of  more 
than  prescribing  a mild  sedative  or 
offering  brief  supportive  psycho- 
therapy. Appropriate  treatment  for 
sleep  dysfunction  can  replace  the 
potential  for  drug  addiction  with  the 
possibility  for  sound  sleep. 
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WILLIAM  HEBERDEN  [1710-1801] 

There  has  lately  been  established  in  several  of  the  London  hospitals,  a plan  of  courses  of 
lectures  in  all  the  branches  of  knowledge  useful  to  a student  of  physic.  Such  plans,  if  rightly 
executed,  as  1 have  no  reason  to  doubt  they  will  be,  must  make  London  a school  of  physic 
superior  to  most  in  Europe.  The  experience  afforded  in  an  hospital  will  keep  down  the 
luxuriance  of  plausible  theories.  Many  such  have  been  delivered  in  lectures,  by  celebrated 
teachers,  with  great  applause;  but  the  students,  though  perfectly  masters  of  them,  not  having 
corrected  them  with  what  nature  exhibits  in  an  hospital,  have  found  themselves  more  at  a loss 
in  the  cure  of  a patient  than  an  elder  apprentice  of  an  apothecary. 

Letter  to  Dr.  Thomas  Percival,  October  15,  1794 
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Special  Article 


INTRODUCTION: 

At  one  time  the  medical  world  was 
much  concerned  with  fomes  or  fo- 
mites,  objects  not  in  themselves 
“corrupted”  which  can  harbor  and 
pass  on  pathogens.  School  children 
were  cautioned  to  approach  banis- 
ters with  care  and  toilet  seats  could 
become  objects  of  abject  horror. 


Naturally  food  handlers  could  be- 
come targets  and  elaborate  measures 
to  protect  others  from  handlers  and 
handlers  from  themselves  were  de- 
vised. 

As  information  has  accumulated, 
restrictions  have  become  less  severe 
and  correspondingly  less  costly.  Re- 
cently a working  group  of  the  World 
Health  Organization  (WHO)  has  es- 


TABLE I.  Summary  — cases  of  specified  notifiable  diseases,  United  States 

(Cumulative  totals  include  revised  and  delayed  reports  through  previous  weeks.) 

22nd  Week  Ending  Cumulative  First  22  Weeks 


June  6 

May  31 

Median 

June  6 

May  31 

Median 

Disease 

1981 

1980 

1976-1980  1981 

1980 

1976-1980 

Aseptic  meningitis 

91 

73 

63 

1,489 

1,336 

873 

Brucellosis 

4 

1 

2 

57 

74 

74 

Chickenpox 

6,104 

5,875 

5,301 

142,556 

127,008 

129,124 

Diphtheria 

— 

— 

1 

3 

2 

35 

Encephalitis 

Primary 

(arthropod  borne 
& unspec.) 

16 

16 

12 

299 

250 

250 

Post  infectious 

1 

2 

7 

39 

79 

83 

Hepatitis,  Viral 

Type  B 

332 

360 

260 

8,135 

6,830 

6,345 

Type  A 

477 

470 

551 

10,546 

11,259 

12,361 

Type  unspecified 

218 

222 

150 

4,722 

4,618 

3,763 

Malaria 

26 

48 

8 

541 

700 

206 

Measles  (rubeola) 

247 

616 

1,272 

2,000 

9,629 

17,293 

Meningococcal  infections 

Total 

50 

33 

33 

1,867 

1,386 

1,229 

Civilian 

50 

33 

33 

1,861 

1,376 

1,216 

Military 

— 

— 

— 

6 

10 

9 

Mumps 

Ill 

165 

418 

2,352 

5,826 

10,143 

Pertussis 

17 

17 

17 

417 

454 

454 

Rubella  (German  measles) 

94 

233 

371 

1,336 

2,466 

8,780 

Tetanus 

— 

1 

1 

19 

24 

24 

Tuberculosis 

576 

511 

508 

11,139 

10,930 

11,781 

Tularemia 

5 

3 

3 

65 

49 

49 

Typhoid  fever 

6 

10 

10 

190 

150 

150 

Typhus  fever,  tick  borne 

(Rky  Mt.  spotted) 

54 

24 

25 

256 

168 

145 

Venereal  diseases 
Gonorrhea 
Civilian 

17,506 

16,952 

16,577 

407,096 

395,027 

395,027 

Military 

670 

462 

465 

11,959 

11,413 

11,413 

Syphilis,  primary  & secondary 
Civilian  430 

555 

358 

12,494 

10,959 

10,120 

Military 

7 

5 

5 

153 

142 

131 

Rabies  in  animals 

160 

201 

68 

2,982 

2,837 

1,286 

tablished  guidelines  for  a strategy  in 
the  control  of  food  hygiene.  The  de- 
scription of  the  program  which  fol- 
lows is  reprinted  from  Morbidity  and 
Mortality  Weekly  Report,  June  12, 


Health  Examination  of 
Food  Handlers — Europe 

IN  November  1979.  a World  Health 
Organization  (WHO)  working 
group  met  in  Copenhagen,  Den- 
mark, to  establish  guidelines  for  ex- 
amining food  handlers  as  potential 
sources  of  foodborne  disease  and 
to  formulate  a new  strategy  for 
achieving  an  acceptable  level  of 
control  of  food  hygiene. 

At  issue  was  the  impact  on  public 
health  of  legal  requirements  in  many 
countries  that  food  handlers  have  a 
medical  examination  before  being 
employed  and  at  regular  intervals 
thereafter.  The  working  group  ob- 
jected to  these  requirements  for 


TABLE  II.  Notifiable  diseases  of 
low  frequency,  United  States 

Cum. 

1981 


Anthrax  — 

Botulism  (Calif.  1)  24 

Cholera  1 

Congenital  rubella  syndrome  4 

Leprosy 

(Calif.  3,  Oreg.  3,  Hawaii  4)  98 

Leptospirosis  (Hawaii  1)  17 

Plague  4 

Poliomyelitis 

Total  — 

Paralytic  — 

Psittacosis 


(Upstate  N.Y.  2,  Wis.1,  Calif.  2)  43 

Rabies  in  man  — 

Trichinosis  (Calif.  1)  76 

Typhus  fever,  flea  borne 
(endemic,  murine)  (Tex.  1)  11 

All  delayed  reports  and  corrections  will 
be  included  in  the  following  week’s 
cumulative  totals. 
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TABLE  III.  Cases  of  specified  notifiable  diseases,  United  States, 
weeks  ending  June  6,  1981  and  May  31,  1980  (22nd  week) 


Hepatitis  (Viral) 

Encephalitis  by  type 


Reporting  Area 

Aseptic 

Meningitis 

Brucel- 

losis 

Chicken 

pox 

Diphtheria 

Primary 

Post- 

infectious 

B 

A 

Unspecified 

Malaria 

1981 

1981 

1981 

1981 

Cum.  1981 

1981 

1980 

1981 

1981 

1981 

1981 

1981 

Cum.  1981 

United  States 

91 

4 

6,104 

— 

3 

16 

16 

1 

332 

477 

218 

26 

541 

New  England 

2 

— 

1,039 

— 

— 

2 

— 

— 

13 

5 

10 

1 

1 

26 

1 

Maine 

— 

— 

221 

— 

— 

— 

— 

— 

— 

— 

— 

N.H. 

— 

— 

74 

— 

— 

1 

— 

— 

— 

— 

— 

— 

3 

Vt. 

— 

— 

58 

— 

— 

— 

— 

— 

— 

1 

— 

1 

3 

Mass. 

— 

— 

250 

— 

— 

1 

— 

— 

4 

1 

8 

— 

12 

R.l. 

— 

— 

129 

— 

— 

— 

— 

— 

1 

2 

— 

— 

1 

Conn. 

2 

— 

307 

— 

— 

— 

— 

— 

8 

1 

1 

— 

6 

Mid  Atlantic 

5 

— 

537 

— 

— 

1 

3 

1 

29 

28 

10 

6 

57 

Upstate  N.Y. 

2 

— 

197 

— 

— 

— 

— 

— 

16 

17 

3 

1 

15 

N.Y.  City 

2 

— 

274 

— 

— 

— 

1 

— 

13 

11 

7 

— 

19 

N.J. 

— 

— 

NN 

— 

— 

— 

— 

— 

— 

— 

— 

5 

16 

Pa. 

1 

— 

66 

— 

— 

1 

2 

1 

NA 

NA 

NA 

— 

7 

E.N.  Central 

11 

— 

3,020 

— 

— 

3 

4 

— 

54 

46 

23 

i 

21 

Ohio 

2 

— 

248 

— 

— 

1 

— 

— 

9 

5 

1 

— 

5 

Ind. 

2 

— 

308 

— 

— 

— 

4 

— 

3 

— 

8 

— 

6 

III. 

— 

— 

731 

— 

— 

— 

— 

— 

24 

14 

3 

— 

3 

Mich. 

7 

— 

1,099 

— 

— 

2 

— 

— 

17 

27 

11 

i 

7 

Wis. 

— 

— 

634 

— 

— • 

— 

— 

— 

1 

— 

— 

— 

— 

W.N.  Central 

6 

1 

179 

— 

— 

— 

1 

— 

23 

27 

14 

3 

16 

Minn. 

— 

— 

— 

— 

— 

— 

— 

— 

2 

— 

1 

2 

6 

Iowa 

— 

— 

26 

— 

— 

— 

1 

— 

2 

4 

1 

— 

2 

Mo. 

6 

— 

1 

— 

— 

— 

— 

— 

15 

19 

10 

1 

2 

N.  Dak. 

— 

— 

31 

— 

— 

— 

— 

— 

— 

— 

— 

— 

1 

S.  Dak. 

— 

— 

2 

— 

— 

— 

— 

— 

1 

— 

— 

— 

1 

Nebr. 

— 

1 

40 

— 

— 

— 

— 

— 

— 

1 

2 

— 

— 

Kans. 

— 

— 

79 

— 

— 

— 

— 

— 

3 

3 

— 

— 

4 

S.  Atlantic 

18 

— 

531 

— 

1 

— 

2 

— 

94 

82 

18 

4 

62 

Del. 

— 

— 

11 

— 

— 

— 

— 

— 

2 

2 

— 

— 

1 

Md. 

2 

— 

126 

— 

— 

— 

— 

— 

21 

11 

3 

2 

10 

D.C. 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

1 

Va. 

2 

— 

25 

— 

— 

— 

— 

— 

19 

3 

3 

1 

11 

W.  Va. 

— 

— 

163 

— 

— 

— 

— 

— 

2 

2 

— 

— 

3 

N.C. 

— 

— 

NN 

— 

— 

— 

2 

— 

2 

5 

2 

— 

6 

S.C. 

— 

— 

— 

— 

— 

— 

— 

— 

7 

6 

1 

— 

1 

Ga. 

2 

— 

10 

— 

— 

— 

— 

— 

13 

12 

— 

1 

8 

Fla. 

12 

— 

196 

— 

1 

— 

— 

— 

28 

41 

9 

— 

21 

E.S.  Central 

6 

2 

63 

— 

— 

5 

2 

— 

21 

28 

11 

— 

3 

Ky. 

— 

— 

51 

— 

— 

— 

— 

— 

2 

12 

1 

— 

— 

Tenn. 

5 

2 

NN 

— 

— 

3 

2 

— 

9 

7 

5 

— 

— 

Ala. 

1 

— 

10 

— 

— 

— 

— 

— 

6 

1 

5 

— 

2 

Miss. 

— 

— 

2 

— 

— 

2 

— 

— 

4 

8 

— 

— 

1 

W.S.  Central 

21 

1 

316 

— 

— 

— 

— 

— 

25 

101 

56 

2 

38 

Ark. 

1 

— 

1 

— 

— 

— 

— 

— 

1 

3 

7 

— 

2 

La. 

— 

— 

NN 

— 

— 

— 

— 

— 

6 

18 

3 

— 

2 

Okla. 

— 

1 

— 

— 

— 

— 

— 

— 

4 

4 

2 

1 

4 

Tex. 

20 

— 

315 

— 

— 

— 

— 

— 

14 

76 

44 

1 

30 

Mountain 

9 

— 

128 

— 

1 

1 

2 

— 

8 

41 

25 

— 

16 

Mont. 

1 

— 

— 

— 

1 

— 

2 

— 

— 

1 

— 

— 

— 

Idaho 

— 

— 

1 

— 

— 

— 

— 

— 

— 

6 

— 

— 

— 

Wyo. 

— 

— 

1 

— 

— 

— 

— 

— 

— 

— 

1 

— 

— 

Colo. 

1 

— 

33 

— 

— 

1 

— 

— 

— 

11 

— 

6 

N.  Mex. 

4 

— 

— 

— 

— 

— 

— 

— 

3 

4 

1 

— 

1 

Ariz. 

3 

— 

NN 

— 

— 

— 

— 

— ' 

2 

11 

14 

— 

4 

Utah 

— 

— 

52 

— 

— 

— 

— 

— 

1 

3 

6 

— 

2 

Nev. 

— 

— 

41 

— 

— 

— 

— 

— 

2 

5 

3 

— 

3 

Pacific 

13 

— 

291 

— 

1 

4 

2 

— 

65 

119 

51 

9 

302 

Wash. 

— 

— 

212 

— 

— 

— 

— 

— 

4 

3 

1 

— 

17 

Oreg. 

1 



3 

— 

— 

— 

1 

— 

7 

8 

5 

— 

8 

Calif. 

11 

— 

19 

— 

— 

4 

1 

— 

52 

108 

45 

8 

273 

Alaska 

1 

— 

1 

— 

1 

— 

— 

— 

1 

— 

— 

— 

1 

Hawaii 

— 

— 

56 

— 

— 

— 

— 

— 

1 

— 

— 

1 

3 

Guam 

NA 

NA 

NA 

NA 

— 

NA 

— 

— 

NA 

NA 

NA 

NA 

— 

P.R. 

— 

— 

12 

— 

— 

— 

— 

— 

3 

9 

3 

— 

4 

V.l. 

NA 

NA 

NA 

NA 

— 

NA 

— 

— 

NA 

NA 

NA 

NA 

2 

Pac.  Trust  Terr.  NA  NA  NA  NA 

NN  Not  notifiable.  NA  Not  available. 

All  delayed  reports  and  corrections  will  be  included  in 

— NA  — — NA 

the  following  week's  cumulative  totals 

NA 

NA 

NA 

TABLE  III  (Cont’d).  Cases  of  specified  notifiable  diseases,  United  States, 
weeks  ending  June  6,  1981  and  May  31,  1980  (22nd  week) 

Meningococcal 
Measles  (Rubeola)  Infections  (Total) 


Reporting  Area 

United  States 

New  England 

Maine 

N.H. 

Vt. 

Mass. 

R. l. 

Conn. 

Mid  Atlantic 
Upstate  N Y. 

N Y.  City 
N.J. 

Pa. 

E.N.  Central 

Ohio 

Ind. 

III. 

Mich. 

Wis. 

W.N.  Central 
Minn. 

Iowa 

Mo. 

N.  Dak. 

S.  Dak. 

Nebr. 

Kans. 

S.  Atlantic 
Del. 

Md. 

D. C. 

Va. 

W.  Va. 

N.C. 

S.C. 

Ga. 

Fla. 

E. S.  Central 
Ky. 

Tenn. 

Ala. 

Miss. 

W.S.  Central 
Ark. 

La. 

Okla. 

Tex. 

Mountain 

Mont. 

Idaho 

Wyo. 

Colo. 

N.  Mex. 

Ariz. 

Utah 

Nev. 

Pacific 

Wash. 

Oreg. 

Calif. 

Alaska 

Hawaii 

Guam 

PR. 

V.l. 

Pac.  Trust  Terr. 


1981 

247 


134 

2 

4 

0 

125 


18 


5 

13 


68 


NA 

8 

NA 

NA 


Cum. 

1981 


72 

5 

5 

1 

54 

7 

599 

188 

48 

49 
314 

70 

15 

7 

20 

27 

1 

7 

3 

1 

1 


1 

1 

305 

1 

1 

3 
7 

4 

99 

190 


680 


— 6 

68  674 

— 24 

— 1 

— 5 

— 5 

— 3 

— 10 

27  243 

— 1 

— 3 

27  237 


1 

182 

4 


Cum. 

1980 


2,000  9,629 


598 

25 

288 

223 

41 

2 

19 
2,955 

553 

807 

638 

557 

1,457 

154 

79 

249 

192 

783 

1,105 

881 

20 
61 


1981 

50 

2 


1 

11 

1 

4 
1 

5 
8 
3 
1 
2 
2 


Cum. 

1981 


121 

18 

12 

5 

29 

11 

46 

242 

82 

39 

59 

62 

213 

74 

34 

51 

50 

4 

81 

29 

16 

21 

1 

3 


Cum. 

1980 


1 ,867  1 ,386 


83 

3 

5 
9 

28 

6 
32 

243 

83 

67 

50 

43 

156 

61 

30 

19 

38 

8 

57 

15 

5 

26 

1 

4 


80 

— 

— 



63 

— 

11 

6 

1,525 

13 

449 

326 

1 

— 

4 

2 

37 

1 

29 

31 

— 

— 

1 

1 

264 

2 

54 

31 

7 

— 

17 

11 

106 

1 

63 

65 

132 

1 

59 

41 

669 

6 

79 

62 

309 

2 

143 

82 

261 

3 

143 

131 

42 

1 

43 

46 

122 

1 

41 

32 

17 

1 

44 

32 

80 

— 

15 

21 

842 

2 

323 

156 

13 

— 

20 

12 

11 

— 

80 

54 

711 

— 

25 

13 

107 

2 

198 

77 

237 

2 

63 

52 

1 

— 

5 

2 

— 

— 

3 

4 

o 

14 



29 

<L 

13 

11 

— 

4 

6 

163 

2 

14 

8 

41 

— 

4 

2 

7 

— 

4 

15 

649 

7 

232 

182 

153 

— 

43 

31 

— 

4 

35 

38 

486 

3 

146 

111 

5 

— 

4 

2 

5 

— 

4 

— 

4 

— 



1 

67 

— 

8 

7 

5 

— 

— 

1 

6 

— 

— 

— 

Mumps 

Mumps 

Pertussis 

Rubella 

Tetanus 

1981 

Cum. 

1981 

1981 

1981 

Cum. 

1981 

Cum. 

1981 

111 

2,352 

17 

94 

1,336 

19 

4 

112 

— 

2 

99 

1 

2 

22 

— 

1 

33 

— 

— 

13 

— 

— 

30 

— 

— 

4 

— 

— 

— 



2 

35 

— 

1 

26 



— 

17 

— 

— 

— 



— 

21 

— 

— 

10 

1 

31 

368 

2 

8 

151 

1 

6 

66 

1 

4 

64 

1 

45 

— 

4 

41 

1 

5 

78 

— 

— 

42 



19 

179 

1 

— 

4 

— 

35 

696 

5 

6 

284 

4 

2 

107 

1 

— 





5 

84 

— 

— 

97 



5 

127 

4 

4 

67 



12 

266 

— 

— 

31 

3 

11 

112 

— 

2 

89 

1 

1 

170 

1 

— 

71 

2 

— 

6 

— 

— 

6 

1 

1 

39 

— 

— 

3 

— 

27 

1 

— 

3 

1 



1 

z 

— 

— 

— 

— 

3 

— 

— 

1 



— 

94 

— 

— 

58 

— 

13 

301 

4 

8 

125 

2 

3 

8 

— 

1 

1 

— 

59 

— 

— 

1 

— 



63 

z 

— 

5 

— 

3 

57 

— 

— 

17 

— 

1 

11 

— 

— 

4 



— 

7 

1 

— 

7 

1 

3 

32 

— 

6 

42 



3 

64 

3 

1 

48 

1 

1 

60 

— 

2 

24 

1 

1 

28 

— 

1 

13 

— 

— 

19 

— 

— 

10 

— 

— 

12 

— 

1 

1 

1 

— 

1 

— 

— 

— 

— 

11 

149 

— 

15 

112 

3 

1 

1 

— 

— 

1 

1 

— 

3 

— 

— 

9 

— 

— 

— 

— 

— 

— 

1 

10 

145 

— 

15 

102 

1 

3 

85 

2 

2 

56 

1 

— 

5 

1 

— 

3 

— 

— 

4 

— 

— 

2 

— 

— 

1 

— 

— 

1 



1 

39 

— 

— 

26 

— 

— 

— 

— 

— 

2 

— 

2 

14 

1 

2 

13 

1 

— 

11 

— 

— 

3 

— 

— 

11 

— 

— 

6 

— 

12 

411 

3 

51 

414 

4 

2 

119 

1 

— 

53 

— 

— 

47 

— 

11 

30 

— 

5 

227 

2 

40 

326 

4 

— 

4 

— 

— 

— 

— 

5 

14 

— 

— 

5 

— 

NA 

1 

NA 

NA 





2 

72 

— 

— 

3 



NA 

4 

NA 

NA 

— 

— 

NA 

4 

NA 

NA 

1 

— 

NA  Not  available. 

All  delayed  reports  and  corrections  wil 


be  included  in  the  following  week's  cumulative  totals. 


TABLE  III  (Cont’d).  Cases  of  specified  notifiable  diseases,  United  States, 
weeks  ending  June  6,  1981  and  May  31,  1980  (22nd  week) 

Typhus  Venereal  Diseases 

Fever  (Civilian)  Rabies 

Tula-  Typhoid  (Tick  borne) (in 


Reporting  Area 

Tuberculosis 

Cum. 

remia 

Cum. 

Fever 

Cum. 

(RMSF) 

Cum. 

Gonorrhea 

Cum. 

i 

Cum. 

Syphilis  (Pri.  & Sec.) 

Cum.  Cum. 

Animals) 

Cum. 

1981 

1981 

1981 

1981 

1981 

1981 

1981 

1981 

1981 

1980 

1981 

1981 

1980 

1981 

United  States 

576 

11,139 

65 

6 

190 

54 

256 

17,506 

407,096 

395,027 

430 

12,494 

10,959 

2,982 

New  England 

18 

299 

— 

— 

10 

— 

3 

443 

9,878 

10,123 

13 

270 

234 

11 

Maine 

— 

23 

— 

— 

1 

— 

— 

13 

496 

590 

— 

1 

4 

6 

N.H. 

1 

4 

— 

— 

— 

— 

— 

14 

359 

332 

— 

9 

1 

1 

Vt. 

— 

9 

— 

— 

— 

— 

— 

13 

180 

246 

— 

13 

3 

— 

Mass. 

12 

164 

— 

— 

7 

— 

2 

209 

3,973 

4,163 

10 

175 

130 

1 

R.l. 

1 

19 

— 

— 

— 

— 

— 

25 

501 

605 

— 

16 

13 

— 

Conn. 

4 

80 

— 

— 

2 

— 

1 

169 

4,369 

4,187 

3 

56 

82 

3 

Mid-Atlantic 

76 

1,848 

10 

5 

36 

4 

7 

1,572 

47,890 

42,773 

49 

1,898 

1,579 

13 

Upstate  N.Y. 

13 

311 

10 

— 

6 

1 

2 

571 

8,017 

7,757 

17 

175 

127 

12 

N.Y.  City 

30 

712 

— 

2 

21 

— 

2 

NA 

19,354 

16,937 

NA 

1,146 

1,037 

— 

N.J. 

4 

403 

— 

3 

5 

1 

1 

521 

9,419 

7,610 

15 

251 

206 

— 

Pa. 

29 

422 

- 

— 

4 

2 

2 

480 

11,100 

10,469 

17 

326 

209 

1 

E.N.  Central 

58 

1,473 

1 

— 

13 

— 

2 

1,848 

61,258 

61,836 

28 

806 

1,050 

386 

Ohio 

23 

272 

— 

— 

— 

— 

2 

623 

21,681 

16,667 

6 

114 

163 

30 

Ind. 

— 

148 

— 

— 

— 

— 

— 

— 

5,653 

6,154 

— 

7 

88 

19 

III. 

17 

599 

— 

— 

6 

— 

— 

251 

15,260 

19,313 

— 

411 

583 

310 

Mich. 

15 

383 

1 

— 

5 

— 

— 

625 

13,178 

13,672 

18 

159 

174 

2 

Wis. 

3 

71 

— 

— 

2 

— 

— 

349 

5,486 

6,030 

4 

45 

42 

25 

W.N.  Central 

30 

398 

5 

1 

7 

1 

6 

1,084 

19,416 

17,218 

15 

236 

130 

1,282 

Minn. 

2 

58 

— 

— 

2 

— 

— 

234 

3,137 

2,971 

7 

90 

44 

230 

Iowa 

4 

48 

— 

, — 

2 

— 

— 

109 

1,958 

1,930 

1 

13 

8 

425 

Mo. 

15 

175 

4 

— 

1 

— 

2 

526 

8,928 

7,127 

6 

110 

67 

107 

N.  Dak. 

2 

19 

— 

— 

— 

— 

— 

16 

265 

258 

1 

4 

1 

196 

S.  Dak. 

— 

30 

— 

— 

1 

— 

— 

25 

550 

538 

— 

2 

1 

136 

Nebr. 

6 

15 

1 

1 

1 

— 

— 

76 

1,521 

1,490 

— 

3 

3 

97 

Kans. 

1 

53 

— 

— 

— 

1 

4 

98 

3,057 

2,904 

— 

14 

6 

91 

S.  Atlantic 

136 

2,494 

6 

— 

24 

30 

137 

4,584 

100,784 

97,029 

161 

3,302 

2,600 

170 

Del. 

3 

35 

1 

— 

— 

— 

— 

73 

1,480 

1,325 

— 

7 

6 

— 

Md. 

13 

258 

— 

— 

7 

2 

16 

486 

11,164 

10,111 

8 

258 

178 

1 

D.C. 

4 

152 

— 

— 

1 

— 

— 

377 

6,428 

6,890 

9 

276 

181 

— 

Va. 

14 

244 

— 

— 

1 

6 

20 

465 

9,105 

8,337 

16 

307 

234 

28 

W.  Va. 

7 

82 

— 

— 

3 

— 

2 

61 

1,516 

1,244 

— 

9 

10 

9 

N.C. 

12 

424 

1 

— 

1 

11 

42 

754 

15,703 

14,402 

8 

249 

189 

1 

S.C. 

17 

237 

2 

— 

— 

8 

40 

334 

9,501 

9,337 

9 

227 

136 

13 

Ga. 

29 

399 

2 

— 

2 

— 

13 

963 

20,202 

18,213 

51 

848 

782 

83 

Fla. 

37 

663 

— 

— 

9 

3 

4 

1,071 

25,685 

27,170 

60 

1,121 

884 

35 

E.S.  Central 

34 

953 

2 

— 

5 

7 

30 

2,381 

34,051 

32,385 

55 

834 

869 

195 

Ky. 

9 

250 

2 

— 

— 

— 

2 

222 

4,317 

4,697 

— 

39 

68 

57 

Tenn. 

10 

316 

— 

— 

1 

6 

20 

593 

12,652 

11,321 

28 

336 

347 

110 

Ala. 

9 

257 

— 

— 

2 

1 

2 

1,160 

10,749 

9,693 

21 

219 

173 

28 

Miss. 

6 

130 

— 

— 

2 

— 

6 

406 

6,333 

6,674 

6 

240 

281 

— 

W.S.  Central 

121 

1,200 

29 

— 

15 

11 

66 

1,996 

53,889 

51,045 

67 

3,018 

2,146 

567 

Ark. 

12 

120 

15 

— 

— 

3 

15 

96 

3,733 

3,817 

5 

60 

72 

80 

La. 

28 

244 

2 

— 

— 

— 

— 

328 

8,717 

9,030 

— 

671 

508 

16 

Okla. 

11 

136 

8 

— 

3 

8 

44 

239 

5,663 

5,057 

4 

78 

39 

103 

Tex. 

70 

700 

4 

— 

12 

— 

7 

1,333 

35,771 

33,141 

58 

2,209 

1,527 

368 

Mountain 

15 

321 

10 

— 

15 

— 

4 

574 

16,046 

15,225 

6 

320 

263 

71 

Mont. 

— 

22 

4 

— 

4 

— 

— 

13 

551 

573 

— 

8 

1 

49 

Idaho 

— 

5 

2 

— 

— 

— 

1 

17 

690 

711 

3 

7 

8 

— 

Wyo. 

1 

5 

1 

— 

— 

— 

2 

26 

370 

435 

— 

4 

7 

4 

Colo. 

— 

41 

2 

— 

3 

— 

— 

227 

4,361 

4,058 

3 

99 

65 

1 

N.  Mex. 

3 

63 

— 

— 

— 

— 

— 

73 

1,757 

1,884 

— 

67 

48 

12 

Ariz. 

4 

131 

— 

— 

8 

— 

— 

186 

4,996 

4,219 

— 

69 

93 

3 

Utah 

— 

16 

1 

— 

— 

— 

— 

32 

753 

711 

— 

8 

5 

— 

Nev. 

7 

38 

— 

— 

— 

— 

1 

NA 

2,568 

2,634 

NA 

58 

36 

2 

Pacific 

88 

2,153 

2 

— 

65 

1 

1 

3,024 

63,884 

67,393 

36 

1,810 

2,088 

287 

Wash. 

— 

179 

1 

— 

3 

— 

— 

177 

5,168 

5,602 

— 

55 

106 

— 

Oreg. 

1 

74 

— 

— 

3 

— 

— 

240 

4,192 

4,715 

2 

42 

45 

2 

Calif. 

87 

1,816 

1 

— 

59 

1 

1 

2,455 

51,662 

54,012 

30 

1,673 

1,860 

272 

Alaska 

— 

24 

— 

— 

— 

— 

— 

73 

1,618 

1,612 

— 

5 

3 

13 

Hawaii 

— 

60 

— 

— 

— 

— 

— 

79 

1,244 

1,452 

4 

35 

74 

— 

Guam 

NA 

— 

— 

NA 

— 

NA 

— 

NA 

14 

57 

NA 

— 

2 

— 

P.R. 

6 

147 

— 

— 

3 

— 

— 

62 

1,399 

1,083 

12 

300 

228 

29 

V.l. 

NA 

1 

— 

NA 

1 

NA 

— 

NA 

57 

89 

NA 

3 

10 

— 

Pac.  Trust  Terr.  NA 

NA:  Not  available 
All  delayed  reports  and 

24  — NA  — 

corrections  will  be  included  in 

NA  — NA  144  176 

the  following  week's  cumulative  totals 

NA 

TABLE  IV.  Deaths  in  121  U.S.  cities,*  week  ending  June  6,  1981  (22nd  week) 


All  Causes,  by  Age  (Years) 


Reporting  Area 

All  Ages 

65 

45-64 

25-44 

1-24 

1 

P&l** 

Total 

New  England 

698 

448 

179 

26 

18 

27 

69 

Boston,  Mass. 

197 

124 

55 

8 

3 

7 

31 

Bridgeport,  Conn. 

43 

28 

14 

1 

— 

— 

2 

Cambridge,  Mass. 

23 

20 

2 

1 

— 

— 

4 

Fall  River,  Mass. 

19 

14 

4 

— 

1 

— 

2 

Hartford,  Conn. 

63 

38 

18 

3 

3 

1 

2 

Lowell,  Mass. 

26 

15 

8 

1 

2 

— 

1 

Lynn,  Mass. 

18 

12 

5 

— 

— 

1 

— 

New  Bedford,  Mass. 

27 

23 

4 

— 

— 

— 

— 

New  Haven,  Conn. 

80 

42 

16 

4 

6 

12 

7 

Providence,  R.l. 

66 

41 

18 

3 

1 

3 

10 

Somerville,  Mass. 

6 

6 

— 

— 

— 

— 

— 

Springfield,  Mass. 

38 

24 

11 

— 

1 

2 

— 

Waterbury,  Conn. 

38 

22 

14 

1 

— 

1 

4 

Worcester,  Mass. 

54 

39 

10 

4 

1 

— 

6 

Mid  Atlantic 

2,757 

1,805 

615 

161 

85 

91 

95 

Albany,  N.Y. 

32 

19 

6 

2 

1 

4 

— 

Allentown,  Pa. 

24 

16 

6 

2 

— 

— 

— 

Buffalo.  N.Y. 

150 

102 

32 

8 

5 

3 

14 

Camden,  N.J. 

52 

34 

13 

— 

3 

2 

2 

Elizabeth,  N.J. 

26 

18 

4 

2 

1 

1 

1 

Erie,  Pa.f 

41 

32 

8 

1 

— 

— 

— 

Jersey  City,  N.J. 

52 

32 

10 

4 

5 

1 

1 

N.Y.  City,  N.Y. 

1,372 

894 

304 

96 

42 

36 

35 

Newark,  N.J. 

50 

20 

20 

5 

1 

4 

1 

Paterson,  N.J. 

36 

25 

8 

— 

— 

3 

3 

Philadelphia,  Pa. 

508 

319 

118 

27 

19 

25 

23 

Pittsburgh,  Pa.f 

70 

43 

18 

6 

2 

1 

2 

Reading,  Pa. 

36 

24 

7 

1 

2 

2 

— 

Rochester,  N.Y. 

103 

77 

20 

4 

— 

2 

6 

Schenectady,  N.Y. 

30 

25 

4 

— 

1 

— 

2 

Scranton,  Pa.f 

33 

22 

9 

1 

— 

1 

1 

Syracuse,  N.Y. 

61 

43 

10 

2 

1 

5 

2 

Trenton,  N.J. 

36 

25 

9 

— 

2 

— 

1 

Utica,  N.Y. 

17 

14 

2 

— 

— 

1 

1 

Yonkers,  N.Y. 

28 

21 

7 

— 

— 

— 

— 

E.N.  Central 

2,377 

1,438 

613 

149 

77 

100 

57 

Akron,  Ohio 

65 

48 

12 

2 

2 

1 

— 

Canton,  Ohio 

43 

28 

12 

2 

1 

— 

2 

Chicago,  III 

545 

309 

147 

43 

20 

26 

10 

Cincinnati,  Ohio 

167 

107 

43 

5 

4 

8 

11 

Cleveland,  Ohio 

185 

110 

47 

10 

7 

11 

1 

Columbus,  Ohio 

181 

100 

59 

10 

7 

5 

5 

Dayton,  Ohio 

116 

71 

28 

8 

5 

4 

3 

Detroit,  Mich. 

285 

169 

68 

26 

11 

11 

4 

Evansville,  Ind. 

45 

35 

8 

1 

1 

— 

2 

Fort  Wayne,  Ind. 

61 

40 

17 

2 

1 

1 

4 

Gary,  Ind. 

19 

6 

7 

2 

3 

1 

— 

Grand  Rapids,  Mich. 

44 

28 

12 

1 

— 

3 

2 

Indianapolis,  Ind. 

170 

96 

47 

12 

5 

10 

2 

Madison,  Wis. 

34 

23 

9 

— 

1 

1 

1 

Milwaukee,  Wis. 

120 

75 

30 

6 

3 

6 

— 

Peoria,  III. 

41 

23 

13 

2 

— 

3 

3 

Rockford,  III. 

41 

25 

11 

1 

1 

3 

1 

South  Bend,  Ind. 

47 

33 

9 

4 

— 

1 

3 

Toledo,  Ohio 

111 

74 

21 

8 

5 

3 

2 

Youngstown,  Ohio 

57 

88 

13 

4 

— 

2 

1 

W.N.  Central 

799 

510 

184 

40 

33 

32 

42 

Des  Moines,  Iowa 

47 

36 

9 

1 

— 

1 

2 

Duluth,  Minn. 

32 

20 

8 

1 

3 

— 

2 

Kansas  City,  Kans. 

37 

32 

4 

1 

— 

— 

— 

Kansas  City,  Mo. 

125 

76 

26 

10 

5 

8 

6 

Lincoln,  Nebr. 

33 

27 

4 

2 

— 

— 

1 

Minneapolis,  Minn. 

108 

69 

25 

4 

5 

5 

2 

Omaha,  Nebr. 

86 

52 

23 

3 

2 

6 

5 

St.  Louis,  Mo. 

194 

104 

54 

10 

16 

10 

12 

St.  Paul,  Minn. 

71 

53 

15 

1 

1 

1 

2 

Wichita,  Kans. 

66 

41 

16 

7 

1 

1 

10 

All  Causes,  by  Age  (Years) 


Reporting  Area 

All  Ages 

65 

45-64 

25-44 

1-24 

1 

P&l** 

Total 

S.  Atlantic 

1,207 

666 

364 

94 

40 

43 

31 

Atlanta,  Ga. 

145 

71 

40 

14 

11 

9 

2 

Baltimore,  Md. 

231 

128 

87 

10 

2 

4 

4 

Charlotte,  N.C. 

61 

32 

21 

1 

2 

5 

2 

Jacksonville,  Fla. 

106 

56 

32 

9 

5 

4 

8 

Miami,  Fla. 

103 

56 

34 

9 

3 

1 

1 

Norfolk,  Va. 

54 

30 

13 

2 

4 

5 

2 

Richmond,  Va. 

61 

39 

15 

4 

2 

1 

1 

Savannah,  Ga. 

37 

17 

14 

3 

1 

2 

3 

St.  Petersburg,  Fla. 

86 

68 

11 

2 

2 

3 

3 

Tampa,  Fla. 

69 

42 

17 

5 

2 

3 

3 

Washington,  D C. 

202 

97 

64 

30 

6 

5 

2 

Wilmington,  Del. 

52 

30 

16 

5 

— 

1 

— 

E.S.  Central 

732 

431 

209 

50 

22 

20 

27 

Birmingham,  Ala. 

143 

82 

41 

10 

7 

3 

1 

Chattanooga,  Tenn. 

40 

28 

8 

3 

1 

— 

— 

Knoxville,  Tenn. 

34 

25 

8 

— 

1 

— 

1 

Louisville,  Ky. 

122 

69 

39 

5 

5 

4 

12 

Memphis,  Tenn. 

172 

88 

59 

13 

3 

9 

7 

Mobile,  Ala. 

67 

48 

12 

4 

3 

— 

2 

Montgomery,  Ala. 

46 

29 

11 

3 

— 

3 

— 

Nashville,  Tenn. 

108 

62 

31 

12 

2 

1 

4 

W.S.  Central 

1,302 

727 

335 

103 

67 

65 

36 

Austin,  Tex. 

52 

25 

14 

8 

5 

— 

3 

Baton  Rouge,  La. 

41 

21 

16 

1 

3 

— 

3 

Corpus  Christi,  Tex. 

46 

31 

6 

3 

2 

4 

— 

Dallas,  Tex. 

201 

125 

40 

15 

10 

11 

4 

El  Paso,  Tex. 

40 

22 

9 

5 

3 

1 

2 

Fort  Worth,  Tex. 

95 

49 

23 

12 

3 

8 

3 

Houston,  Tex. 

345 

164 

100 

31 

24 

26 

3 

Little  Rock,  Ark. 

74 

46 

20 

3 

1 

4 

5 

New  Orleans,  La. 

117 

66 

36 

7 

7 

1 

1 

San  Antonio,  Tex. 

168 

91 

51 

14 

6 

6 

6 

Shreveport,  La. 

41 

33 

7 

1 

— 

— 

— 

Tulsa,  Okla. 

82 

54 

13 

8 

3 

4 

6 

Mountain 

617 

342 

140 

57 

46 

32 

23 

Albuquerque,  N.  Mex 

81 

25 

20 

16 

20 

— 

2 

Colo.  Springs,  Colo. 

25 

16 

9 

— 

— 

— 

2 

Denver,  Colo. 

131 

81 

24 

11 

2 

13 

3 

Las  Vegas,  Nev. 

76 

39 

20 

8 

7 

2 

6 

Ogden,  Utah 

21 

11 

4 

4 

1 

1 

1 

Phoenix,  Ariz. 

145 

90 

27 

10 

7 

11 

1 

Pueblo,  Colo. 

21 

15 

4 

— 

1 

1 

3 

Salt  Lake  City,  Utah 

37 

15 

10 

3 

5 

4 

1 

Tucson,  Ariz. 

80 

50 

22 

5 

3 

— 

4 

Pacific 

1,710 

1,100 

376 

119 

57 

56 

67 

Berkeley,  Calif. 

17 

9 

3 

2 

2 

— 

— 

Fresno,  Calif. 

60 

37 

14 

3 

3 

3 

2 

Glendale,  Calif. 

18 

15 

1 

1 

— 

1 

1 

Honolulu,  Hawaii 

47 

24 

18 

3 

2 

— 

3 

Long  Beach,  Calif. 

93 

58 

25 

5 

2 

3 

2 

Los  Angeles,  Calif. 

412 

280 

75 

33 

16 

7 

16 

Oakland,  Calif. § 

84 

51 

18 

7 

4 

4 

4 

Pasadena,  Calif. 

24 

15 

6 

1 

— 

2 

1 

Portland,  Oreg. 

126 

84 

28 

7 

2 

5 

3 

Sacramento,  Calif. 

83 

42 

21 

10 

5 

5 

5 

San  Diego,  Calif. 

138 

86 

33 

9 

5 

5 

2 

San  Francisco,  Calif. 

161 

111 

34 

10 

2 

4 

3 

San  Jose,  Calif. 

179 

117 

38 

12 

6 

6 

15 

Seattle,  Wash. 

166 

101 

39 

14 

5 

7 

5 

Spokane,  Wash. 

58 

41 

11 

1 

3 

2 

3 

Tacoma,  Wash. 

44 

29 

12 

1 

— 

2 

2 

Total 

12,1 99ft  7,467  3,015 

804 

445 

466 

447 

'Mortality  data  in  thistable  are  voluntarily  reported  from  121  cities  in  the  United  States,  most  of  which  have  populations  of  100,000  or  more.  A death  is 
reported  by  the  place  of  its  occurrence  and  by  the  week  that  the  death  certificate  was  filed.  Fetal  deaths  are  not  included. 

"Pneumonia  and  influenza. 

fBecause  of  changes  in  reporting  methods  in  these  3 Pennsylvania  cities,  these  numbers  are  partial  counts  for  the  current  week.  Complete  counts 
will  be  available  in  4 to  6 weeks. 
ffTotal  includes  unknown  ages. 

§Data  not  available  this  week.  Figures  are  estimates  based  on  average  percent  of  regional  totals. 
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several  reasons.  First,  it  has  not 
been  determined  that  most  out- 
breaks of  foodborne  disease  are 
connected  with  food  handlers.  Sec- 
ond, medical  examinations  and  lab- 
oratory analyses  are  very  expen- 
sive, making  it  possible  to  identify 
only  a small  proportion  of  the  car- 
riers of  pathogenic  organisms.  Fi- 
nally, because  of  the  rapid  turnover 
of  workers  in  the  food  industry,  it  is 
difficult  for  administrators  to  assure 
that  all  employees  are  checked. 
These  three  points  are  discussed  in 
detail  below. 

In  most  European  countries,  a 
medical  examination  before  employ- 
ment in  the  food  industry  is  required 
by  law.  Requirements  for  later,  reg- 
ularly scheduled  examinations  vary 
from  country  to  country.  Food  han- 
dlers (excluding  homemakers)  ac- 
count for  6%-10%  of  the  population 
in  these  countries. 

A number  of  participants  in  the 
working  group  expressed  doubts 
about  the  effectiveness  of  the  na- 
tional policies  of  their  countries  re- 
garding the  medical  examination  of 
food  handlers.  The  group  agreed 
that  insufficient  resources  are  avail- 
able for  examining  all  the  workers 
and  that,  if  these  examinations  are 
made  routinely  and  on  a general 
basis,  the  cost  represents  an  ineffi- 
cient use  of  available  resources. 
Therefore,  the  participants  urged 
that  attention  be  concentrated  on 
workers  most  likely  to  be  carriers  of 
pathogenic  organisms  and  on  per- 
sons who  work  with  foods  that  per- 
mit rapid  growth  of  pathogenic  or- 
ganisms and/or  are  consumed  by 
especially  vulnerable  groups  such 
as  children  and  the  elderly. 


The  group  further  agreed  that  the 
mandatory  medical  examinations  of 
food  handlers  in  many  European 
countries  are  not  effective  for  de- 
tecting carriers,  and  that  routine 
microbiologic  examinations  of  stool 
specimens  from  food  handlers  may 
not  identify  healthy  carriers  of  entero- 
pathogenic  organisms.  However, 
appropriate  tests  do  reveal  some 
sources  of  staphylococcal  infection 
(e.g.,  infected  skin  lesions)  and  may 
provide  guidance  for  more  in-depth 
investigations.  Most  members  of  the 
group  agreed  that,  although  human 
carriers  may  be  a source  of  intesti- 
nal pathogens  that  cause  contami- 
nation of  food,  other  sources  such 
as  raw  foods  or  food  items  that  are 
improperly  cooked  or  stored  are 
much  more  important.  Past  experi- 
ence also  indicates  that  routine  exam- 
ination of  all  food  handlers  may  not 
be  an  effective  prevention  strategy, 
that  medical  examinations  should 
be  aimed  at  specific  problems,  and 
that  governments  should  consider 
appropriate  education  of  workers 
and  strict  supervision  and  control  of 
food  hygiene  as  much  more  effec- 
tive alternatives. 

Among  the  recommendations  of 
the  working  group  were  the  follow- 
ing: 

1.  Since  no  medical  examination 
(even  if  it  includes  detailed  micro- 
biologic tests)  can  ever  reliably 
exclude  all  carriers  of  enteropatho- 
gens,  all  food  handlers  must  appre- 
ciate their  responsibility  and  always 
practice  the  highest  levels  of  hy- 
giene. To  that  end,  they  must  be 
instructed  in  hygienic  practices. 
This  instruction  should  be  the  re- 
sponsibility not  only  of  health  au- 


thorities but  also  of  employers  in  the 
food-handling  industry. 

2.  Occupational  health  nurses  and 
other  appropriately  trained  health 
personnel  have  an  important  role  in 
the  food  industry,  since  they  can 
assist  in  investigating  certain  con- 
ditions such  as  staphylococcal  skin 
infections,  encourage  workers  to 
report  episodes  of  illness,  and  assist 
in  controlling  the  health  and  hygiene 
of  food  handlers. 

3.  Examinations  of  food  handlers, 
including  microbiologic  tests,  should 
be  performed  promptly  and  thor- 
oughly when  epidemiologic  or  clini- 
cal evidence  indicates  a need,  e.g., 
when  food  handlers  have  been  ill  or 
when  an  outbreak  of  foodborne  dis- 
ease has  occurred  in  the  commu- 
nity. 

4.  No  persons  should  be  allowed 
to  work  in  situations  in  which  they 
could  contaminate  food  if  they  have 
symptoms  of  gastrointestinal  infec- 
tion or  obvious  infection  of  the  skin 
or  upper  respiratory  tract.  This  is 
essential  even  in  the  absence  of 
positive  microbiology  test  findings. 

5.  Since  thorough  washing  of  the 
hands  is  very  effective  in  removing 
enteropathogens,  all  persons  en- 
gaged in  preparing  food  commer- 
cially or  in  the  home  should  wash 
hands  thoroughly  and  frequently. 

6.  Research  should  be  conducted 
to  determine  the  efficiency  and  ef- 
fectiveness of  medical  examinations 
of  food  handlers  in  the  prevention 
of  foodborne  diseases. 

Reference 

Pan  American  Health  Organization.  Health  examination 
of  food  handlers.  Epidemiological  Bulletin  1980,  1:9,10. 


SIR  THOMAS  BROWNE  [1605-1682] 

Hippocrates  wisely  considered  Dreams  as  they  presaged  Alterations  in  the  Body,  and  so 
afforded  hints  toward  the  preservation  of  Health,  and  prevention  of  Diseases;  and  therein 
was  so  serious  as  to  advise  Alteration  of  Diet,  Exercise,  Sweating,  Bathing  and  Vomiting. 
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Toxic  Encounters 
of  the  Dangerous  Kind 


THE  ARUM  FAMILY 

This  article  is  about  a notorious  but 
attractive  family  with  noxious  potential. 
It  is  not  a story  about  the  Cosa  Nostra  or  a 
band  of  Western  desperados  but  rather  a 
short  discussion  of  the  most  common 
plants  with  toxic  potential  ingested  by 
children  under  the  age  of  five  years  (as 
reported  to  the  National  Clearinghouse 
for  Poison  Control  Centers). 

In  recent  years  plants  have  been  the 
most  common  foreign  substance  ingested 
by  preschool  children;  about  1 1%  of  the 
total  reported  cases.  Approximately  85% 
of  such  ingestions  have  been  by  children 
under  three  years  of  age;  70%  by  children 
less  than  two  years  old.  Probably  90%  or 
more  of  preschool  children  who  ingest 
plant  elements  do  not  develop  symptoms, 
9%  are  mildly  symptomatic  and  less  than 
0.5%  require  hospitalization.  Death  from 
a plant  ingestion  by  a small  child  is  quite 
rare  in  this  country. 

Two  most  common  plants  eaten  ac- 
cording to  recent  reports,  are  members  of 
the  Arum  family  — Philodendron  (#1) 
and  Diffenbachia  (#2).  Other  members 
of  this  family  include  the  Caladium, 
elephant  ear,  Dracunculus,  jack-in-the- 
pulpit  and  calla  lily.  All  parts  of  these 
large-leaved  plants  contain  millions  of 
tiny,  insoluble,  needle-shaped  intercel- 
lular calcium  oxalate  crystals.  When  an 


unwary  victim  bites  an  attractive  leaf,  the 
small  knife-like  crystals  become  embed- 
ded in  the  tongue  and  buccal  mucosa. 
This  oral  adventure  smarts!  The  result  is 
intense  pain  and  inflammation  described 
as  being  similar  to  “chewing  ground 
glass”  or  “biting  a hornet’s  nest.”  The 
pain  is  usually  followed  immediately  by 
swelling  of  the  lips,  tongue  and  palate. 
Pharyngeal  and  laryngeal  edema  are  quite 
rare.  The  calcium  oxalate  crystals  gener- 
ally pass  undissolved  through  the  GI  tract 
and  present  little  or  no  danger  of  systemic 
poisoning  by  absorption.  Vomiting  and 
diarrhea  can  occur  but  generally  do  not. 

The  treatment  is  simple  and  nonspe- 
cific: remove  the  plant  from  the  victim’s 
mouth  and  give  the  patient  a popsicle 
(probably  the  best  treatment),  ice  cream, 
cold  milk  or  a cold  pack.  Antihistamines 
may  be  useful  in  reducing  the  edema. 

You  probably  have  a Philodendron  at 
home  and  a Diffenbachia  in  your  office, 
so  beware! 

Ronald  B.  Mack,  M.D. 

Department  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
of  Wake  Forest  University 
Winston-Salem,  N.C.,  and 
Chairman,  Committee  on  Accidents 
and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 


JOHN  MILTON  [1608-1674] 

Then  also  in  course  might  be  read  to  them  out  of  some  not  tedious  Writer  the  Institution  of 
Physick;  that  they  may  know  the  tempers,  the  humours,  the  seasons,  and  how  to  manage  a 
crudity  [indigestion]:  which  he  who  can  wisely  and  timely  do,  is  not  only  a great  Physitian  to 
himself,  and  to  his  friends,  but  also  may  at  some  time  or  other,  save  an  Army  by  this  frugal 
and  expenseless  means  only;  and  not  let  the  healthy  and  stout  bodies  of  young  men  rot  away 
under  him  for  want  of  this  discipline;  which  is  a great  pity,  and  no  less  a shame  to  the 
Commander. 
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First  Gass 
First  Aid 


Recommend 


• Broad-spectrum  antibacterial  • Handy  applicator  tip 


5CRIPTI0N:  Each  gram  contains:  Aerosporin"  (Polymyxin  B Sulfate)  5,000  units, 
itracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
cial  white  petrolatum  gs;  in  tubes  of  1 oz  ana  % oz  and  V32  oz  (approx.)  foil  packets. 
IICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
cal  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
is,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
lyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
terial  infection  Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
on  in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
mit  wound  healing 

NTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
he  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
) have  shown  hypersensitivity  to  any  of  its  components. 

IRNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
leomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  ^ 
ns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  whic.™ 
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Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
' North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching:  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 

3iwth  of  nonsusceptible  organisms,  including  fungi  Appropriate  measures 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
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1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin 400 mg 

ibuprofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  durinq  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea;  epigastric  pain;'  heartburn; 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness;  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  WO 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400,  or  600  mg  t.i.d  or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
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r s a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It’s  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000,  Atlanta, 

GA  30326. 
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Editorials 


SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  — scien- 
tific, historic,  and  editorial  — provided  that  they  have 
neither  been  published  previously  nor  have  they  been 
simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

In  addition,  in  view  of  “The  Copyright  Revision  Act 
of  1976,”  letters  of  transmission  to  the  editor  should 
contain  the  following  language:  “In  consideration  of 
the  North  Carolina  Medical  Society’s  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise 
conveys  all  copyright  ownership  to  the  North  Carolina 
Medical  Society  in  the  event  that  such  work  is  pub- 
lished in  the  North  Carolina  Medical  Journal.” 
We  regret  that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  “all”  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

The  North  Carolina  Medical  Journal  accepts 
manuscripts  prepared  and  submitted  in  accordance 
with  uniform  requirements  defined  by  the  Interna- 
tional Steering  Committee  of  Medical  Editors  as  de- 
scribed below. 

PREPARATION  OF  MANUSCRIPT 

Type  manuscripts  on  20.3  x 26.7  cm  or  21.6  x 27.9 
cm  (8  x IOV2  in  or  8V2  x 1 1 in)  or  ISO  A4  (212  x 297  mm) 
white  bond  paper  with  margins  of  at  least  2.5  cm  (1  in). 
Use  double  spacing  throughout,  including  title  page, 
abstract,  text,  acknowledgments,  references,  tables, 
and  legends  for  illustrations.  Submit  three  copies  of 
the  complete  manuscript  and  three  sets  of  glossy 
prints  of  all  figures.  Begin  each  of  the  following  sec- 
tions on  separate  pages:  title  page,  abstract  and  key 
words,  text,  acknowledgments,  references,  individual 
tables,  and  legends.  Number  pages  consecutively,  be- 
ginning with  the  title  page.  Type  the  page  number  in 
the  upper  right-hand  corner  of  each  page. 

Manuscripts  are  reviewed  for  possible  publication 
with  the  understanding  that  they  are  being  submitted 
to  one  journal  at  a time  and  have  not  been  published, 
simultaneously  submitted,  or  already  accepted  for 
publication  elsewhere.  This  does  not  preclude  consid- 
eration of  a manuscript  that  has  been  rejected  by 
another  journal  or  of  a complete  report  that  follows 
publication  of  preliminary  findings  elsewhere,  usually 
in  the  form  of  an  abstract.  Copies  of  any  possible 
duplicative  published  material  should  be  submitted 


together  with  the  manuscript  that  is  being  sent  for 
consideration. 

TITLE  PAGE 

The  title  page  should  contain:  (1)  the  title  of  the 
article,  which  should  be  concise  but  informative;  (2)  a 
short  running  head  or  footline  of  no  more  than  40 
characters  (count  letters  and  spaces)  placed  at  the  foot 
of  the  title  page  and  identified;  (3)  first  name,  middle 
initial,  and  last  name  of  each  author,  with  highest 
academic  degree(s);  (4)  name  of  department(s)  and 
institution(s)  to  which  the  work  should  be  attributed; 
(5)  disclaimers,  if  any;  (6)  name  and  address  of  author 
responsible  for  correspondence  about  the  manuscript; 
(7)  name  and  address  of  author  to  whom  requests  for 
reprints  should  be  addressed,  or  statement  that  re- 
prints will  not  be  available  from  the  author;  (8)  the 
source(s)  of  support  in  the  form  of  grants,  equipment, 
or  drugs. 

ABSTRACT  AND  KEY  WORDS 

The  second  page  should  carry  an  abstract  of  not 
more  than  150  words.  State  the  purposes  of  the  study 
or  investigation,  basic  procedures  (study  subjects  or 
experimental  animals  and  observational  and  analyti- 
cal methods),  main  findings  (give  specific  data  and 
their  statistical  significance,  if  possible),  and  the  prin- 
cipal conclusions.  Emphasize  new  and  important  as- 
pects of  the  study  or  observations.  Use  only  approved 
abbreviations  (see  Appendix  for  commonly  used  ab- 
breviations). 

Key  ( indexing ) terms — Below  the  abstract  provide 
and  identify  as  such  three  to  10  key  words  or  short 
phrases  that  will  assist  indexers  in  cross-indexing  your 
article  and  that  may  be  published  with  the  abstract. 
Use  terms  from  the  Medical  Subject  Headings  list 
from  Index  Medicus  whenever  possible. 

TEXT 

The  text  of  observational  and  experimental  articles 
is  usually,  but  not  necessarily,  divided  into  sections 
with  the  headings  Introduction,  Methods,  Results, 
and  Discussion.  Long  articles  may  need  subheadings 
within  some  sections  to  clarify  their  content,  espe- 
cially the  Results  and  Discussion  sections.  Other 
types  of  articles  need  not  conform  to  this  format,  and 
authors  should  consult  individual  journals  for  further 
guidance. 

Introduction — State  clearly  the  purpose  of  the  arti- 
cle. Summarize  the  rationale  for  the  study  or  observa- 
tion. Give  only  strictly  pertinent  references  and  do  not 
review  the  subject  extensively. 

Methods — Describe  your  selection  of  the  observa- 
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tional  or  experimental  subjects  (patients  or  ex- 
perimental animals,  including  controls)  clearly.  Iden- 
tify the  methods,  apparatus  (manufacturer’s  name  and 
address  within  parentheses),  and  procedures  used  in 
sufficient  detail  to  allow  other  workers  to  reproduce 
the  results.  Give  references  to  established  methods, 
including  statistical  methods;  provide  references  and 
brief  descriptions  of  methods  that  have  been  pub- 
lished but  are  not  well  known;  describe  new  or  sub- 
stantially modified  methods,  give  reasons  for  using 
them,  and  evaluate  their  limitations.  When  reporting 
experiments  on  human  or  animal  subjects,  indicate 
whether  the  procedures  followed  were  in  accord  with 
the  ethical  standards  of  the  committee  of  human  ex- 
perimentation of  the  institution  in  which  the  ex- 
periments were  done  or  in  accordance  with  the  Hel- 
sinki Declaration  of  1975.  Identify  precisely  all  drugs 
and  chemicals  used,  including  generic  name(s),  dos- 
age(s),  and  route(s)  of  administration.  Do  not  use  pa- 
tients’ names,  initials,  or  hospital  numbers.  Include 
numbers  of  observations  and  their  statistical  signifi- 
cance when  appropriate.  Detailed  statistical  analyses, 
mathematical  derivations,  and  the  like  may  sometimes 
be  suitably  presented  in  the  form  of  one  or  more  ap- 
pendixes. 

Results — Present  your  results  in  logical  sequence  in 
the  text,  tables,  and  illuutrations.  Do  not  repeat  in  the 
text  all  the  data  in  the  tables  or  illustrations,  or  both; 
emphasize  or  summarize  only  important  observa- 
tions. 

Discussion — Emphasize  the  new  and  important  as- 
pects of  the  study  and  conclusions  that  follow  from 
them.  Do  not  repeat  data  given  in  the  Results  section. 
Include  in  the  Discussion  the  implications  of  the  find- 
ings and  their  limitations  and  relate  the  observations 
to  other  relevant  studies.  Link  the  conclusions  with 
the  goals  of  the  study  but  avoid  unqualified  statements 
and  conclusions  not  completely  supported  by  your 
data.  Avoid  claiming  priority  and  alluding  to  work  that 
has  not  been  completed.  State  new  hypotheses  when 
warranted,  but  clearly  label  them  as  such. 

ACKNOWLEDGMENTS 

Acknowledge  only  persons  who  have  made  sub- 
stantive contributions  to  the  study.  Authors  are  re- 
sponsible for  obtaining  written  permission  to  do  so 
because  such  an  acknowledgment  may  imply  en- 
dorsement of  the  data  and  conclusions. 

REFERENCES 

Number  references  consecutively  in  the  order  in 
which  they  are  first  mentioned  in  the  text.  Identify 
references  in  text,  tables,  and  legends  by  arabic  nu- 
merals (within  parentheses).  References  cited  only  in 
tables  or  in  legends  to  figures  should  be  numbered  in 
accordance  with  a sequence  established  by  the  first 
identification  in  the  text  of  the  particular  table  or 
illustration. 

Use  the  form  of  references  adopted  by  the  United 
States  National  Library  of  Medicine  and  used  in  Index 
Medicus.  For  references  not  included  in  Index  Medi- 


cus  use  the  style  of  the  examples  cited  subsequently; 
these  adhere  to  the  abbreviated  form  of  references 
established  by  the  American  National  (ANSI)  Stan- 
dard for  Bibliographic  References  and  have  been  ap- 
proved by  the  National  Library  of  Medicine. 

The  names  of  journals  should  be  abbreviated  ac- 
cording to  the  style  used  by  Index  Medicus;  consult 
the  “List  of  Journals  Indexed,”  which  is  printed  each 
year  in  the  January  issue  of  Index  Medicus. 

Try  to  avoid  the  use  of  abstracts  as  references; 
“unpublished  observations”  and  “personal  (written, 
not  verbal)  communications”  may  not  be  used  as  ref- 
erences, although  references  to  them  may  be  inserted 
(within  parentheses)  in  the  text.  Include  manuscripts 
accepted  but  not  yet  published  among  the  references 
as  in  press;  designate  the  journal  followed  by  “in 
press”  (within  parentheses).  Cite  manuscripts  sub- 
mitted but  not  yet  accepted  in  the  text  as  “unpub- 
lished observations”  (within  parentheses). 

The  references  must  be  verified  against  the  original 
documents.  Examples  of  correct  forms  of  references 
are  given  below. 

Journal 

(1)  Standard  journal  article  — (List  all  authors 
when  six  or  less;  when  seven  or  more,  list  only 
first  three.) 

Solter  NA,  Wasserman  SI,  Austen  KF:  Cold 
urticaria:  Release  into  the  circulation  of  his- 
tamine and  eosinophilic  chemotactic  factor  of 
anaphylaxis  during  cold  challenge.  N Engl  J 
Med  1976;  294:  687-90. 

(2)  Corporate  author 

The  Committee  on  Enzymes  of  the  Scandina- 
vian Society  for  Clinical  Chemistry  and  Clini- 
cal Psychology.  Recommended  method  for  the 
determination  of  gamma-glutamyltransferase 
in  blood.  Scand  J Clin  Lab  Invest  1976;  36: 
119-25. 

Anonymous.  Epidemiology  for  primary  health 
care.  Int  J Epidemiol  1976;  5:  224-5. 

Books  and  other  monographs 

(3)  Personal  author(s) 

Osier  AG:  Complement:  mechanisms  and  func- 
tions. Englewood  Cliffs:  Prentice-Hall,  1976. 

(4)  Corporate  author 

American  Medical  Association  Department  of 
Drugs.  AMA  drug  evaluations.  3rd  ed.  Littleton 
Publishing  Sciences  Group,  1977. 

(5)  Editor,  compiler,  chairman  as  author 
Rhodes  AJ,  Van  Rooyen  CE.  comps.  Textbook 
of  virology:  for  students  and  practitioners  of 
medicine  and  other  health  sciences.  5th  ed. 
Baltimore:  Williams  & Wilkins,  1968. 

(6)  Chapter  in  book 

Weinstein  L,  Swartz  MN:  Pathogenetic  prop- 
erties of  invading  microorganisms,  pp.  457-72. 
In:  Sodeman  WA  Jr,  Sodeman  WA,  eds. 


42 


Vol.  43,  No.  I 


Pathologic  physiology:  mechanisms  of  disease. 
Philadelphia:  WB  Saunders,  1974. 

(7)  Agency  publication 

National  Center  for  Health  Statistics.  Acute 
conditions,  incidence  and  associated  disability. 
United  States  July  1968-June  1969,  Series  10, 
No  69,  1972,  DHEW  Pub  No  (HSM)  72-1036. 

(8)  Newspaper  article 

Shaffer  RA:  Advances  in  chemistry  are  starting 
to  unlock  mysteries  of  the  brain:  Discoveries 
could  help  cure  alcoholism  and  insomnia,  ex- 
plain mental  illness.  The  Wall  Street  Journal 
1977  Aug  12:  1 (col.  1),  10  (col.  1). 

(9)  Magazine  article 

Roneche  B:  Annals  of  medicine:  The  santa 
claus  culture.  The  New  Yorker  1971  Sept  4: 
66-81. 

TABLES 

Type  each  table  on  a separate  sheet;  remember  to 
double-space.  Do  not  submit  tables  as  photographs. 
Number  tables  consecutively  and  supply  a brief  title 
for  each.  Give  each  column  a short  or  abbreviated 
heading.  Place  explanatory  matter  in  footnotes,  not  in 
the  heading.  Explain  in  footnotes  all  non-standard 
abbreviations  that  are  used  in  each  table.  For  foot- 
notes, use  the  following  symbols  in  order:  *,  t,  t,  §■  H, 
||  , **,  ft,  etc.  Identify  statistical  measures  of  varia- 
tions such  as  SD  and  SEM. 

Omit  internal  horizontal  and  vertical  rules. 

Cite  each  table  in  the  text  in  consecutive  order. 

If  you  use  data  from  another  published  or  unpub- 
lished source,  obtain  permission  and  acknowledge 
fully. 

A number  of  tables  that  is  excessive  in  relation  to 
the  length  of  the  text  may  produce  difficulties  in  the 
layout  of  pages.  Examine  issues  of  the  journal  to 
which  you  plan  to  submit  your  paper  to  estimate  how 
many  tables  may  be  used  per  1000  words  of  text. 

On  recommendation  of  the  editor  after  acceptance 
of  a manuscript,  additional  tables  containing  impor- 
tant backup  data  too  extensive  to  be  published  may  be 
deposited  with  the  National  Auxiliary  Publications 
Service  or  made  available  by  the  author(s).  In  that 
event  an  appropriate  statement  will  be  added  to  the 
text.  Submit  such  tables  for  consideration  with  the 
manuscript. 

ILLUSTRATIONS 

Submit  three  complete  sets  of  figures.  Figures 
should  be  professionally  drawn  and  photographed; 
freehand  or  typewritten  lettering  is  unacceptable.  In- 
stead of  original  drawings,  roentgenograms,  and  other 
material,  send  sharp,  glossy  black  and  white  photo- 
graphic prints  no  larger  than  20.3  x 25.4  cm  (8  x 10  in). 
Letters,  numbers,  and  symbols  should  be  clear  and 
even  throughout,  and  of  sufficient  size  that  when  re- 
duced for  publication  each  item  will  still  be  legible. 
Titles  and  detailed  explanations  belong  in  the  legends 
for  illustrations,  not  in  the  illustrations  themselves. 


Each  figure  should  have  a label  pasted  on  its  back 
indicating  the  number  of  the  figure,  the  names  of  the 
authors,  and  the  top  of  the  figure.  Do  not  write  on  the 
back  of  the  figures  or  mount  them  on  cardboard,  or 
scratch  or  mar  them  using  paper  clips.  Do  not  bend 
figures. 

Photomicrographs  must  have  internal  scale  mar- 
kers. Symbols,  arrows,  or  letters  used  in  the  photo- 
micrographs should  contrast  with  the  background. 

If  photographs  of  people  are  used,  either  the  sub- 
jects should  not  be  identifiable  or  their  pictures  must 
be  accompanied  by  written  permission  to  use  the 
photograph. 

Cite  each  figure  in  the  text  in  consecutive  order.  If  a 
figure  has  been  published,  acknowledge  the  original 
source  and  submit  written  permission  of  the  copyright 
holder  to  reproduce  the  material.  Permission  is  re- 
quired, regardless  of  authorship  or  publisher,  except 
for  documents  in  the  public  domain. 

For  illustrations  in  color,  supply  color  transparen- 
cies and,  when  necessary,  accompanying  drawings 
that  are  marked  to  indicate  the  part  to  be  reproduced; 
in  addition,  send  two  positive  color  prints  to  assist 
editors  in  making  recommendations.  Some  journals 
publish  illustrations  in  color  only  if  the  author  assumes 
the  extra  costs. 

LEGENDS  FOR  ILLUSTRATIONS 

Type  legends  for  illustrations  double-space  on  a 
separate  page  with  arabic  numerals  corresponding  to 
the  illustrations.  When  symbols,  arrows,  numbers,  or 
letters  are  used  to  identify  parts  of  the  illustrations, 
identify  and  explain  each  one  clearly  in  the  legend. 
Explain  internal  scale  and  identify  method  of  staining 
in  photomicrographs. 

ABBREVIATIONS 

Use  only  standard  abbreviations  (see  Appendix). 
Consult  the  Council  of  Biology  Editors  Style  Manual 
(4th  edition)  and  the  ELSE  Manual  for  lists  of 
additional  standard  abbreviations.  Avoid  abbrevia- 
tions in  the  title.  The  full  term  for  which  an  abbrevia- 
tion stands  should  precede  its  first  use  in  the  text 
unless  it  is  a standard  unit  of  measurement. 

In  many  countries  the  International  System  of  Units 
(SI)  is  standard  or  is  becoming  so.  Report  measure- 
ments in  the  units  in  which  they  were  made.  Journals 
may  use  these  units,  convert  them  to  another  system, 
or  use  both. 

SUBMISSION  OF  MANUSCRIPTS 

Mail  manuscripts  in  a heavy  paper  envelope,  en- 
closing the  manuscript  and  figures  in  cardboard,  if 
necessary,  to  prevent  bending  of  photographs  during 
mail  handling.  Place  photographs  and  transparencies 
in  heavy  paper  envelopes. 

Manuscripts  should  be  accompanied  by  a covering 
letter  from  the  author  who  will  be  responsible  for 
correspondence  regarding  the  manuscript.  The  cov- 
ering letter  should  contain  a statement  that  the  manu- 
script has  been  seen  and  approved  by  all  authors.  The 


January  1982,  NCMJ 


43 


letter  should  give  any  additional  information  that  may 
be  helpful  to  the  editor,  such  as  the  type  of  article  the 
manuscript  represents  in  the  particular  journal;  infor- 
mation on  publication  of  any  part  of  the  manuscript 
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Appendix 

COMMONLY  USED  APPROVED  ABBREVIATIONS 

TABLE  1 — Standard  units  of  measurements 
and  statistical  terms 

Abbreviation 


Term 

or  symbol 

Standard  units  of  measurement 

ampere 

A 

Angstrom 

A 

barn 

b 

candela 

cd 

coulomb 

C 

counts  per  minute 

cpm  or 
counts/min 

counts  per  second 

cps  or 
counts/sec 

curie 

Ci 

degree  Celsius 

C 

disintegrations  per  minute 

dpm  or 
dis/min 

disintegrations  per  second 

dps  or 
dis/sec 

electron  Volt 

eV 

equivalent 

Eq 

farad 

F 

gauss 

G 

gram 

g 

henry 

H 

hertz 

Hz 

hour 

h or  hr 

international  unit 

IU 

joule 

J 

kelvin 

K 

kilogram 

kg 

liter,  litre 

1 

meter,  metre 

m 

minute 

min 

molar 

M 

mole 

mol 

newton 

N 

normal  (concentration) 

N 

ohm 

a 

osmol 

osmol 

pascal 

Pa 

revolutions  per  minute 

rpm  or  r/min 

second 

s 

square  centimeter 

cm2 

volt 

V 

watts 

W 

week 

wk 

year 

yr 

Statistical  terms 

correlation  coefficient 

r 

degrees  of  freedom 

df 

mean 

X 

not  significant 

NS 

number  of  observations 

n 

probability 
standard  deviation 
standard  error  of  the  mean 
“Student's"  t test 
variance  ratio 


TABLE  II — Combining  factors 


Name  and 
factor 

Symbol 

Name  and 
factor 

Symbol 

tera-  (1012) 

T 

centi-  (10~2) 

c 

giga-  (1 09) 

G 

milli-  (1CL3) 

m 

mega-  (106) 

M 

micro-  (10~6) 

A 

kilo-  (103) 

k 

nano-(10-9) 

n 

hecto-  (1 02) 

h 

pico-  (1 0 12) 

P 

deca-(K)1) 

da 

femto-(1015) 

f 

deci-(IO') 

d 

atto-  (10-,H) 

a 

TABLE  III — Other  common  abbreviations 


Term 

Abbreviation 
or  symbol 

adenosinediphosphatase 

ADPase 

adenosine  5 -diphosphate  (adenosine 
diphosphate) 

ADP 

adenosine  5’-monophosphate  (adenosine 
monophosphate,  adenylic  acid) 

AMP 

adenosine  triphosphatase 

ATPase 

adenosine  5’-triphosphate  (adenosine 
triphosphate) 

ATP 

adrenocorticotrophic  hormone 
(adrenocorticotropin) 

ACTH 

bacillus  Calmette-Guerin 

BCG 

body  temperature,  pressure,  and  saturated 

BTPS 

basal  metabolic  rate 

BMR 

central  nervous  system 

CNS 

coenzyme  A 

coA 

deoxyribonucleic  acid  (deoxyribonucleate) 

DNA 

dihydroxyphenethylamine 

dopamine 

electrocardiogram 

ECG 

electroencephalogram 

EEG 

enteric  cytopathogenic  human  orphan  (virus) 

ECHO 

ethyl 

Et 

ethylenediaminetetraacetate 

EDTA 

gas-liquid  chromatography 

GLC 

guanosine  5'-monophosphate  (guanosine 
monophosphate,  guanylic  acid) 

GMP 

haemoglobin 

Hb 

logarithm  (to  base  10;  common  logarithm) 

log 

logarithm,  natural 

In 

methyl 

Me 

Michaelis  constant 

Km 

negative  logarithm  of  hydrogen  ion 
activity 

pH 

partial  pressure  of  CO2 

PCO2 

partial  pressure  of  O2 

PO2 

per 

/ 

per  cent 

% 

radiation  (ionising,  absorbed  dose) 

rad 

respiratory  quotient 

RQ 

specific  gravity 

sp  gr 

standard  atmosphere 

atm 

standard  temperature  and  pressure 

STP 

ultraviolet 

uv 

volume 

vol 

volume  ratio  (volume  per  volume) 

vol/vol 

weight 

wt 

weight  per  volume 

wt/vol 

weight  ratio  (weight  per  weight) 

wt/wt 
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THE  RETURN  OF  ARCHY 

Treadmill  is  a word  in  transition.  It  used  to  suggest 
repetition,  monotony,  the  rat  race  — a chore  which 
could  not  be  avoided  or  a device  for  a pet  hamster. 
Now  it  appears  to  have  acquired  a certain  dignity 
because  it  has  entered  the  medical  vocabulary.  Un- 
fortunately, before  they  can  speak  proudly  of  taking 
the  treadmill,  people  must  present  with  cardiac 
symptoms  or  have  a myocardial  infarction.  Then  the 
results  of  the  treadmill  take  on  a great  significance. 
The  machine  for  good  or  ill  quantifies  and  prognosti- 
cates. Treadmills  are  now  for  men,  not  mice. 

Treadmills  are  for  marsupials,  too.1  Exercise 
physiologists  in  Boston  and  in  New  South  Wales  have 
been  studying  kangaroo  energetics  employing  the 
treadmill  to  help  them  determine  oxygen  consump- 
tion. The  investigators  are  interested  in  why  and  how 
the  kangaroo  hops  and  at  what  metabolic  costs. 

The  group  at  the  Museum  of  Comparative  Zoology 
at  Harvard  University  has  found  that  these  animals 
are  extremely  inefficient  walkers  but  are  able  to  use 
their  tendons  as  springs  to  hop.  Whereas  other  terres- 
trial animals  run  and  increase  their  oxygen  consump- 
tion in  order  to  move  faster,  kangaroos  hop  and  actu- 
ally decrease  oxygen  utilization.  If  they  want  to  move 
even  faster,  they  use  their  whole  bodies  as  springs  and 
take  longer  hops.  Since  the  creatures  live  in  the  desert 
where  grass  is  scarce  and  rain  is  scant,  they  must  have 
learned  to  hop  from  patch  to  patch  to  survive  because 
they  were  hungry. 

Biologists  in  Buffalo  have  found  that  treadmills  are 
also  for  cockroaches  whose  oxygen  consumption  is 
directly  related  to  their  running  velocity.2  Apparently 
the  large,  wingless  tropical  cockroach  Gromphador- 
hina  portentosa,  their  experimental  roach,  does  not 
hop,  or  at  least  didn't  in  the  Buffalo  treadmill.  That 
roaches  have  become  targets  for  scientific  concern 
must  be  heartening  to  them.  The  most  primitive  of 
living  winged  insects  and  among  the  most  ancient  of 
fossil  insects,  cockroaches,  after  the  Permian  period, 
we  are  informed  by  the  Encylopaedia  Britannica, 
“lost  their  pre-eminence  and  gradually  declined  to 
their  present  insignificant  status  among  insects.”  But 
things  are  looking  up  for  them  because  the  Britannica 
further  states  that  “some  house  pests,  such  as  the 
Oriental  cockroach  (Bletta  orientalis),  have  become 
cosmopolitan.” 

Perhaps  their  cosmopolitanism  is  the  result  of  their 
appeal  to  biologists,  chemists  and  exercise  physiolo- 
gists. A researcher  at  Emory  University  in  Atlanta  has 
found  that  cockroaches  aren't  much  trouble  to  raise,  a 
prerequisite  in  seeking  an  animal  to  study  in  these  cost 
conscious  times.  Their  muscle  fibers  are  quite  similar 
to  human  skeletal  muscle  so  that  the  effects  of  differ- 
ent types  of  exercise  on  different  fiber  types  can  be 
studied,  nerves  can  be  transferred  surgically  from  one 
type  of  muscle  to  another  and  accommodation  and 
response  assessed  by  letting  different  species  into  the 
treadmill  chamber.  Oxygen  consumption  can  be  mea- 
sured and  performance  quantified. 

Chemists  in  Delft  in  Holland,  previously  renowned 


as  the  home  of  the  great  Dutch  painter,  Vermeer,  and 
for  its  porcelain,  have  found  cockroaches  susceptible 
of  study,  too.  They  have  extracted  200  /xg  of  the 
pheromone,  periplanone  B,  from  75,000  virgin  cock- 
roaches. The  chemical  structure  has  been  worked  out 
so  that  we  may  soon  know  much  more  about  how 
female  roaches  attract  males.  Male  roaches  have  a 
chemical  weapon,  too,  in  the  battle  between  the  sexes 
— periplanone  A,  also  known  as  seducin.  Perhaps  the 
rhythms  of  the  Spanish  dance  as  exemplified  by  the 
familiar  La  Cucaracha  (the  cockroach)  were  dictated 
subliminally  — from  roach  via  pheromone  to  man,  yet 
another  example  of  cosmopolitanism. 

All  this  would  have  come  as  little  surprise  to  Don 
Marquis,  the  newspaperman,  poet  and  humorist,  who 
one  evening  came  upon  a gigantic  cockroach  pumping 
the  keys  of  his  typewriter.  Here  are  Marquis’s  obser- 
vations: 

“He  did  not  see  us,  and  we  watched  him.  He  would 
climb  painfully  upon  the  framework  of  the  machine 
and  cast  himself  with  all  his  force  upon  a key,  head 
downward,  and  his  weight  and  the  impact  of  the  blow 
were  just  sufficient  to  operate  the  machine,  one  slow 
letter  after  another.  He  could  not  work  the  capital 
letters,  and  he  had  a great  deal  of  difficulty  operating 
the  mechanism  that  shifts  the  paper  so  that  a fresh  line 
may  be  started.  We  never  saw  a cockroach  work  so 
hard  or  perspire  so  freely  in  all  our  lives  before.  After 
about  an  hour  of  this  frightful  difficult  literary  labor  he 
fell  to  the  floor  exhausted.” 

archy  thereafter  always  found  a blank  piece  of 
paper  in  the  typewriter  for  his  nocturnal  composition 
and  offered  us  great  insight  into  the  character  of 
roaches  and  of  cats,  particularly  of  his  friend  Mehit- 
abel,  who  before  her  feline  nights  had  in  another  era 
existed  as  Cleopatra.  Marquis  died  in  1937,  but  not 
before  he  collected  archy’s  works  for  publication,  in 
so  doing  earning  himself  a place  as  pioneer  in  the  field 
of  animal  energetics.  J H F 
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DMSO 

Characteristic  of  our  democratic  society  as  it  now 
deals  with  the  medical  profession  are  its  ardor  for 
regulation  of  the  practitioner  of  physic  and  its  effort  to 
protect  the  public  from  the  fruits  of  medical  science. 
Yet  these  strictures  have  not  repelled  many  invaders 
of  our  field  who  seem  every  year  to  intensify  their 
efforts  to  get  “a  piece  of  the  action.”  They  often  lobby 
very  effectively  in  getting  new  privileges  without 
clearly  demonstrating  the  public’s  need  or  their  own 
qualifications. 

Drugs  play  a critical  role  in  these  considerations. 
Optometrists  have  vigorously  sought  and  often  gained 
permission  to  employ  potent  agents  therapeutically. 
Pharmacists,  frustrated  because  they  can’t  apply  their 
knowledge  as  effectively  as  they  desire,  are  quite  will- 
ing to  relieve  physicians  of  some  of  their  patient  re- 
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sponsibilities  in  prescribing.  Others  seeking  self- 
knowledge,  amusement  and  recreation  and  perhaps  to 
save  money  don’t  bother  with  lobbying  or  literature: 
they  simply  treat  themselves  with  a variety  of  agents, 
tested  or  untested. 

Take  DMSO,  dimethyl  sulfoxide,  once  a wonder 
drug  almost  guaranteed  to  grow  hair  inside  and  outside 
door  knobs,  although  its  mechanism  of  action,  its  ef- 
fectiveness and  its  metabolism  have  not  been  well 
worked  out.  It  is  back  with  us,  advertised  on  bill- 
boards in  southwestern  Virginia  and  offered  to  For- 
syth county  residents  by  at  least  one  neighborhood 
hardware  store.  DMSO  is  apparently  of  some  value 
for  patients  with  interstitial  cystitis  but  it  is  unlikely 
that  bladder  disease  is  suddenly  epidemic  in  this  part 
of  the  world.  The  compound  is  a good  solvent  but  can 
there  be  that  many  vicious  solutes  in  the  Blue  Ridges? 

The  Food  and  Drug  Administration,  hero  when  it 


protects  the  public,  villain  when  it  will  not  release 
good  drugs  for  use,  has  already  confiscated  one  batch 
of  the  compound  and  has  accused  DMSO  Inc.  of  Buf- 
falo, N.Y.,  of  misbranding  the  substance  and  making 
unwarranted  medical  claims.  Meanwhile,  the  state  of 
Montana  this  year  exempted  it  from  the  state’s  new 
drug  application  requirements  so  that  it  can  now  be 
made  and  peddled  within  the  state,  human  use  by 
prescription  only.  Washington,  Oregon,  Louisiana 
and  Florida  have  enacted  similar  legislation. 

The  results  of  current  clinical  trials  are  being 
awaited  with  interest.  If  DMSO  does  have  therapeutic 
value  for  conditions  other  than  interstitial  cystitis,  we 
need  to  know  about  it  as  soon  as  possible.  Until  we  do 
know,  we  have  no  business  recommending  it  and  have 
every  right  to  wonder  why  the  sudden  burst  of  adver- 
tising. 

J.H.F. 


PHILIP  A.  AUSTIN  [b.  1819?] 

It  requires  the  broadest  literary  and  classical  education  of  boyhood  to  counteract  the 
necessarily  narrowing  influence  of  the  professional  studies  of  manhood;  and  it  demands  the 
largest  possible  infusion  of  purely  scientific  teaching,  during  professional  pupilage,  to  correct 
the  matter-of-fact  influence  of  the  practice.  . . . 

It  is  by  . . . early  restriction  of  thought  and  action  within  the  narrow  grooves  of  life’s  future 
pursuits  that  a merchant  so  often  loses  all  power  to  enjoy  the  fruit  of  his  toil,  a physician  is 
unknown  beyond  the  sick  room,  a surgeon  contributes  nothing  to  the  cause  of  science,  and  a 
dentist  holds  no  social  position. 

The  Principles  and  Practice  of  Dentistry 
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From  The  Desk  of 
The  Managing  Editor 


IMPRESSIONS: 

A LESSON  IN  DEMOCRACY 

We  waited  for  hours.  The  committee  room  pulsed 
with  people’s  coming  and  going.  Those  reporters  in- 
secure enough  to  require  front  row  seats  sat  while 
visions  of  lost  deadlines  danced  in  their  heads.  Lob- 
byists and  other  especially  interested  friends  just 
danced.  Staffers,  armed  with  figures  and  facts,  looked 
frayed.  Legislators,  while  basking  in  the  heat  of  the 
spotlight,  wanted  to  rush  through  the  ritual  and  go 
home.  Republicans  and  Democrats,  observers  and 
participants  all  intermingled,  talking  in  the  present 
tense. 

In  another  room  (another  world)  the  decisions  were 
made  (the  rites  of  passage  defined). 

We  knew  all  was  done.  What  little  money  there  was 
had  been  appropriated,  however  appropriately.  Why 
were  we  waiting? 

Because  all  was  not  done.  It  never  is  until  the  ayes 
and  nays  are  counted,  until  every  comma  is  in  its 
place.  (A  typographical  error  could  leave  the  $64,000 
question  unanswered.) 

So  we  waited  to  ensure  (to  hope?)  that  our  input 
remained  in;  our  compromises,  promised. 

The  camera  lights  blinked,  beckoning  all  to  sit  in 
their  seats.  The  gavel  pounded,  persuading  ears  and 
eyes  to  turn  to  the  podium.  The  huddled  few  emerged 
from  the  other  room.  The  ritual  began. 

Order  was  called,  computer  print-outs  passed  out, 


and  the  motions  commenced.  Recognizing  only  dis- 
cussion deemed  germane,  the  Chair  conducted  the 
voices  with  ease.  The  appropriations  bill’s  special 
provisions  — footnotes,  so  to  speak,  allocating  (or 
not)  funds  to  special  needs  — were  treated  separately. 
Questions  were  asked,  answered,  called  and  voted 
upon  as  the  Chair  auctioneered  each  piece  of  lan- 
guage. A chosen  few  paragraphs  were  destined  dis- 
placed while  a few  chosen  words  were  added,  deleted, 
and/or  re-arranged.  The  song  of  parliamentary  proce- 
dure rang  through  the  halls  giving  a semblance  of 
harmony,  however  noisily. 

Twisting  and  turning,  the  audience  delayed  judg- 
ment. The  power  of  persuasion  was  powerless  — a 
faint  echo  at  best;  the  power  of  the  vote  — singing 
loudly  and  clearly  — had  taken  its  place. 

Finally,  the  finale  was  played  to  the  beat  of  the 
gavel,  giving  hope  to  some,  disappointment  to  others 
(however  expected).  Reporters  cornered  names  to 
scribble  quotable  quotes.  Lobbyists  and  other  espe- 
cially interested  friends  patted  backs  and  shook  hands 
and  heads.  Staffers  just  shook  heads.  Legislators 
vainly  avoided  corners,  keeping  saliently  silent. 
Having  passed  through  the  rites,  we  all  went  home  to 
begin  the  work  democracy  had  just  delivered  us. 

A.A.H. 


EDWARD  AUGUSTUS  HOLYOKE  [1728-1829] 

As  to  your  Inquiry  whether  a collegiate  Education  be  necessary,  I answer  No,  but  then,  I 
am  fully  persuaded  that  at  least  a moderate  Acquaintance  with  the  Latin,  and  some  even 
slight  knowledge  of  the  Greek  Language  is  necessary;  and  still  more  that  initiation  into  the 
Newtonian  Philosophy  and  Chemistry,  and  in  general  into  that  Circle  of  Science  which  is 
taught  by  the  Professor  of  Natural  Philosophy  in  the  Apparratus  Chamber. 

Opinion  given  to  the  Massachusetts  Medical  Society 
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National  Institutes 
of  Health 


CONSENSUS  DEVELOPMENT 
CONFERENCE  STATEMENT 

CORONARY  ARTERY  BYPASS 
SURGERY:  SCIENTIFIC 
AND  CLINICAL  ASPECTS 

A Consensus  Development  Conference  was  held  at 
the  National  Institutes  of  Health  Dec.  3-5,  1980,  to 
consider  the  status  of  coronary  artery  bypass  surgery 
in  relation  to  five  specific  questions: 

1.  What  is  overall  management  of  patients  with 
coronary  artery  disease  — that  is,  in  what  con- 
text should  coronary  artery  surgery  be  consid- 
ered? 

2.  What  constitutes  a reasonable  diagnostic  workup 
before  recommending  medical  or  surgical  ther- 
apy? 

3.  What  is  known  about  long-term  survival  with 
coronary  artery  bypass  surgery  in  specific  pa- 
tient groups? 

4.  What  is  known  about  long-term  quality  of  life 
following  coronary  artery  bypass  surgery? 

5.  What  is  the  range  of  success  rates  for  the  proce- 
dure and  what  factors  may  be  important  in  in- 
fluencing the  outcome? 

1.  What  is  overall  management  of  patients  with  coro- 
nary artery  disease  — that  is,  in  what  context  should 

coronary  artery  surgery  be  considered? 

Coronary  heart  disease  may  be  recognized  by  the 
physician  as  the  clinical  syndromes  of  angina  pectoris, 
acute  myocardial  infarction,  sudden  cardiac  arrest  or 
ischemic  cardiomyopathy.  It  may  also  be  recognized 
in  an  asymptomatic  form  by  detection  of  electro- 
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cardiographic  evidence  of  prior  myocardial  infarction 
not  recognized  during  the  acute  episode  or  by  charac- 
teristic abnormalities  of  the  electrocardiogram  during 
exercise  testing  of  apparently  healthy  persons.  Once 
suspected  by  the  physician,  the  diagnosis  may  be  con- 
firmed with  various  levels  of  certainty  by  utilization  of 
one  or  more  special  diagnostic  tests.  The  tests  most 
commonly  used  include  the  electrocardiogram  re- 
corded during  and  after  monitored  graded  exercise,  in 
some  institutions  radionuclide  studies  of  myocardial 
perfusion  and  ventricular  function  at  rest  and  in  re- 
sponse to  exercise,  and  coronary  arteriography  with 
left  ventricular  angiography.  In  addition  to  confirming 
the  diagnosis,  such  studies  may  provide  information 
as  to  the  pathological  anatomy  of  the  coronary  ar- 
teries, the  functional  condition  of  the  left  ventricle  and 
the  overall  response  of  the  circulation  to  stress.  These 
data  may  be  combined  with  those  obtained  from  the 
medical  history  and  physical  examination  and  with  de- 
tailed knowledge  of  the  natural  history  of  the  disease 
derived  from  many  long-term  follow-up  studies  of  pa- 
tients having  such  testing  to  form  definable  subsets  of 
persons  with  widely  different  prognoses.  Since  a fun- 
damental aspect  of  advanced  coronary  heart  disease  is 
a greatly  increased  probability  of  sudden  death  or 
myocardial  infarction,  such  prognostic  information 
strongly  influences  the  decision  on  whether  to  add 
coronary  artery  bypass  surgery  to  the  overall  lifelong 
medical  management  recommended.  If  the  combined 
data  indicate  that  the  patient  is  at  high  risk  of  sudden 
death  or  infarction  — for  example,  the  patient  with 
severe  stenosis  of  the  main  trunk  of  the  left  coronary 
artery  or  severe  and  proximal  stenosis  of  multiple 
major  coronary  branches  — especially  serious  con- 
sideration is  given  for  surgery.  On  the  other  hand,  if 
the  studies  indicate  that  there  is  no  critical  stenosis  of 
any  major  coronary  branch,  then  clearly  surgery  is  not 
indicated  and  medical  treatment  is  advised. 

But  a very  large  percentage  of  patients  fit  between 
these  extremes.  In  these  patients,  recommendations 
for  medical  or  surgical  therapy  are  based  upon  two 
fundamental  questions.  One,  often  most  anxiety  pro- 
voking to  the  patient,  relates  to  the  perception  of  the 
physician  and  the  patient  as  to  which  course  provides 
the  greatest  protection  from  disabling  myocardial  in- 
farction or  death.  The  second  relates  to  which  course 
will  allow  the  patient  to  obtain  a satisfactory  quality  of 
life  according  to  his  own  standards.  The  answers  to 
these  questions  remain  highly  judgmental.  The  answer 
to  the  first  is  heavily  based  upon  the  physician’s  in- 
terpretation of  a large  volume  of  sometimes  con- 
tradictory data  of  extraordinary  complexity.  The 
answer  to  the  second  is  heavily  based  upon  the  indi- 
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vidual  patient’s  response  to  medical  therapy  and  to  his 
or  her  priorities. 

It  is  common  practice  for  the  physician  and  patient, 
when  faced  with  this  problem,  to  initiate  comprehen- 
sive medical  therapy  with  periodic  reevaluation  of  the 
patient's  response.  It  is  critically  important  to  recog- 
nize that  appropriate,  comprehensive  medical  care  of 
the  patient  with  coronary  heart  disease  requires  an 
intensive  effort  on  the  part  of  the  physician,  involving 
consideration  of  almost  every  aspect  of  the  patient’s 
life.  It  requires  careful  education  of  the  patient  and 
spouse  on  the  nature  of  the  disease  and  its  manage- 
ment so  as  to  allow  adequate  continuing  self-care  and 
to  allow  patients  to  participate  knowledgeably  in 
major  decisions  affecting  their  lives.  It  requires  opti- 
mal control  of  risk  factors  for  atherosclerosis  and 
modification  of  lifestyle  appropriate  for  the  illness. 
This  may  affect  both  work  and  leisure.  It  may  require 
long-term  administration  of  nitroglycerin,  beta-ad- 
renergic blocking  drugs,  long-acting  nitrates,  antiar- 


rhythmic  agents  and  digitalis,  among  other  agents. 
Effective  and  safe  utilization  of  these  drugs  requires 
careful  titration  of  dosage  in  relation  to  signs  and 
symptoms.  If,  after  such  careful  and  intensive  medical 
treatment,  the  patient  believes  that  the  quality  of  life  is 
so  adversly  affected  that  other  alternatives  must  be 
sought,  surgical  therapy  may  be  advised  for  suitable 
patients.  It  must  also  be  recognized  that  in  many  cases 
dissatisfaction  with  the  altered  lifestyle  imposed  by 
the  illness  is  the  result  of  inadequate  attention  to  the 
details  of  management;  failure  of  the  physician  to  edu- 
cation the  patient  concerning  appropriate  use  of  medi- 
cations may  be  a particularly  important  cause  of  such 
difficulty. 

In  patients  with  chronic  stable  angina  and  good 
ventricular  performance,  aorto-coronary  revasculari- 
zation of  the  heart,  whether  with  autologous  vein  or 
artery,  has  had  a progressive  decline  in  operative 
mortality  to  levels  as  low  as  1%  to  2%  at  major  surgical 
centers.  A corresponding  decrease  in  perioperative 
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myocardial  infarction  has  been  achieved.  These  re- 
sults are  assumed  to  relate  to  better  management  of 
anesthesia,  more  complete  myocardial  revasculariza- 
tion and  improved  methods  for  protecting  the  heart 
during  coronary  grafting.  There  seems  to  be  no  doubt 
that  coronary  bypass  surgery  can  improve  myocardial 
perfusion.  Patency  of  aorto-coronary  saphenous  vein 
grafts  has  been  in  the  range  of  80%  to  85%  two  years 
after  operation.  The  procedure  has  been  widely  ac- 
cepted as  treatment  in  patients  with  unacceptable 
symptoms  on  medical  therapy  and  in  certain  other 
subsets  of  patients  with  coronary  artery  disease. 

2.  What  constitutes  a reasonable  diagnostic  workup 

before  recommending  medical  or  surgical  therapy? 

A reasonable  diagnostic  workup  of  a patient  with 
angina  pectoris  depends  upon  the  clinical  problem  at 
issue.  Instability  and  severity  of  angina,  effect  of  dis- 
ease on  the  quality  of  life,  cardiac  function  and,  to  a 
certain  degree,  age  play  a role  in  determining  the 
workup  of  each  patient.  The  workup  should  be  done  as 
efficiently  as  possible  to  provide  definite  information. 
Unnecessary  and  redundant  procedures  should  be 
avoided. 

In  some  patients  definition  of  the  coronary  anatomy 
is  needed  to  determine  operability.  There  is  consensus 
that  patients  with  stable  angina  whose  quality  of  life  is 
significantly  impaired  by  their  symptoms  should 
undergo  coronary  arteriography.  Further,  in  patients 
with  unstable  angina,  coronary  arteriography  should 
be  performed  during  the  initial  phase  of  hospitaliza- 
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tion;  if  maximal  medical  therapy  does  not  relieve 
symptoms,  this  procedure  should  be  done  promptly. 
There  is  consensus  that  coronary  artery  bypass  graft 
surgery  is  indicated  in  patients  with  unacceptable 
symptoms  on  appropriate  medical  treatment  or  with 
recurrent  unstable  angina,  but  the  decision  to  operate 
must  also  depend  on  results  of  invasive  studies. 

In  patients  with  typical  angina  not  sufficiently  se- 
vere to  dictate  surgery  for  relief  of  symptoms,  nonin- 
vasive  testing  may  be  carried  out  initially  in  the  at- 
tempt to  identify  those  at  high  risk.  However,  there  is 
lack  of  consensus  on  the  value  of  noninvasive  testing 
in  the  workup  of  such  patients.  Some  physicians  pre- 
fer coronary  arteriography  as  the  initial  diagnostic 
procedure,  particularly  in  the  young  patient.  Others 
recommend  exercise  electrocardiography  in  an  at- 
tempt to  identify  patients  with  significant  left  main  or 
triple-vessel  disease.  Such  patients  will  often  show 
early  and/or  excessive  ST  segment  deviations,  ST 
segment  depression  prolonged  into  the  recovery 
period,  or  decrease  in  blood  pressure  during  the  test. 
In  these  patients,  coronary  arteriography  should  be 
carried  out  and,  if  high-risk  disease  is  found,  coronary 
artery  bypass  surgery  considered.  The  use  of  radio- 
nuclide studies  to  identify  high-risk  patients  with  left 
main  and/or  triple-vessel  coronary  disease  needs 
further  evaluation. 

There  is  lack  of  consensus  on  the  approach  to 
evaluation  of  patients  with  questionable  or  atypical 
angina.  In  such  patients  exercise  electrocardiography 
may  help  identify  those  with  significant  coronary  dis- 
ease; such  identification  may  be  enhanced  by  radio- 
nuclide studies  in  conjunction  with  exercise  testing, 
particularly  in  patients  with  resting  electrocardio- 
graphic abnormalities  which  impair  the  interpretation 
of  the  exercise  electrocardiogram.  The  presence  of 
coronary  artery  disease  may  be  indicated  by  transient 
myocardial  perfusion  defects,  wall  motion  abnormali- 
ties or  an  abnormal,  response  of  the  left  ventricular 
ejection  fraction  to  exercise.  Further  research  is 
needed  to  determine  the  role  of  noninvasive  testing  in 
patients  with,  or  suspected  of  having,  coronary  artery 
disease. 

Survivors  of  an  acute  myocardial  infarction  are  at 
high  risk  of  sudden  death  during  the  first  year  after  the 
event.  Recent  studies  have  demonstrated  one-year 
mortality  ranging  from  10%  to  15%  of  all  survivors. 
Several  investigators  have  reported  that  these  patients 
can  be  divided  into  high-  and  low-risk  subgroups  on 
the  basis  of  clinical  information  and  the  results  of  such 
noninvasive  testing  as  exercise  electrocardiography, 
radionuclide  studies  of  ventricular  function,  and  am- 
bulatory 24-hour  electrocardiographic  recording. 
Many  believe  that  high-risk  patients  should  undergo 
coronary  arteriography  and  left  ventricular  angiog- 
raphy followed  by  surgery  if  coronary  anatomy  and 
left  ventricular  function  are  appropriate.  It  should  be 
recognized,  however,  that  the  course  of  these  patients 
undergoing  surgery  may  differ  from  that  of  patients 
with  stable  or  unstable  angina  and  apparently  similar 
coronary  anatomy  and  ventricular  function,  in  that 
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they  may  exhibit  a greater  tendency  for  major  ven- 
tricular arrhythmia.  It  is  also  recognized  that  there  are 
as  yet  insufficient  data  to  determine  whether  surgery 
will  reduce  the  mortality  of  this  subset  of  patients  with 
coronary  heart  disease.  Because  of  the  relatively  large 
number  of  patients  included  in  this  subset,  and  the 
present  uncertainty  as  to  the  proper  course  of  man- 
agement, an  urgent  need  exists  for  further  investiga- 
tion. 

The  problem  of  the  patient  with  coronary  disease 
presenting  with  congestive  heart  failure  needs  special 
consideration.  It  is  important  to  determine  whether 
a lesion  amenable  to  surgery  is  contributing  sig- 
nificantly to  the  heart  failure,  e.g.,  a ventricular 
aneurysm,  severe  mitral  incompetence  and/or  a post- 
myocardial  infarction  ventricular  septal  defect. 
Two-dimensional  echocardiography  or  radionuclide 
ventriculography  may  be  noninvasive  techniques  of 
help  in  the  evaluation  of  such  patients. 


In  1977,  when 

the  Veterans  Administration 
compared  Step-2 
regimens  in  450  mild 
hypertensive  patients, 

which  regimen  was 
proven  most  effective?1 


3,  What  is  known  about  long-term  survival  with  coro- 
nary artery  bypass  surgery  in  specific  patient 
groups? 

The  impact  of  coronary  artery  bypass  graft  surgery 
on  survival  has  been  the  focus  of  extensive  debate 
since  its  introduction.  The  severity  of  left  ventricular 
dysfunction  has  been  found  to  have  an  adverse  effect 
on  survival,  and  when  surgical  and  medical  therapy 
are  compared  this  must  be  taken  into  account  as  well 
as  the  anatomic  location  and  extent  of  disease  defined 
by  coronary  arteriography. 

It  is  well  recognized  that  the  interpretation  of  the 
results  of  surgical  series  by  comparison  with  historical 
controls  is  difficult.  It  is  especially  hazardous  in  the 
assessment  of  coronary  artery  surgery  because  of 
marked  changes  between  early  and  recent  results, 
both  for  surgically  treated  and  for  medically  treated 
patients.  Several  recently  published  series  with 
long-term  follow-up  of  patients  undergoing  coronary 
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artery  bypass  surgery  have  reported  an  impressively 
low  operative  mortality  with  remarkable  long-term 
survival.  At  the  same  time,  other  studies  have  noted  a 
marked  improvement  in  recent  years  in  the  survival  of 
medically  treated  patients.  Accordingly,  it  seems  un- 
likely that  convincing  evidence  of  the  benefits  of 
surgery  in  appropriately  defined  subgroups  can  be 
effectively  assessed  from  other  than  adequately  con- 
trolled studies. 


There  is  consensus  that  coronary  artery  bypass 
surgery  in  patients  with  angina  pectoris  and  greater 
than  50%  narrowing  of  the  luminal  diameter  of  the  left 
main  coronary  artery  results  in  improved  survival 
when  compared  with  results  in  medically  treated  pa- 
tients regardless  of  left  ventricular  function  or  degree 
of  angina  pectoris.  (Survival  rates  with  medical  and 
surgical  therapy  were  60%  and  89%.  respectively,  at 
four  years  in  the  V.A.  trial,  and  67%  and  89%  at  five 
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Compared  to  amoxicillin 

Faster  peak.  Fewer  problems. 

* . . in  infants  and  children 


CYCIAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis+.2 


Cyclapen®-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  mcg/ml  versus  7.3  meg  /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).1 


Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.2 


Compared  to  ampicillin 


Faster  peak.  Fewer  problems 

...  in  adults  and  children 


Cyclapen®-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.3 

Cyclapen®-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures1.3 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.3 


side  effects. 


CYCIAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 


•Rapidly  excreted  uncharged  in  urine 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  orsamsms 
3.  Data  on  file.  Wyeth  Laboratories. 
Copyrisht  ©1981,  Wyeth  Laboratories. 
All  rishts  reserved. 

See  important  information  on 


adjoinin3  pase. 


CYCLAPZH-W  (cycbcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications . Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coh  and  P.  mirabihs. 
(This  drug  should  not  be  used  in  any£.  coh  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 

250  mg  q.  i.d. 

body  weight  < 20  kg 

Pharyngitis 

(44  lbs)  125  mg  q. i.d. 

Bronchitis  and 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.  i.d 

Pneumonia 
Mild  or 

250  mg  q.  i.d. 

50  mg/kg/day  q.i.d. 

Moderate 

Infections 

Chronic 

500  mg  q. i.d . 

100  mg/kg/day  q.i.d. 

Infections 
Otitis  Media 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Skin  & Skin 

q.i.d.f 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d.t 

Urinary  Tract 

500  mg  q. i.d. 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 
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years  in  the  European  trial.  Left  main  coronary  artery 
stenosis  of  this  severity  is  reported  in  approximately 
10%  of  patients  undergoing  coronary  arteriography.*) 

There  are  few  prospective  randomized  trials  with 
medically  treated  controls  to  assess  the  impact  of 
surgery  on  survival.  Furthermore,  the  application  of 
such  results  to  the  overall  population  with  sympto- 
matic coronary  artery  disease,  treated  in  many  cen- 
ters. must  be  done  with  caution.  This  compounds  the 
problem  of  judging  the  effects  of  coronary  artery 
bypass  surgery  on  survival  in  patients  with  three-ves- 
sel disease  because  of  conflicing  data.  (Three-vessel 
coronary  artery  disease  of  surgical  significance  is  re- 
ported in  30%  to  40%  of  angiographic  studies.*)  The 
V.A.  Cooperative  Randomized  Trial  was  reviewed. 
The  initial  report  failed  to  demonstrate  improved  sur- 
vival with  surgery  in  patients  with  three-vessel  dis- 
ease. the  majority  of  whom  had  moderate  impairment 
of  left  ventricular  function.  However,  if  one  accepts 
the  analysis  of  the  V.A.  data  for  the  10  hospitals 
(which  include  87%  of  the  patients)  in  which  the  aver- 
age operative  mortality  was  3.4%  and  eliminates  the 
three  outliers  in  which  the  average  operative  mortality 
was  23%,  a significantly  improved  survival  with 
surgery  is  observed.  There  is  also  evidence  which 
suggests  improved  survival  in  patients  with  three-ves- 
sel disease  and  moderate  impairment  of  global  left 
ventricular  function,  i.e.,  left  ventricular  ejection 
fraction  in  the  range  of  25%  to  50%. 

Data  were  reviewed  that  suggested  improved  survi- 
val after  coronary  artery  bypass  grafting  in  patients 
with  three-vessel  disease  and  good  left  ventricular 
function  defined  as  left  ventricular  ejection  fraction 
greater  than  50%.  The  European  Collaborative  Ran- 
domized Trial  demonstrates  improved  survival  for 
surgically  treated  patients  in  this  subset.  Though  the 
differences  observed  in  European  trial  are  impressive 
(survival  rate  at  60  months  was  82%  for  the  medical 
group  and  94%  for  the  surgical  group),  there  is  consen- 
sus that  confirmation  of  these  findings  is  needed  be- 
fore a firm  conclusion  can  be  reached  on  the  question 
of  improved  survival  in  patients  with  three-vessel  dis- 
ease and  good  left  ventricular  function  as  defined. 
Other  smaller  randomized  trials  and  observational 
studies  have  yielded  conflicting  results  in  this  subset. 

The  two  large  randomized  studies  examined  do  not 
provide  evidence  for  improved  survival  with  surgery 
of  patients  with  two-vessel  disease  regardless  of  the 
status  of  the  left  ventricle,  while  some  studies  have 
suggested  improvement  in  survival  with  surgery  of 
patients  with  two-vessel  disease  and  moderate  im- 
pairment of  left  ventricular  function.  There  is  no  cur- 
rent evidence  to  support  improved  after  surgery  in 
patients  with  single-vessel  disease  regardless  of  left 
ventricular  functional  status. 

We  do  not  find  data  adequate  to  substantiate  im- 
proved survival  with  surgery  in  patients  with  severe 


* Estimates  of  prevalence  of  lesions  found  on  coronary  angiography  have  a significant 
dependence  on  the  criteria  for  angiography;  thus  considerable  variability  may  exist  among 
individual  institutions. 


degrees  of  left  ventricular  functional  impairment,  i.e., 
left  ventricular  ejection  fraction  less  than  20%. 

Review  of  the  National  Heart,  Lung,  and  Blood 
Institute  Multicenter  Randomized  Unstable  Angina 
Pectoris  Trial,  which  excluded  patients  with  left  main 
coronary  artery  disease  or  persistent  unstable  angina, 
has  failed  to  show  improved  survival  of  those  treated 
by  urgent  surgery  compared  to  those  treated  exclu- 
sively by  medical  management  unless  surgery  was 
dictated  by  chronic  symptomatology.  The  extent  to 
which  results  in  this  highly  selected  group  of  patients 
can  be  extrapolated  to  other  subsets  of  unstable  an- 
gina patients  is  not  established. 

It  is  important  to  re-emphasize  that  surgery  may  still 
be  appropriate  in  patient  subsets  where  evidence  of 
improved  survival  with  surgery  is  lacking  if  symptoms 
of  myocardial  ischemia  are  sufficiently  severe  or  if 
large  areas  of  myocardium  are  in  jeopardy.  Further 
attempts  should  be  encouraged  at  identifying  other 
variables  which  may  affect  survival  and  thus  provide 
methods  for  more  critical  testing  of  therapeutic  effec- 
tiveness. 

4.  What  is  known  about  the  long-term  quality  of  life 

following  coronary  artery  bypass  surgery? 

There  are  few  objective  criteria  by  which  quality  of 
life  can  be  assessed  following  coronary  artery  bypass 
surgery.  The  symptoms  of  angina  pectoris  is  reported 
to  be  relieved  to  80%  to  90%  of  patients  undergoing 
operation  for  chronic  stable  angina.  Bypass  surgery 
has  reduced  the  subsequent  number  of  cardiac-related 
events,  amount  of  medication  required  and  frequency 
of  hospitalizations.  Most  postoperative  patients  have 
been  able  to  increase  their  exercise  capacity  and  im- 
prove their  New  York  Heart  Association  functional 
class.  This  has  been  documented  by  improvements  in 
functional  exercise  testing,  angina  threshold,  left 
ventricular  wall  motion,  left  ventricular  ejection  frac- 
tion during  exercise,  indices  of  myocardial  oxygen 
consumption  during  exercise  and  greater  lactate  ex- 
traction across  the  myocardium. 

Improvements  in  symptoms  and  functional  capacity 
associated  with  coronary  bypass  surgery  should 
theoretically  result  in  more  individuals  returning  to 
gainful  employment.  The  consensus  is  that  this  has  not 
occurred.  It  is  recognized  that  physicians  do  not  make 
consistent  recommendations  to  patients  regarding 
exercise  potential  and  employability  after  successful 
coronary  bypass  surgery.  Factors  extraneous  to  the 
patient-physician  relationship  such  as  preoperative 
work  status,  availability  of  nonwork  income,  percep- 
tion of  health,  age.  level  of  education,  and  employer 
attitudes  all  appear  to  influence  the  postoperative 
employment  status.  Whether  the  patient  returns  to 
work  after  coronary  bypass  surgery  depends  on  too 
many  nonmedical  factors  to  allow  any  conclusions 
regarding  efficacy  of  therapy  based  on  return  to  work. 

It  is  reported  that  angina  will  recur  or  progress  after 
bypass  surgery  in  about  5%  of  patients  per  year.  In 
approximately  two-thirds  of  these  patients,  symptoms 
are  related  to  closure  of  the  vein  graft  or  progression  of 
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disease.  This  may  be  related  to  persistent  elevation  of 
blood  lipids  or  poor  control  of  other  risk  factors.  The 
entire  question  of  mechanisms  involved  in  progres- 
sion of  atherosclerosis  in  the  coronary  circulation  and 
in  grafts  is  important  and  requires  further  investiga- 
tion. 

Similar  results  regarding  quality  of  life  have  been 
observed  in  patients  undergoing  coronary  bypass  sur- 
gery for  unstable  angina,  but  follow-up  data  are  of 
shorter  duration  than  those  cited,  which  are  based 
predominantly  upon  patients  with  stable  angina. 

5.  What  is  the  range  of  success  rates  for  the  procedure 
and  what  factors  may  be  important  in  influencing  the 
outcome? 

Where  bypass  surgery  is  performed  may  signifi- 
cantly influence  the  rate  of  success  of  the  operation. 
Excellence  can  be  achieved  in  a variety  of  hospitals 
provided  appropriate  medical  and  technical  support  is 
available  to  complement  an  experienced  and  skilled 
surgical  team.  This  would  include  expertly  performed 
angiography,  the  availability  of  other  subspecialty  re- 
sources and  appropriate  laboratory  and  blood  banking 
facility. 

Successful  intraoperative  management,  reflected  in 
low  rates  of  mortality,  perioperative  infarction  and 
other  postoperative  complications,  and  short  hospital 
convalescence  will  depend  not  only  upon  surgical  skill 
and  judgment,  but  also  upon  the  availability  of  com- 


petent anesthesiologists,  efficient  extracorporeal 
support,  optimal  myocardial  preservation  techniques 
and  minimal  duration  of  myocardial  ischemia  consis- 
tent with  optimal  revascularization. 

Postoperative  management  requires  a suitable  in- 
tensive care  facility,  dedicated  personnel  and  the 
availability  of  circulatory  support  systems. 

From  experience  to  date,  the  following  can  be  ex- 
pected: 

• In  patients  with  chronic  stable  angina  pectoris  and 
normal  or  moderately  impaired  left  ventricular  fun- 
tion,  a hospital  mortality  rate  of  4%  is  generally 
attainable,  and  a rate  of  less  than  1%  is  possible. 
The  incidence  of  electrocardiographically  docu- 
mented perioperative  infarction  might  approximate 
5%. 

• In  the  syndrome  of  unstable  angina  pectoris,  early 
results  will  depend  upon  the  institution’s  approach 
to  management.  A somewhat  higher  incidence  of 
morbidity  and  mortality  may  result  from  earlier 
operative  intervention  compared  to  lesser  risks 
after  a longer  period  of  stabilization  and  exclusion 
of  patients  with  evolving  infarctions.  With  initial 
stabilization  and  nonemergency  operation,  hospital 
mortality  and  perioperative  infarction  rates  should 
approach  those  for  patients  with  chronic  stable  an- 
gina pectoris.  Even  with  early  intervention,  a hos- 
pital mortality  of  6%  is  generally  attainable,  and 
perioperative  infarction  might  approximate  10%. 


TEGA-TUSSIN  - CIII 


FOR  MAXIMUM  RESULTS  IN  CONTROL  OF  COUGHS  DUE  TO  THE  COMMON  COLD 

EXCELLENT  TASTE 

Each  teaspoonful  (5  ml.)  contains: 


Hytlrocodone  Bitartrate  5mg. 

i WARNING:  May  be  habit  forming.) 
laleate  2mg. 

Phenylephrine  Hydrochloride  5mg. 

Potassium  Guaiacolsulfonate  lOOmg. 


TEGA-TUSSIN:  Provides  chlorpheniramine  maleate,  the  antihistamine 

with  virtually  no  side  effects. 

TEGA-TUSSIN:  Provides  potassium  guaiacol -sulfonate,  an  excellent 

expectorant. 

TEGA-TUSSIN:  Provides  phenylephrine  HCL,  an  effective  respiratory 

mucosal,  pulmonary  decongestant,  mild  bronchodilator  and  vaso  pressor. 

DOSAGE:  Adults  - One  teaspoonfull  every  3 to  4 hours.  Children  over 

6 years  V2  Adult  dose.  Not  recommended  for  children  under  6 without 
very  close  supervision  by  physician. 

AVAILABLE  ON  RX  ONLY 

MORE  DETAILED  INFORMATION  AVAILABLE  ON  REQUEST 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PRODUCTS  ARE  DESIGNED  WITH  THE  FAMILY  PHYSICIAN  IN  MIND 


ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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• The  existence  of  left  main  coronary  artery  involve- 
ment has  been  associated  with  high  operative  risks 
in  the  past.  Currently,  and  except  in  emergencies, 
individuals  with  this  lesion  can  be  operated  upon 
with  the  expectation  of  morbidity  and  mortality 
rates  only  slightly  higher  than  for  those  with  chronic 
stable  angina  with  other  coronary  arterial  findings. 

• Bypass  grafting  in  patients  with  severe  left  ven- 
tricular dysfunction  has  been  associated  with  high 
operative  morbidity  and  mortality.  Recent  im- 
provements in  perioperative  management  have  les- 
sened the  risks.  In  patients  with  very  severe  myo- 
cardial dysfunction  — that  is,  ejection  fractions  of 
less  than  25%  — a hospital  mortality  rate  no  greater 
than  15%  to  20%  is  generally  achievable. 

• At  this  time  there  is  insufficient  information  to 
identify  the  role  of  bypass  surgery  in  patients  with 
acute  myocardial  infarction,  or  intractable  ventric- 
ular arrhythmias  or  in  asymptomatic  patients  in 
myocardial  jeopardy. 

For  all  categories  of  patients,  average  one-year  graft 
patency  of  85%  to  90%  should  be  achievable.  The 
roles  of  anticoagulant  and  antiplatelet  therapy,  and 
other  measures  which  may  affect  late  graft  patency 


and  retard  arteriosclerosis  are  unknown  and  require 
further  study. 

CONCLUSION 

It  is  the  consensus  of  the  panel  that  coronary  artery 
bypass  surgery  represents  a major  advance  in  the 
treatment  of  patients  with  coronary  arterial  disease. 
Evidence  has  been  presented  to  support  the  conclu- 
sion that  improvement  in  the  quality  of  life,  decreased 
myocardial  ischemia,  and  increased  survival  in 
selected  subsets  of  patients  have  resulted  following 
coronary  artery  bypass  surgery. 

This  Consensus  Conference  on  Coronary  Artery  Bypass  Surgery  : Scientific  and  Clinical 
Aspects  was  sponsored  by  the  National  Heart,  Lung,  and  Blood  Institute  in  conjunction 
with  the  National  Center  for  Health  Care  Technology  and  with  the  assistance  of  the  Office 
for  Medical  Applications  of  Research.  Office  of  the  Director.  NIH.  The  Consensus 
Development  Panel  consisted  of:  Robert  L.  Frye.  M.D.  (Chairman).  Mayo  Clinic; 
W.  Gerald  Austen,  M.D.,  Massachusetts  General  Hospital;  Paul  A.  Ebert.  M.D.,  Univer- 
sity ofCalifomia,  San  Francisco;  Charles  K.  Francis.  Jr..  M.D.,  Yale  University  School  of 
Medicine;  Nicholas  T.  Kouchoukos,  M.D..  University  of  Alabama  in  Birmingham;  Paul 
Meier,  Ph  D.,  University  of  Chicago;  Hiltrud  S.  Mueller,  M.D  , St.  Louis  University 
School  of  Medicine;  Elliot  Rapaport.  M.D..  University  of  California,  San  Francisco. 
T.  Joseph  Reeves,  M.D.,  St.  Elizabeth’s  Hospital.  Beaumont,  Texas;  David  C.  Sabiston, 
Jr.,  M.D.,  Duke  University  Medical  Center;  William  C.  Sheldon.  M.D.,  Cleveland  Clinic 
Foundation;  Robert  L.  Vitu,  M.D.,  Michigan  State  University;  James  H.  Ware,  Ph.D., 
Harvard  School  of  Public  Health. 

Special  participants  in  the  discussions  of  the  panel  included:  Samuel  Gorovitz,  Ph.D., 
University  of  Maryland;  David  C.  Levin.  M.D.,  Harvard  Medical  School;  William  B. 
Stason,  M.D..  Harvard  School  of  Public  Health; 

Copies  of  this  consensus  statement  may  be  obtained  from  the  Office  for  Medical 
Applications  of  Research,  National  Institutes  of  Health.  Building  1.  Room  216.  Bethesda, 
Md.  20205. 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 
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Bulletin  Board 


NEW  MEMBERS 
of  the  State  Society 


BUNCOMBE 

Bums,  Leonard  Daniel,  (R)  102  Harrison  Hill  Road,  Swannanoa 
28778 

DURHAM-ORANGE 

Beard,  Patti  Darlene,  (STUDENT)  632  Chateau  Apartments, 
Carrboro  27510 

Brooks,  Clyde  Long,  Jr.,  (STUDENT)  331  Cobblestone  Court, 
Chapel  Hill  27514 

Carr.  William  Curtis,  (STUDENT)  Box  2810,  Duke  Medical  Cen- 
ter, Durham  27710 

Clark,  Reese  Hunter.  (STUDENT)  1006  S.  Columbia  St.,  Apt. #6, 
Chapel  Hill  27514 

Diekema,  Douglas  Scott,  (STUDENT)  234  McCauley  Street, 
Chapel  Hill  27514 

Duncan.  John  David,  (R)  Duke  Univ.  Medical  Center,  Dept,  of 
Radiology,  Durham  27710 

Dunham,  Cynthia  Byrd,  (STUDENT)  2472  Foxwood  Drive,  Chapel 
Hill  27514 

Gallis,  Harry  Anthony,  (IM)  Box  3306.  Duke  Hospital,  Durham 
27710 

Geary,  Leon  Wallace,  (PUD)  306  S.  Gregson  Street,  Durham  27701 

Hall,  Cynthia  Anne,  (STUDENT)  1525-A  Smith  Level  Road, 
Chapel  Hill  27514 

Hargrave,  Ronald  Paul.  (STUDENT)  8 Berkley  Road,  Chapel  Hill 
27514 

Irons,  Cary  Frederick.  Ill,  (RESIDENT)  20  Timberlyne  Road, 
Chapel  Hill  27514 

Isenhower,  William  David,  Jr.,  (STUDENT)  1-6  Tar  Heel  Manor 
Apts.,  Carrboro  27510 

McClain,  Brenda  Celeste,  (STUDENT)  124  Fidelity  St.,  #41, 
Carrboro  27510 

McManus,  Keith  Eric,  (STUDENT)  Box  59  Polk's  Landing, 
Chapel  Hill  27514 

Medders,  Russell  Glen,  (STUDENT)  409  McCauley  Street,  Chapel 
Hill  27514 

Mitchell,  Stephen  Basil,  (STUDENT)  F-10  Camelot  Apartments, 
Chapel  Hill  27514 

Newell,  Howard  Wilson.  Jr.,  (STUDENT)  Apt.  Q-8,  Tar  Heel 
Manor,  54  By-Pass,  Carrboro  27510 

Noble,  Richard  Claiborne,  (STUDENT)  21  Spring  Garden  Apts., 
Chapel  Hill  27514 

Pakalnis,  Vytautas  Alfonsas,  (RESIDENT)  Route  #6,  Box  350, 
Raleigh  27612 

Porto,  Camilla  Warren,  (RESIDENT)  107  Walters  Road,  Carrboro 
27510 

Randall,  Milton  Barry,  (STUDENT)  200-B  Branson  Street,  Chapel 
Hill  27514 

Schkolne,  Benzion,  ( AN)  Box  3094,  Duke  Medical  Center,  Dept,  of 
Anesthesiology,  Durham  27710 

Thielman,  Samuel  Barnett,  (RESIDENT)  919  Lambeth  Circle, 
Durham  27705 

Ward,  Richard  Mayhew,  (RESIDENT)  427  Chateau  Apartments, 
Highway  54  Bypass,  Carrboro  27510 

Warren,  Mark  Lowe,  (STUDENT)  H-l  Brookside  Apartments, 
Chapel  Hill  27514 

Willis,  Kerry  Allen,  (STUDENT)  519  Craige  Dormitory,  Univer- 
sity of  N.C.,  Chapel  Hill  27514 

FORSYTH-STOKES-DAVIE 

Cashwell,  Leon  Fran.Jin,  Jr.,  300  S.  Hawthorne  Road,  Winston- 
Salem  27103 

Crouse,  John  Robert,  III,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem  27103 

Hankins,  Katherine,  (RESIDENT)  Box  5183,  Winston-Salem 
27103 


Hennessy,  John  Francis,  (END)  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

Klinger,  Ronald  Fred,  (STUDENT)  3828-K  Country  Club  Road, 
Winston-Salem  27104 

MacLean,  David  Burton,  (IM)  786  Roslyn  Road,  Winston-Salem 
27104 

Ober,  Karl  Patrick,  (IM)  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem  27103 

Plonk,  George  Webb,  Bowman  Gray,  Dept,  of  Surgery,  Winston- 
Salem  27103 

GUILFORD 

Morcos,  Victor  H.,  (R)  212-A  W.  Wendover  Avenue,  Greensboro 
27401 

Neal,  William  Ronald,  (OBG)  1409  Pembroke  Road,  Ste.  102, 
Greensboro  27408 

MECKLENBURG 

Dehoff,  Philip  William,  (RESIDENT)  3840  Wellington  Court, 
Charlotte  28211 

Moore,  David  Huddler,  (PD)  71 10  Lawyers  Road,  Charlotte  28212 

Roberts,  William  Stanley,  (CD)  6725  Ciscayne  Place,  Charlotte 
28211 

Robinson,  Charles  Wilson,  (GP)  200  W.  Seventh  Street,  Charlotte 
28202 

NASH 

Deans,  William  Ronald,  Jr.,  (N)  P.O.  Box  56.  Red  Oak  27868 

Whisnant,  Joseph  Durwood,  Jr.,  (U)  100  PBristol  Court,  Rocky 
Mount  27801 

NEW  HANOVER-BRUNSWICK-PENDER 

Haines,  Richard  Littleton,  (IM)  Highway  #17,  P.O.  Box  565, 
Hampstead  28443 

Wilson,  Clarence  L.,  1809  Glen  Meade  Road,  Wilmington  28401 

PASQUOTANK/CAMDEN-CURRITUCK-DARE 

McDaniel,  Eugene  Marvin,  Jr.,  (OBG),  1142  N.  Road  Street, 
Elizabeth  City  27909 

Southworth,  Alvin  Judson,  (OBG)  1142  N.  Road  Street,  Elizabeth 
City  27909 

PITT 

Barefoot,  Julius  Jackson,  III,  (STUDENT)  213-B  Stancil  Drive, 
Greenville  27834 

Hall,  George  Daniel,  (STUDENT)  100  Toby  Circle,  Apt.  B,  Green- 
ville 27834 

Hentz,  Suzanne  Kathleen,  (STUDENT)  200  N.  Harding,  Green- 
ville 27834 

Justis,  Christophe  Morrow,  (STUDENT)  D-15  Doctor’s  Park 
Apts.,  Greenville  27834 

WAKE 

Ruiz,  Fernando  Rey,  1004  Dresser  Court,  Suite  102,  Raleigh  27609 


WHAT?  WHEN?  WHERE? 
In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
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for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

January  13 

“Laboratory  Diagnosis  of  Endocrine  Diseases” 

Place:  Pitt  County  Memorial  Auditorium,  Greenville 
Fee:  $50 

Credit:  7 hours,  AAFP  applied  for 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  N.C.  27834 

January  20 

“Physician  Health  and  Effectiveness  — The  Impaired  Physician” 
Place:  Central  Carolina  Hospital 
Fee:  $12 
Credit:  2 hours 

For  Information:  Robert  S.  Cline,  M.D.,  1135  Carthage  Street, 
Sanford,  N.C.  27330,  919-774-4100.  ext.  394 

January  22-23 

“Clinical  Urology” 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $100 
Credit:  3 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Assoc.  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine.  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 


January  23 

“Third  Annual  Pulmonary  Disease  Update:  A Breath  of  Spring” 
Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville, 
N.C. 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  N.C.  27834 


February  10 

“Clinical  Psychiatry  Update  1982” 

Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville 
Fee:  $25 

Credit:  3 hours,  AAFP  applied  for 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  N.C.  27834 

Mlarch  3-5 

“Techniques  in  G.I.  Radiology” 

Place:  Bowman  Gray  School  of  Medicine 
Credit:  18  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 


In  1979,  when  results  were  published 
for  the  five-year,  10.000-patient 
Hypertension  Detection  and 
Follow-up  Program  (HDFP  study), 

which  Step-2  regimen  was  preferred 
and  was  deemed  effective 
without  significant  adverse  effects?2 
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March  10 

“Current  Clinical  Problems  in  Family  Practice” 

Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville 
Fee:  $50 

Credit:  7 hours,  AAFP  applied  for 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine.  Greenville,  N.C.  27834 

March  28-29 

“Advanced  Life  Support  Provider" 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $175 
Credit:  12  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 

April  2-3 

“Frank  R.  Lock  Symposium  in  Obstetrics  & Gynecology” 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $150 

Credit:  10  hours,  AAFP  applied  for 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 

April  14 

“Infectious  Diseases  Update  1982” 

Place:  Pitt  County  Memorial  Hospital,  Auditorium,  Greenville 
Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 
for  Continuing  Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  N.C.  27834 

April  19-22 

“Current  Concepts  in  Diagnostic  Imaging" 

Place:  Duke  University  Medical  Center 
Fee:  $400  ($200  if  in  training) 

Credit:  30  hours 

For  Information:  Donald  R.  Kirks,  M.D.,  Program  Director,  De- 
partment of  Radiology  — Box  3834.  Duke  University  Medical 
Center,  Durham,  N.C.  27710 

April  23-24 

“Practical  Pediatrics” 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $50 

Credit:  9 hours,  AAFP  applied  for 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 

April  24-25 

“7th  Annual  Radiology  Update” 

Place:  Bowman  Gray  School  of  Medicine 
Fee:  $75 
Credit:  9 hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  N.C.  27103,  919-748-4450 

OUT  OF  STATE  — SOUTHEASTERN  REGION 

January  13-15 

“Defined  Diets  and  Childhood  Hyperactivity” 

Place:  National  Institutes  of  Health.  Bethesda,  Maryland 
For  Information:  Dorothy  D.  Sogn,  M.D.,  National  Institute  of 
Allergy  and  Infectious  Diseases,  Building  31,  Room  7A-50,  Be- 
thesda, Md.,  20205,  301-496-1886 

January  22-23 

“S.C.  Chapter  of  A.C.S.  — Annual  Surgical  Symposium” 

Place:  Charleston,  South  Carolina 

For  Information:  Robert  S.  Cathcart,  III,  M.D.,  158  Rutledge  Ave., 
Charleston,  S.C.  29403,  803-723-6426 

January  28-30 

“Newer  Management  & Treatment  Techniques  in  Cardiac  Diseases 
for  the  Practicing  Cardiologist  & Physician” 

Place:  New  Orleans,  Louisiana 

For  Information:  Registration  Secretary,  Extramural  Programs 
Department,  American  College  of  Cardiology,  91 1 1 Old  George- 
town Road,  Bethesda,  Md.  20014 


February  11-13 

“Perspectives  on  New  Diagnostic  and  Therapeutic  Techniques  in 
Clinical  Cardiology” 

Place:  Lake  Buena  Vista,  Florida 

For  Information:  Registration  Secretary,  Extramural  Programs 
Department,  American  College  of  Cardiology,  91 1 1 Old  George- 
town Road,  Bethesda,  Md.  20014 

March  22-April  2 

“Clinical  Cytopathology  for  Pathologists” 

Place:  The  Johns  Hopkins  Hospital,  Baltimore,  Maryland 
Credit:  125  hours 

For  Information:  (Deadline  January  27)  John  K.  Frost,  M.D.,  610 
Pathology  Building,  The  Johns  Hopkins  Hospital,  Baltimore, 
Md.  21205 

March  31-April  2 

“Current  Concepts  of  Clinical  Infectious  Diseases” 

Place:  Charlottesville,  Virginia 

For  Information:  Postgraduate  Courses  Department,  American 
College  of  Physicians,  4200  Pine  Street,  Philadelphia,  PA  19104, 
800-523-1546 

April  22-24 

“Pediatric  Springfest” 

Place:  Williamsburg,  Virginia 

For  Information:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Rich- 
mond, VA,  23298,  804-786-0494 

The  items  listed  in  the  above  column  are  for  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  "WHAT?  WHEN?  WHERE?”,  P.O.  Box  27167, 
Raleigh,  by  the  1 st  of  the  month  prior  to  the  month  in  which  they  are  to 
appear.  A “Request  for  listing”  form  is  available  upon  request. 


AUXILIARY  TO  THE 
NORTH  CAROLINA 
MEDICAL  SOCIETY 


WHO  IS  VOLUNTEERING  AND 
WHY  ARE  THEY  DOING  IT? 

The  North  Carolina  Medical  Society  Auxiliary  de- 
pends on  volunteers  for  its  existence.  Membership  is 
open  to  all  spouses  of  physicians,  but  not  all  join.  If 
leadership  is  ineffective,  the  auxiliary  may  lose  mem- 
bers who  were  once  supportive  and  active. 

The  immediacy  of  this  was  vividly  demonstrated  to 
the  participants  at  the  Auxiliary  Fall  Workshop  held  in 
Southern  Pines  September  21,  1981.  Tom  Connelly, 
Ed.D.,  Dean  of  the  School  of  Nursing  and  Health 
Services  at  Western  Carolina  University,  led  a three- 
hour  volunteer  training  seminar.  In  light  of  the  im- 
pending federal  cutbacks  in  human  service  funding. 
Dr.  Connelly’s  message  was  particularly  timely  for  all 
health  professionals  as  well  as  the  volunteer  sector. 
With  his  permission,  I base  my  column  this  month  on 
the  content  of  his  presentation. 

Who  are  volunteers?  Twenty-four  percent  of  all 
Americans  participate  in  voluntary  activities  accord- 
ing to  the  latest  census  data.  Fifty  percent  of  the 
volunteers  are  between  the  ages  of  25  and  44;  57%  are 
women. 

What  do  volunteers  do?  Volunteer  effort  is  currently 
declining  in  institutional  service  (churches,  schools, 
hospitals)  and  increasing  in  neighborhood  crisis- 
oriented  programs  (hospice,  battered  women  shel- 
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ter).  However,  50%  of  all  such  effort  is  still  in  religious 
activities,  with  education  and  hospital  service  tied  for 
second  place  at  15%  each.  Other  areas  of  service  are 
youth,  recreation,  social  and/or  welfare,  civic  and 
community,  professional  organizations  and  social 
clubs. 

There  are  three  main  volunteer  activities  — execu- 
tive and  policy  making  (boards  of  directors);  adminis- 
trative (fund  raising,  project  management);  and  direct 
service  (addressing  envelopes,  serving  people  di- 
rectly). Volunteers  tend  to  be  project-oriented  and 
rarely  will  engage  in  routine  activity.  The  one  excep- 
tion is  religious  work  which  brings  forth  long-term, 
continuing  commitment  from  participants.  Seventy- 
five  percent  of  volunteers  will  do  less  than  10  hours  of 
service  per  month  and  less  than  half  will  volunteer 
once  a week. 

Social  forces  influence  volunteer  trends.  Today’s 
economic  conditions  are  forcing  many  households  to 


become  two-career  families  as  the  wife  goes  to  work 
even  when  the  husband  is  well  paid  as  with  physicians 
and  other  professionals.  The  employment  options  for 
women  as  well  as  the  emphasis  on  leisure  time  ac- 
tivities for  self  and  family  may  have  a profound  affect 
on  volunteerism. 

Why  do  people  volunteer?  All  people  have  needs 
beyond  those  of  basic  survival.  Those  who  volunteer 
do  so  to  satisfy  some  inner  need.  Perhaps  it  is  a social 
need  — to  meet  people  or  get  involved  in  the  com- 
munity. Or  it  may  be  a need  to  achieve  — to  use  their 
talents  or  learn  new  skills.  For  some  it  may  be  a 
financial  need  — to  "make  contacts”  that  will  in- 
crease current  earnings  or  provide  employment  op- 
portunities. 

A volunteer  will  also  have  expectations  concerning 
the  activity.  If  one  wants  to  work  directly  with  people 
and  is  assigned  to  do  filing,  the  volunteer  may  not 
return.  An  effective  leader  will  make  an  effort  to  blend 


In  1980,  when  the 
Joint  National  Committee 
on  Detection,  Evaluation,  and 
Treatment  of  High  Blood  Pressure 
published  their  recommendations, 
which  Step-2  regimen  best  met 
their  criteria  for  effectiveness, 
safety,  simplicity  of  titration, 
convenience,  and  economy?* 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
)UR  NEXT  ANTI  ARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOl 
WILL  SAVE  MONEY  WIT 

Introducing 

RUFEN'  (ibuprofen) 


$150  REBATE 


AND  RUFEN  IS 


DIRECT  TO  YOUR  PRICED  LOWER 

PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC. 
BOOTS  IBUPROF 
IS  THE  ORIGINAL 

And  if  you  wish,  RUI 
may  be  substituted  for 
Motrin®,  because  it  is  b 
equivalent.* 

Original  research  by 
Boots  Company  Ltd.,  ol 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intrc 
duced  it  ourselves  else 
where  around  the  worl 
licensed  ibuprofen  for 
sale  in  the  United  State 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Up 


TTHRITIC  PATIENTS 
UPROFEN  THERAPY. 


>u  first  came  to  know 
Motrin  (ibuprofen), 
ufactured  by  Upjohn. 
dw,  as  we  have  estab- 
d facilities  in  America, 
lope  you'll  come  to 
v Boots  brand  name 
)uprofen  as  RUFEN. 

►EQUIVALENCY? 

COURSE.* 

's  why  you  may  substi- 
RUFEN  for  Motrin. 


file. 

itions  made  to:  International  League  Against  Rheumatism. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  i 
enormous 


WHEN  YOU'RE  WRITING  YOUR  NEXT 
PRESCRIPTION  FOR  I BU PROFEN, 
PLEASE  REMEMBER: 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.A.W"  "No  Sub," 
or  "Medically  Necessar^'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President  ^ 
Boots  Pharmaceuticals,  Inc. 
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Pioneers  in  medicine  for  (he  family 


RUFEN® 

(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure 

RUFEN'  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  an 
symptoms  of  rheumatoid  arthritis  and  osteoarthriti 
during  acute  flares  and  in  the  long-term  managemer 
of  these  diseases  Safety  and  effectiveness  have  nc 
been  established  for  Functional  Class  IV  rheumatoi 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  t 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angic 
edema  and  bronchospastic  reactivity  to  aspirin  or  othe 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS) 
WARNINGS:  Anaphylactoid  reactions  have  occurre 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIND 
CATIONS)  Peptic  ulceration  and  gastrointestin; 
bleeding,  sometimes  severe,  have  been  reporter 
Peptic  ulceration  and  gastrointestinal  bleeding,  some 
times  severe,  have  been  reported.  Peptic  ulceratior 
perforation,  or  gastrointestinal  bleeding  can  end  fatal!' 
however,  an  association  has  not  been  establishec 
Rufen  should  be  given  under  close  supervision  to  patient 
with  a history  of  upper  gastrointestinal  tract  diseasi 
and  only  after  consulting  the  ADVERSE  REACTIONS 
In  patients  with  active  peptic  ulcer  and  active  rheum; 
toid  arthritis,  nonulcerogenic  drugs,  such  as  golr 
should  be  attempted  If  Rufen  must  be  given,  the  patier 
should  be  under  close  supervision  tor  signs  of  ulce 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visioi 
scotomata,  and/or  changes  in  color  vision  have  been  ri 
ported.  If  developed,  discontinue  Rufen  and  administt 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  wit 
Rufen:  caution  should  be  used  in  patients  with  a histor 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolon 
bleeding  time.  Use  with  caution  in  patients  with  intrmsi 
coagulation  defects  and  those  taking  anticoagulant: 
Patients  should  report  signs  or  symptoms  of  gastroir 
testinal  ulceration  or  bleeding,  blurred  vision  or  othr 
eye  symptoms,  skin  rash,  weight  gain  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insu 
ficiency,  patients  on  prolonged  corticosteroid  therap 
this  therapy  should  be  tapered  slowly  when  adding  Rufei 
DRUG  INTERACTION:  Coumarin-type  anticoagulant 
The  physician  should  be  cautious  when  administerin 
Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  bloo 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rule 

should  not  be  taken  during  pregnancy  nor  by  nursin 

mothers 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactio 

is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epiga 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdorr 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  an 
flatulence)  Central  Nervous  System:  dizziness*,  heai 
ache,  nervousness.  Dermatologic:  rash*  (includin 
maculopapular  type),  pruritus  Special  Senses:  tinnitu 
Metabolic:decreased  appetite,  edema,  fluid  retentioi 
Fluid  retention  generally  responds  promptly  to  dru 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleei 
mg  and/or  perforation,  hemorrhage,  melena.  Centr: 
Nervous  System:  depression,  insomnia.  Dermatoloi 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mult 
forme.  Special  Senses:  amblyopia  (see  PRECAUTIONS 
Hematologic:  leukopenia,  decreased  hemoglobi 

and  hematocrit  Cardiovascular:  congestive  hea 
failure  in  patients  with  marginal  cardiac  functio 
elevated  blood  pressure 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  livi 
function  Central  Nervous  System:  paresthesias,  ha 
lucmations,  dream  abnormalities  Dermatologic:  ah 
pecia,  Stevens-Johnson  syndrome  Special  Senses 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologii 
hemolytic  anemia,  thrombocytopenia,  granulocytopen 
bleeding  episodes.  Allergic:  fever,  serum  sicknes 
lupus  erythematosus  syndrome.  Endocrine:  gym 
comastia,  hypoglycemia  Cardiovascular:  arrhythmia 
(Sinus  tachycardia,  bradycardia,  and  palpitations 
Renal:  decreased  creatinine  clearance,  polyuria,  az< 
temia 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shoul 

be  emptied.  Rufen  is  acidic  and  excreted  in  the  urim 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  a 

thritis  and  osteoarthritis,  including  flareups  of  chron 
disease  Suggested  dosage  400  mg  t.i.d.  or  q.i.d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  a 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  m 

per  day. 

CAUTION:  Federal  law  prohibits  dispensing  withoi 

prescription 


♦Data  on  file. 
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the  organization’s  needs  with  the  expectations,  needs 
and  goals  of  the  volunteer. 

What  is  the  challenge  to  the  auxiliary?  Voluntary 
organizations  are  “buying  peoples'  time  for  nothing. 
Leaders  of  these  groups  must  provide  motivation  and 
rewards  for  people  to  volunteer.  Dr.  Connelly  pre- 
sented ten  suggestions  for  organizational  success: 

1 . Encourage  problem  solving 

2.  Base  authority  on  competence  rather  than 
position 

3.  Facilitate  trust  and  collaboration  among  mem- 
bers 

4.  Reward  members  for  personal  development  as 
well  as  productivity 

5.  Foster  a sense  of  ownership  and  involvement 
among  members 

6.  Structure  jobs  for  maximum  self-management 

7.  Conduct  work  efficiently 

8.  Help  members  improve  their  abilities  to  cope 
with  conflict 

9.  Adapt  quickly  to  change 

10.  Generate  high  enthusiasm  among  members 

Dr.  Connelly’s  presentation  reinforced  the  belief 
that  volunteerism  is  important  and  worthwhile.  In 
particular,  auxiliary  service  has  yielded  results  over 
the  years  that  have  been  worthy  of  pride  both  in  and 
outside  the  medical  community.  To  those  who  are 


active  participants,  carry  on.  To  those  who  are  not, 
come  join  us! 

Anita  D.  Taylor,  Winston-Salem,  N.C. 


News  Notes  from  the 
UNIVERSITY  OF  N.C.-CHAPEL 

HILL  SCHOOL  OF  MEDICINE  & 

MEMORIAL  HOSPITAL 


Two  faculty  members  of  the  University  of  North 
Carolina  at  Chapel  Hill  School  of  Medicine  were 
elected  members  of  the  National  Academy  of  Sci- 
ences’ Institute  of  Medicine. 

Dr.  Mary  Ellen  Jones,  Kenan  professor  and  chair- 
man of  the  Department  of  Biochemistry  and  Nutri- 
tion. and  Dr.  Raymond  P.  White  Jr.,  professor  of  oral 
surgery  and  associate  dean  of  the  medical  school, 
were  among  50  new  members  of  the  institute,  bringing 
its  total  active  membership  to  371. 

Jones,  a distinguished  biochemist,  is  a specialist  in 
metabolism  and  its  regulation.  In  1955  she  and  Drs. 
Leonard  Spector  and  Fritz  Lipmann,  both  of  Rocke- 
feller University  in  New  York,  discovered  carbamyl 
phosphate,  a compound  essential  to  all  living  cells. 

She  is  the  first  woman  to  hold  a Kenan  professor- 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  22  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Flospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 
Mary  Donnelly,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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ship  at  UNC-CH  anti  the  first  to  chair  a department  in 
the  School  of  Medicine. 

White,  who  serves  as  an  associate  chief  of  staff  at 
North  Carolina  Memorial  Hospital,  was  dean  of  the 
School  of  Dentistry  from  1974  until  August  of  this 
year.  During  his  tenure  the  school  continued  to  be 
recognized  as  one  of  the  leading  institutions  of  its  kind 
in  the  nation.  In  1980  it  received  one  of  the  highest 
evaluations  ever  given  by  the  American  Dental  As- 
sociation’s Committee  on  Dental  Accreditation. 

He  has  been  active  in  national  scientific  organiza- 
tions and  was  the  American  Society  of  Oral  Surgeons’ 
Committeeman  of  the  Year  in  1976.  White  also  has 
been  a prolific  researcher  and  author. 


Clinical  studies  to  test  the  effectiveness  of  a new 
synthetic  growth  hormone  began  Oct.  20  at  the  School 
of  Medicine  of  the  University  of  North  Carolina  at 
Chapel  Hill. 

The  medical  school  is  one  of  10  medical  facilities 
throughout  the  country  selected  to  test  the  synthetic 
hormone  produced  by  Genentech  Inc. 

The  hormone  will  be  tested  on  two  children  suffer- 
ing from  hypopituitary  dwarfism,  a growth  deficiency 
caused  by  an  absence  of  the  growth  hormone  normally 
produced  in  the  pituitary  gland.  The  two  patients  at 
UNC-CH  are  among  some  20  involved  in  the  second 
phase  of  clinical  trials  required  by  the  U.S.  Food  and 
Drug  Administration. 

Dr.  Louis  E.  Underwood  professor  of  pediatrics  is 
co-investigator  of  the  study  at  Chapel  Hill  along  with 
Dr.  Judson  .1.  Van  Wyk,  professor  and  chief  of  the 
division  of  pediatric  endocrinology. 


Dr.  Eugene  S.  Sandler,  associate  professor  of  den- 
tal ecology  and  pedodontics,  has  been  appointed  di- 
rector of  the  dental  clinic  at  North  Carolina  Memorial 
Hospital  and  director  of  the  hospital’s  dental  general 
practice  residency  program. 

The  appointment,  effective  Sept.  15,  was  an- 
nounced by  Dr.  Raymond  P.  White  Jr.,  chief  of  hos- 
pital dentistry  at  N.C.  Memorial  and  Dr.  Donald  War- 
ren, Chairman  of  the  Dental  Ecology  Department. 

Sandler  has  been  director  of  dental  services  at  the 
Orange  County  Health  Department  since  1979.  He 
will  continue  to  hold  this  position  in  addition  to  his 
new  duties. 

A native  of  Massachusetts,  Sandler  received  his 
D.D.S.  from  New  York  University  in  1958  and  his 
M.Sc.D.  and  a certificate  of  advanced  graduate 
studies  in  pedodontics  from  the  Boston  School  of 
Graduate  Dentistry  in  1966.  His  major  research  inter- 
ests are  treatment  of  exceptional  children  and  com- 
munity and  preventive  dentistry. 

Sandler  has  been  an  associate  professor  at  the 
UNC  CH  School  of  Dentistry  since  1979.  He  servesas 
a consultant  in  dentistry  for  North  Carolina  Headstart 
programs  and  project  director  of  the  Robert  Wood 
Johnson  Ambulatory  Care  Program  which  has  set  up 


two  dental  clinics  in  cooperation  with  the  Orange 
County  Health  Department. 


A relatively  recent  development  in  basic  medical 
research,  the  fluorescence  photobleaching  technique, 
was  the  topic  of  an  international  workshop  Oct.  25-29 
at  the  University  of  North  Carolina  at  Chapel  Hill. 

“The  UNC  Department  of  Anatomy  and  laboratories 
for  cell  biology  have  adopted  a plan  to  host  an  interna- 
tional workshop  in  some  area  of  contemporary  biol- 
ogy each  academic  year,”  said  Dr.  Charles  R.  Hack- 
enbrock,  chairman  of  anatomy  and  director  of  the 
department’s  laboratories  for  cell  biology. 

The  first  departmental  workshop,  which  has  been 
organized  by  Dr.  Kenneth  A.  Jacobson,  associate 
professor  of  anatomy,  will  bring  together  people,  for 
the  first  time,  who  have  been  working  on  the  photo- 
bleaching  technique  to  share  the  results  and  the  in- 
terpretation of  their  research. 

The  approximately  60  participants  have  been  drawn 
from  Canada,  Europe,  Israel  and  the  United  States, 
with  an  additional  10-15  from  the  University. 

Funding  for  the  workshop  has  been  provided  by  the 
UNC-CH  School  of  Medicine,  Burroughs  Wellcome 
Co.,  the  National  Science  Foundation  and  the  U.S. 
Army  Research  Office. 


Joyce  L,.  Mackinnon  has  been  promoted  to  assistant 
professor  in  the  School  of  Medicine’s  department  of 
medical  allied  health  professions  effective  Oct.  1. 


The  appointments  of  four  assistant  professors  in  the 
School  of  Medicine  have  been  announced  by  Chan- 
cellor Christopher  C.  Fordham  III. 

Dr.  Robert  E.  Jay  and  Theodore  1.  King  II  were 
appointed  assistant  professors  of  medical  allied  health 
professions  effective  Aug.  1 . Dr.  David  Siscovick  was 
appointed  assistant  professor  of  medicine  effective 
Sept.  1 and  Dr.  Edward  Teeple  Jr.  was  appointed 
assistant  professor  of  anesthesiology  effective  July  1 . 

Jay  was  an  assistant  professor  at  the  University  of 
Tulsa  for  five  years  before  coming  to  UNC-CH.  Pre- 
viously he  was  a speech  clinician  and  then  a speech 
pathologist  and  special  education  team  leader  at  the 
University  of  Northern  Colorado. 

An  Indiana  native.  Jay  earned  his  B.  A in  1969  from 
the  University  of  Colorado,  hisM.S.  in  1971  from  East 
New  Mexico  University  and  his  Ph.D.  in  1977  from 
Vanderbilt  University. 

King  was  an  instructor  at  the  University  of  Wiscon- 
sin at  Madison  for  a year  before  joining  the  faculty. 
Previously  he  was  senior  staff  therapist  at  University 
Hospital  of  the  University  of  Michigan,  and  he  has 
worked  as  an  occupational  therapist  and  a biology 
teacher  in  Michigan  public  schools. 

A Michigan  native,  he  earned  his  B.S.  in  1970  from 
Michigan  State  University,  his  M.O.T.  in  1978  from 
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Western  Michigan  University  and  his  Ph.D.  in  1980 
from  Michigan  State. 

Siscovick  was  a fellow  at  the  University  of  Wash- 
ington for  the  last  two  years,  and  previously  he  served 
his  internship  and  residency  there. 

A Maryland  native,  he  earned  his  B.A.  in  197 1 from 
the  University  of  Pennsylvania  and  his  M.D.  in  1976 
from  the  University  of  Maryland. 

Teeple  has  been  a fellow  in  anesthesiology  at 
UNC-CH  since  last  year,  having  previously  served  his 
internship  at  Overlook  Hospital  in  Summit,  N.J.,  and 
his  residency  at  Jackson  Memorial  Hospital  in  Miami, 
Fla. 

A New  Jersey  native,  he  earned  his  B.S.  in  1973 
from  Rutgers  University  and  his  M.D.  in  1977  from  the 
New  Jersey  College  of  Medicine. 


Some  50  postdoctoral  fellows  and  core  faculty 
members  of  the  Cancer  Research  Center  participated 
in  the  Sixth  Annual  Postdoc-Faculty  Research  Days  at 
the  Quail  Roost  Conference  Center  in  Rougemont 
Oct.  1 and  2. 

Guest  speaker  was  Dr.  Barney  C.  Lepovetsky,  chief 


of  the  manpower  branch  of  the  National  Cancer  Insti- 
tute. Faculty  members  who  presented  talks  included: 
Dr.  Clyde  Hutchinson  III,  professor  of  bacteriology 
and  immunology;  Dr.  Steven  Bachenheimer,  as- 
sociate professor  of  bacteriology  and  immunology; 
Dr.  Jack  Griffith,  associate  professor  of  bacteriology 
and  immunology;  Dr.  David  Klapper,  assistant  pro- 
fessor of  bacteriology  and  immunology;  Dr.  Stephen 
Haskill,  associate  professor  of  obstetrics  and  gyne- 
cology and  bacteriology  and  immunology;  Dr.  Philip 
Carl,  research  associate  professor  of  pharmacology; 
Dr.  David  Kaufman,  professor  of  pathology;  Dr. 
Keith  Burridge,  assistant  professor  of  anatomy;  and 
Dr.  Avram  Gold,  assistant  professor  of  environmental 
sciences  and  engineering. 

Cancer  center  trainees  reporting  on  their  work 
were:  Drs.  Jerry  Ruth.  David  Toorchen,  Jill  Siegfried, 
Berch  Henry  II,  John  Sixby,  Nancy  Olashaw,  Barbara 
Chou,  S.  Keith  Chapes,  John  Patton,  Myron  Toews, 
Richard  Rubin,  Michelle  Davis  and  research  associate 
Dr.  Alok  Datta. 

Dr.  John  Newbold,  associate  professor  of  bac- 
teriology and  immunology,  organized  the  annual 
conference,  sponsored  by  a National  Research  Ser- 
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vice  Award  training  program  and  administered  by  the 
Cancer  Research  Center.  The  training  program,  now 
entering  its  seventh  year  of  funding  by  the  National 
Cancer  Institute,  has  supported  the  research,  training 
39  postdoctoral  fellows  in  laboratories  throughout  the 
medical  school. 


Marlys  Mitchell,  associate  professor  and  director  of 
occupational  therapy,  participated  in  an  American 
Occupational  Therapy  Association  conference  pro- 
gram advisory  committee  meeting  June  8-10  in  Phila- 
delphia. 


Dr.  John  A.  Messenheimer,  assistant  professor  of 
neurology  and  medicine,  participated  in  the  American 
EEG  Society  annual  meeting  as  an  associate  examiner 
on  the  American  Board  for  Qualification  in  EEG  June 
14  in  Chicago. 


Phillip  D.  Buchanan,  adjunct  assistant  professor  of 
pediatrics,  presented  a scientific  paper  on  "Early  Pre- 
natal Ultrasound  Diagnosis  of  Urethral  Atresia  in  a 
Fetus  with  the  VATER  Association”  at  the  1981 
March  of  Dimes  14th  Annual  Birth  Defects  Confer- 
ence June  17  in  San  Diego.  Buchanan  also  was  a 
visiting  professor  at  the  Southwest  Biomedical  Re- 
search Institute.  He  presented  a talk  titled  "Review  of 
Recent  Developments  in  Prenatal  Genetic  Diagnosis” 
June  19  in  Tempe,  Ariz. 


Mary  Ellen  Jones,  Kenan  professor  and  chair- 
woman of  biochemistry,  chaired  a symposium  at  the 
annual  meeting  of  the  American  Society  of  Biological 
Chemists  June  4 in  St.  Louis.  She  also  was  elected 
councilor  of  the  society. 


Pierre  Morell,  professor  of  biochemistry,  partici- 


Believe  it  or  not,  doctor, 
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pated  in  a special  scientific  program  organized  by  the 
Multiple  Sclerosis  Society  and  chaired  two  sessions  at 
the  workshop  on  biology  of  oligodendroglin  June 
19-21  in  Airlie,  Va. 


Dr.  Charles  P.  Schuch,  assistant  professor  of  medi- 
cal allied  health  professions,  participated  in  the  Physi- 
cal Therapy  Education  Programs  directors  meeting 
during  the  annual  conference  of  the  American  Physi- 
cal Therapy  Association  June  26-27  in  Washington, 
D.C. 


Dr.  James  Mandell,  assistant  professor  of  pediatric 
urology,  presented  two  papers  and  a poster  session 
and  was  co-author  of  two  other  papers  presented  at 
the  76th  annual  meeting  of  the  American  Urological 
Association  May  10-14  in  Boston.  Dr.  Glenn  M. 
Preminger,  surgery,  presented  a paper  and  a poster 
session.  Other  co-authors  of  the  papers  or  the  poster 


session  included:  Dr.  Floyd  A.  Fried,  professor  and 
chief  of  the  division  of  urology;  Dr.  Robert  T.  Her- 
rington, associate  professor  of  pediatrics;  William  E. 
Koch,  professor  of  anatomy;  Dr.  Campbell  W.  Mc- 
Millan, professor  of  pediatrics;  and  Dr.  Donald  E. 
Woosely,  assistant  professor  of  surgery.  Preminger 
also  won  first  prize  for  best  research  paper  at  the 
residents  research  forum  of  the  N.C.  chapter  of  the 
American  College  of  Surgeons  annual  meeting  May  1 5 
in  Boone.  Fried,  Koch  and  Mandell  were  co-authors 
of  the  paper. 


Michael  G.  O’Rand,  assistant  professor  of  anat- 
omy, presented  a paper  at  the  International  Confer- 
ence on  Reproductive  Immunology  May  15-18  in  Al- 
berta, Canada. 


Charles  R.  Hackenbrock,  chairman  and  professor 
of  anatomy,  was  invited  lecturer  of  the  National 
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Council  for  Science  and  Technology  and  the  Ministry 
of  Education  at  the  Medical  Institute  of  Cluj.  May 
17-26  in  Cluj,  Romania. 


Patricia  Porter,  chief  of  the  communicative  disor- 
ders section  of  the  Division  for  Disorders  of  Develop- 
ment and  Learning,  presented  a paper  at  the  American 
Association  on  Mental  Deficiency  annual  meeting 
May  25-29  in  Detroit. 


Dr.  Joseph  S.  Pagano,  professor  of  medicine  and 
bacteriology,  and  director  of  the  Cancer  Research 
Center,  participated  in  National  Institutes  of  Health 
site  visits  May  26-28  at  the  University  of  Chicago 
Cancer  Research  Center  and  June  1-3  at  the  Medical 
College  of  Virginia  Cancer  Center  in  Richmond. 


Dr.  Harold  R.  Roberts,  professor  of  medicine  and 
pathology,  chaired  a symposium  at  the  14th  Congress 
of  the  World  Federation  of  Hemophilia  July  3-7  in  San 
Jose,  Costa  Rica. 


Dr.  Cecil  Sheps,  professor  of  community  medicine 
and  hospital  administration,  has  been  appointed  to  a 
two-year  term  on  the  membership  committee  of  the 
Institute  of  Medicine,  National  Academy  of  Sciences. 


Dr.  James  N.  Hayward,  chairman  and  professor  of 
neurology,  was  elected  president-elect  of  the  N.C. 
Society  for  Neurosciences. 


News  Notes  from  the 

EAST  CAROLINA  UNIVERSITY 

SCHOOL  OF  MEDICINE 


The  School  of  Medicine  is  joining  with  Eastern  Car- 
olina Home  Health,  Inc.,  a private,  non-profit  organi- 
zation that  provides  home-based  nursing  and  reha- 
bilitation care,  to  start  a home-based  hospice  program 
in  Pitt  County. 

The  program,  described  by  medical  director  Walter 
Pories  as  a “hospice  without  walls,”  began  offering  a 
variety  of  support  to  terminally  ill  patients  in  early 
October. 

“We  are  recruiting  a volunteer  director  who  will 
train  volunteers  to  help  patients  with  advanced  cancer 
and  their  families,”  said  Pories.  Hospice  volunteers 
will  do  many  tasks,  include  shopping,  homemaking, 
cooking  and  counseling.  They  also  will  help  coordi- 
nate ministerial  support,  maintain  equipment  and 
dressing  supplies,  and,  when  necessary,  tutor  patients 
and  their  children. 


Pories.  who  is  chairman  of  surgery  at  the  School  of 
Medicine,  said  the  Pitt  County  hospice  will  differ  from 
traditional  hospices  in  urban  areas.  According  to 
Porier,  the  hospice  program  emphasizes  care  in  the 
home  rather  than  in  an  institution  and  encourages 
physicians  to  provide  continuing  care  to  terminally  ill 
patients.  Traditionally,  physicians  frequently  refer 
their  patients  to  the  hospice  medical  director  for  care. 

“The  physicians  in  Pitt  County  are  very  interested 
in  continuing  their  care  throughout  the  entire  illness,” 
said  Pories.  “Our  hospice  encourages  this  practice 
because  it  represents  better  medicine  and  is  important 
to  the  patient  and  the  family.” 

Both  terminally  ill  patients  and  patients  with  ad- 
vanced diseases  will  be  eligible  to  participate  in  the 
program.  Admission  does  not  mean  that  no  further 
medical  therapy  will  be  given . According  to  Pories,  all 
types  of  treatment  will  be  available,  unlike  more  trad- 
itional hospice  programs  where  only  pain  control  is 
administered. 


Two  members  of  the  Department  of  Pathology  and 
Laboratory  Medicine  attended  the  annual  meeting  of 
the  Reticuloendothelial  Society  in  Milwaukee  held 
October  12-16.  Dr.  Alvin  Volkman,  professor,  and  Dr. 
Paul  H.  Strausbauch,  assistant  professor,  presented 
“Effects  of  sl'Sr  Treatment  on  Mononuclear  Phago- 
cytes” and  “Ultrastructure  of  Beige  Mouse  (C57  BL-6 
bg/bg)  Resident  Peritoneal  Macrophages.” 


Dr.  Walter  J.  Pories,  professor  and  chairman  of  the 
Department  of  Surgery,  and  Dr.  Allen  F.  Bowyer, 
professor  of  medicine,  were  guest  speakers  at  the  1981 
East  Carolina  University  Phi  Kappa  Phi  symposium 
entitled  “Higher  Education:  Trends  and  Issues  for  the 
Eighties.”  Pories  presented  “Pre-medical  Education: 
It  Takes  Years  to  Get  Over  It”  and  Bowyer  presented 
“Intellectual  Excellence:  An  Appropriate  Goal  for 
Education  in  the  Computer  Age.” 


Dr.  David  L.  Beckman,  professor  of  physiology, 
presented  two  papers  he  co-authored  with  Dr.  Daniel 
J.  Crittenden,  research  associate,  at  the  meeting  of  the 
American  Physiological  Society  in  Cincinnati  held 
October  12-16. 

At  the  meeting,  Beckman  presented  the  papers  en- 
titled “Pulmonary  Phospholipid  Changes  from 
Mechanical  Head  Injury”  and  “Blood  Glucose  and  O2 
Toxicity.” 

Beckman  and  Crittenden  also  collaborated  on  an 
article  entitled  “Protection  from  Oxygen-induced 
Seizures  by  Clonazepam  and  Propylene  Glycol.”  The 
article  appears  in  the  October  issue  of  the  Proceedings 
of  the  Society  for  Experimental  Biology  and  Medicine. 


Dr.  A.  Dewane  Frutiger,  associate  director  of  the 
Developmental  Evaluation  Clinic,  published  “Con- 
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sortium  Approach  to  Clinical  Services”  in  the  Sep- 
tember issue  of  the  American  Physical  Therapy  As- 
sociation journal. 


R.  Stephen  Porter,  Pharm.  D.,  assistant  professor 
of  family  medicine,  presented  a lecture  entitled  “Indi- 
vidualizing Drug  Therapy”  at  the  San  Jose  Health 
Center  in  California  on  October  1. 


Dr.  Lynn  G.  Borchert,  assistant  professor  of  obstet- 
rics and  gynecology,  and  Dr.  Ross  Duff,  fourth-year 
obstetrics  and  gynecology  resident,  recently  co-au- 
thored  “Diagnosis  and  Management  of  Ectopic  Preg- 
nancy.” Borchert  presented  the  paper  at  the  Ameri- 
can College  of  Obstetrics  and  Gynecology  District  4 
meeting  in  Puerto  Rico  held  October  20-25. 


Dr.  Theodore  Kushnick,  professor  of  pediatrics  and 
director  of  the  Developmental  Evaluation  Clinic,  pre- 
sented pediatric  grand  rounds  at  the  Medical  College 
of  Virginia  on  October  19. 


Dr.  Charles  E.  Boklage,  assistant  professor  of 
microbiology  and  immunology,  recently  attended  the 


annual  meeting  of  the  American  Society  of  Human 
Genetics  held  at  the  University  of  Texas  Health  Sci- 
ence in  Dallas.  Boklage  made  a poster  presentation 
which  outlined  “Twin  Zygosity  Differences  in  Devel- 
opmental Relationships.” 

Dr.  Allen  F.  Bowyer,  professor  of  medicine,  was  a 
guest  speaker  at  the  annual  Winston-Salem  Heart 
Symposium  held  at  Forsyth  Memorial  Hospital  on 
October  23.  Bowyer’ s lecture  topic  was  “The  Impact 
of  Modern  Cardiology  Techniques  on  the  Practice  of 
Medicine.” 


Dr.  Paul  L.  Fletcher  Jr.,  associate  professor  of  mi- 
crobiology, recently  attended  the  annual  Research 
Park  Liquid  Chromatography  Symposium  and  pre- 
sented “Separations  of  Peptides  and  PTH  Amino 
Acids.”  The  symposium  was  sponsored  by  Burroughs 
Wellcome  and  Waters  Associates. 


Dr.  Dennis  R.  Sinar,  associate  professor  of  medi- 
cine, presented  “The  Adverse  Effects  of  Lidocaine  on 
Esophageal  Peristalsis”  at  the  American  Federation 
of  Clinical  Research  symposium  in  Boston.  The  sym- 
posium was  held  October  22-23. 


Drs.  Lynis  Dohm,  Hisham  A.  Barakat  and  George 


Since  1916,  Saint  Albans  Psychiatric  Hospital  has  been 
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J.  Kasperek,  associate  professors  of  biochemistry, 
were  recently  granted  $54,619  from  the  National  In- 
stitute of  Arthritis,  Diabetes,  Digestive  and  Kidney 
Diseases,  NIH.  The  grant  will  be  used  to  study  “Con- 
trol of  Muscle  Protein  Metabolism  During  Exercise.” 


Dr.  Ronald  S.  Johnson,  a molecular  biologist,  has 
been  appointed  assistant  professor  of  biochemistry. 
Johnson  recently  completed  a postdoctoral  fellowship 
at  the  University  of  California  at  Berkeley.  He  re- 
ceived his  bachelor’s  degree  and  Ph.D.  from  North- 
western University. 


Dr.  Everett  C.  Simmons  has  been  appointed  assis- 
tant professor  of  psychiatric  medicine.  Prior  to  joining 
the  faculty  at  the  School  of  Medicine.  Simmons  was  in 
a private  general  psychiatric  practice  in  Columbia, 
S.C.  He  also  was  the  medical  advisor  for  the  Division 
of  Program  Integrity  in  the  Department  of  Social  Ser- 
vices in  Columbia.  Simmons  received  his  bachelor  of 
science  degree  from  Berea  College  in  Kentucky  and 
his  medical  degree  from  the  University  of  Tennessee. 


Dr.  John  E.  Wimmer  Jr.  has  been  appointed  assis- 
tant professor  of  pediatrics  and  director  of  the 


neonatal  outreach  program  for  29  counties  in  Eastern 
North  Carolina.  Wimmer  was  previously  director  of 
the  neonatal  unit  at  the  Naval  Regional  Medical 
Center  in  San  Diego.  He  also  served  as  assistant  clini- 
cal professor  of  pediatrics  at  the  University  of  Califor- 
nia in  San  Diego.  He  received  his  bachelor  of  science 
degree  from  Randolph-Macon  College  and  his  medical 
degree  from  the  Medical  College  of  Virginia. 


News  Notes  from  the 
DUKE  UNIVERSITY 
MEDICAL  CENTER 


Because  of  the  the  increased  demand  for  family 
medicine  training,  the  Duke  University  School  of 
Medicine  has  added  a required  clinical  rotation  in 
family  practice.  The  curriculum  change  places  family 
medicine  on  an  equal  basis  with  the  other  five  major 
clinical  specialties  — internal  medicine,  pediatrics, 
psychiatry,  surgery  and  obstetrics-gynecology. 

Half  of  the  eight-week  clerkship  is  spent  in  the  office 
of  a practicing  family  physician,  most  of  whom  are 
scattered  throughout  North  Carolina,  primarily  in 
small  towns.  The  family  practice  clerkship  also  re- 
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such  therapy.  Increased  respiratory  se- 
cretions, nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to 
reserpine-treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia 


(especially  with  hepatic  cirrhosis  and 
corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and 
diarrhea  Potassium  loss  may  cause  digitalis 
intoxication.  Potassium  loss  responds  to 
potassium-rich  foods,  potassium  chloride  or, 
if  necessary,  discontinuation  of  therapy. 
Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  2 weeks  before  surgery 
or  if  myocardial  irritability,  progressive 
azotemia  or  severe  depression  occur. 
Exercise  caution  in  patients  with  chronic 
uremia,  angina  pectoris,  coronary  thrombosis 
or  extensive  cerebral  vascular  disease  or 
bronchial  asthma  and  in  those  with  a history 
of  peptic  ulceration  or  bronchial  asthma;  in 
post-sympathectomy  patients;  in  patients 
on  quinidine;  and  in  patients  with  gallstones, 
in  whom  biliary  colic  may  occur.  Patients 
who  have  diabetes  mellitus  or  who  are 
suspected  of  being  prediabetic  should  be 
kept  under  close  observation  if  treated  with 
this  agent. 
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quires  medical  students  to  spend  a month  in  a Durham 
family  medicine  clinic. 

The  rotation  is  supported  by  a $720,000  three-year 
grant  from  the  Department  of  Health  and  Human  Ser- 
vices. 


Dr.  Talmage  L.  Peele,  professor  emeritus  of  anat- 
omy and  neurology  at  Duke  University  Medical  Cen- 
ter, died  Sept.  1 1 of  an  apparent  heart  attack  while  on 
vacation  in  Pirgos,  Greece.  He  was  73. 

Peele  was  a Duke  faculty  member  for  42  years.  He 
was  best  known  for  his  textbook.  The  Neuroanatomic 
Basis  for  Clinical  Neurology , first  published  in  1954. 
His  research  in  how  neuroanatomy  affects  behavior 
laid  the  groundwork  for  later  discoveries  in  nervous 
system  chemistry.  Peele  graduated  from  Duke’s 
medical  school  in  the  class  of  1934,  the  first  full  four- 
year  class. 


Dr.  Robert  Machemer,  chairman  of  the  Duke  Uni- 
versity Medical  Center  Department  of  Ophthalmol- 
ogy, was  awarded  the  highest  honor  of  the  German 
Ophthalmology  Society.  Machemer,  who  is  a pioneer 
in  the  development  of  eye  surgery  techniques,  was 
awarded  the  Von  Graefe  prize  in  September.  The 
prize  is  awarded  by  the  society  every  three  years. 


Machemer  was  awarded  the  prize  in  recognition  of 
his  contributions  to  vitreous  surgery,  the  ophthalmic 
specialty  that  he  initiated. 


Dr.  Phillip  Handler,  James  B.  Duke  Professor  of 
Biochemistry,  was  awarded  the  National  Medal  of 
Science  by  President  Ronald  Reagan. 

Handler  served  as  chairman  of  the  National  Acad- 
emy of  Sciences  from  1969  to  1981  and  was  chairman 
of  the  National  Science  Board  from  1962-1970.  He 
retired  from  the  academy  in  July.  Except  for  his  12- 
year  extended  leave  to  serve  at  the  academy.  Handler 
has  been  at  Duke  since  1939. 

“This  award  is  the  highest  distinction  that  any  sci- 
entist can  receive  in  this  nation,”  said  Dr.  William  G. 
Anlyan,  vice  president  for  health  affairs.  “Dr.  Hand- 
ler has  earned  this  very  special  honor  as  an  outstand- 
ing leader  of  American  science  for  these  many  years. 
We  are  proud  to  have  him  as  a member  of  the  Duke 
family.” 


The  Duke  Poison  Control  Center  received  a toll-free 
number  Nov.  1:  1-800-672-1697. 

The  Duke  Center,  directed  by  Dr.  Shirley  K.  Os- 
terhout,  is  recognized  as  the  state  poison  control 
center  by  all  N.C.  state  departments  and  bureaus.  The 
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center  provides  an  easily  accessible  central  informa- 
tion resource  for  identification  of  toxic  substances  and 
treatment  of  poisonings. 

The  Duke  Poison  Control  Center  was  established  in 
1954.  the  second  one  in  the  nation,  as  part  of  Duke’s 
Department  of  Pediatrics.  Dr.  Jay  Arena  was  the 
founder. 


Two  Duke  University  Medical  Center  scientists  and 
a professor  in  the  Duke  School  of  Law  have  been 
elected  to  the  National  Academy  of  Sciences’  Insti- 
tute of  Medicine. 

Dr.  Wolfgang  K.  Joklik,  James  B.  Duke  Professor 
of  microbiology  and  immunology,  Dr.  Samuel  L. 
Katz,  Wilburt  C.  Davison,  Professor  of  pediatrics, 
and  Clark  Havighurst,  Professor  of  law,  were  selected 
for  membership  in  the  society  because  of  their  signifi- 
cant contributions  to  medicine  and  health  care. 

The  Institute  is  limited  to  400  members  and  was 
chartered  by  the  National  Academy  of  Sciences  in 
1 970  to  provide  a continuing  review  of  the  problems  of 
medicine  and  health  care. 

Joklik  is  an  authority  in  the  field  of  virology  — the 
branch  of  microbiology  concerned  with  viruses  and 
viral  disease.  His  research  has  been  concentrated  on 


the  mechanisms  by  which  viruses  multiply  and  how 
they  affect  their  hosts.  He  has  served  on  numerous 
advisory  and  professional  committees  in  the  field  of 
virology  and  molecular  cell  biology,  has  published 
widely  and  is  senior  editor  of  Zinsser  Microbiology, 
the  standard  text  in  that  field.  Joklik  has  been  chair- 
man of  Duke’s  Department  of  Microbiology  and  Im- 
munology since  1%8. 

Katz  is  renowned  for  his  work  in  infectious  diseases 
and  pediatrics.  Working  with  Nobel  Laureate,  Dr. 
John  F.  Enders,  he  developed  the  measles  vaccine 
which  has  been  used  throughout  the  world  to  reduce 
the  frequency  of  that  infection  in  infants  and  children. 
Katz  has  served  on  many  committees  dealing  with 
infectious  diseases  and  with  methods  for  their  control. 
He  is  author  or  co-author  of  several  books  dealing 
with  infectious  diseases,  especially  those  of  viral  ori- 
gin. He  has  been  chairman  of  Duke’s  Department  of 
Pediatrics  since  1968. 

Clark  Havighurst  is  an  authority  on  the  legal  issues 
in  health  care.  He  has  been  professor  in  Duke’s  law 
school  since  1968,  and  he  also  serves  as  an  adjunct 
scholar  in  law  and  health  policy  with  the  American 
Enterprise  Institute  for  Public  Policy  Research  in 
Washington,  D.C.  Since  1969.  Havighurst  has  directed 
a federally  funded  research  program  on  legal  issues 


Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
Ef,  Sleep  Disturbances 
M Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery, 
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alcoholism  and  drug  dependency  conditions 
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in  health  care  at  the  law  school.  In  1972-  73,  he  was 
scholar-in-residence  at  the  Institute  of  Medicine  ot  the 
National  Academy  of  Sciences.  . 

He  has  published  widely,  and  is  on  the  editorial 
boards  of  American  Journal  of  Law  and  Medic  ine  and 
Journal  of  Health  Politics,  Policy  and  Law.  He  is 
the  author  of  Deregulating  the  Health  Industry, 
scheduled  for  publication  at  the  end  of  this  year. 


Thorir  D.  Bjomsson,  assistant  professor  in  the  De- 
partments of  Pharmacology  and  Medicine,  received  a 
$44,133  research  grant  from  the  National  Heart,  Lung 
and  Blood  Institute  to  study  clinical  pharmacology  of 

heparin.  . 

Vincent  W.  Dennis,  associate  professor  in  the  De- 
partment of  Medicine,  received  a $43,276  National 
Research  Service  Award  from  the  National  Institute 
of  Arthritis,  Metabolism  and  Digestive  Diseases  to 
study  kidney  structure  and  function  in  health  and  dis- 
ease. . _ , 

Robert  B.  Jennings,  professor  and  chairman  ot  the 

Department  of  Pathology,  received  a $122,647  re- 
search grant  from  the  National  Heart,  Lung  and  Blood 
Institute.  Jennings  will  use  the  grant  to  study  myocar- 
dial ischemia.  . 

Keith  A.  Reimer,  associate  professor  in  the  De- 
partment of  Pathology,  was  awarded  a $52,181  re- 
search grant  from  the  National  Heart,  Lung  and  Blood 
Institute  to  study  myocardial  ischemia  and  reperfu- 
sion. 

Dan  G.  Blazer,  associate  professor  in  the  Depart- 
ment of  Psychiatry,  received  a $35,183  development 
award  from  the  National  Institute  of  Mental  Health  to 
study  “Environmental  Stress  and  Mental  Health  in 
the  Elderly.” 

Paul  L.  Modrich,  associate  professor  in  the  De- 
partment of  Biochemistry,  received  a $160,403  re- 
search grant  from  the  National  Institute  ot  General 
Medical  Sciences  to  study  “Enzymatic  Basic  of  Type 
11  Restriction  and  Modification.” 

Montrose  J . Moses,  professor  in  the  Department  of 
Anatomy,  received  a $47,452  research  grant  from  the 
National  Institute  of  General  Medical  Sciences  for 
“Chromosome  Analysis  in  Lemuriform  Primates. 

Paul  M.  Conn,  assistant  professor  in  the  Depart- 
ment of  Pharmacology,  was  awarded  a $31,644  re- 
search grant  from  the  National  Institute  of  Child 
Health  and  Human  Development  to  study  “Gonado- 
tropin Releasing  Hormone  Actions  — Role  of  CA2 
Ions.” 

Redford  B.  Williams  Jr.,  professor  of  psychiatry 
and  assistant  professor  of  medicine,  received  a 
$38,257  development  award  from  the  National  Insti- 
tute of  Mental  Health  to  study  behavioral  mechanisms 
in  cardiovascular  diseases. 

Page  A.  Anderson,  associate  professor  in  the  divi- 
sion of  pediatric  cardiology,  received  a $78,258  re- 
search grant  from  the  National  Heart,  Lung  and  Blood 
Institute  for  a project,  “Developing  Heart:  Biophysi- 
cal Aspects.” 


Robert  L.  Hill,  professor  and  chairman  of  the  De- 
partment of  Biochemistry,  received  a $143,212  re- 
search grant  from  the  National  Institute  of  General 
Medical  Sciences  to  study  the  structure  and  function 
of  proteins. 

George  S.  Eisenbarth,  assistant  professor  in  the 
division  of  endocrinology,  received  a new  investigator 
research  award  of  $31,601  from  the  National  Institute 
of  Arthritis,  Metabolism  and  Digestive  Diseases.  He  is 
studying  the  characterization  of  islet  cell  surface 

molecules.  . 

Sharyn  A.  Endow,  assistant  professoi  in  the  De- 
partment of  Microbiology  and  Immunology,  received 
a research  grant  of  $13,700  from  the  March  ot  Dimes 
Birth  Defects  Foundation. 

George  L.  Maddox,  director  of  the  Center  for  the 
Study  of  Aging  and  Human  Development,  received  a 
$103,817  grant  from  the  Department  of  Health  and 
Human  Services  for  a gerontology  career  preparation 
program. 

D.  Bernard  Amos,  professor  of  immunology  and 
experimental  surgery,  was  awarded  a $264,079  na 
tional  research  service  award  from  the  National 
Cancer  Institute.  Amos  is  studying  tumor  immunol- 
ogy and  immunogenetics. 

Brenda  E.  Armstrong,  assistant  professor  in  the 
division  of  pediatric  cardiology,  received  a $40,038 
clinical  investigator  award  from  the  National  Heart, 
Lung  and  Blood  Institute.  Armstrong's  area  of  study 
is  clinical  medicine. 


News  Notes  from  the 
BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Wells  Martin  III  has  been  appointed  to  the 
faculty  of  the  Bowman  Gray  School  of  Medicine  as 
assistant  professor  of  radiology. 

As  a diagnostic  radiologist,  Martin  is  interested  in 
general  skeletal,  orthopedic  and  emergency  radi- 
ology. His  primary  research  interest  is  in  rheumatol- 
ogy studies. 

Martin  holds  the  B.A.  degree  from  Dartmouth  Col- 
lege and  the  M.D.  degree  from  the  Cincinnati  College 
of  Medicine.  His  house  officer  training  was  completed 
at  the  University  of  Virginia  Hospital. 

Prior  to  coming  to  Bowman  Gray,  Martin  was  staff 
radiologist  at  Albemarle  Hospital  in  Elizabeth  City. 


Dr.  John  F.  Hennessy,  associate  professor  of  medi- 
cine at  Bowman  Gray,  has  won  a national  competition 
sponsored  by  the  American  Diabetes  Association. 
Winning  has  resulted  in  his  receiving  an  award  of 
$8,000  from  the  association. 

Hennessy  will  use  the  grant  in  research  on  the  ef- 
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fects  o!  nit  red  red  cell  metabolism  in  long-term  dia- 
betes. 

He  is  studying  the  mechanisms  that  prevent  red 
cells  from  delivering  oxygen  to  the  body’s  tissues  as 
they  normally  do,  and  the  effect  which  the  resulting 
oxygen  debt  has  on  diabetics  over  a long  period.  In 
addition  he  is  trying  to  determine  how  those  mecha- 
nisms can  be  altered  to  enable  the  red  cells  to  release 
oxygen. 


The  same  reluctance  which  once  kept  people  from 
openly  discussing  breast  cancer  and  breast  self- 
examination  still  makes  people  unwilling  to  talk  about 
testicular  cancer  and  testicular  self-examination. 

That  was  part  of  the  message  brought  to  Bowman 
Gray  by  a cancer  nurse  attending  a meeting  at  the 
medical  school. 

Judith  Sandella,  a nurse  at  the  M.D.  Anderson  Hos- 
pital and  Tumor  Institute,  said  during  the  meeting  it 
has  only  been  in  the  last  year  that  the  subject  of  tes- 
ticular cancer  has  received  attention  in  the  press. 

Mrs.  Sandella  was  speaking  to  other  cancer  nurses 
attending  the  annual  conference  of  the  Pieumont  On- 
cology Association  (POA).  The  POA  consists  of  can- 
cer specialists  in  a five-state  region  who  work  with 
Bowman  Gray’s  Cancer  Research  Center  in  obtaining 
the  latest  developments  in  cancer  treatment.  The  can- 
cer nurses  attended  meetings  as  part  of  the  POA  con- 
ference. 

Mrs.  Sandella  suggested  that  males  ought  to 
undergo  examination  of  the  testicles  by  a physician 
during  yearly  checkups.  And,  she  said,  by  the  age  of 
15,  young  men  ought  to  have  learned  and  be  practicing 
testicular  self-examination.  School  health  programs 
and  physical  education  programs  are  in  a particularly 
useful  position  to  teach  both  about  the  problem  and 
the  self-examination,  she  added. 


When  the  federal  government  gives  approval  for  the 
widespread  use  of  a new  ultrasound  machine  called 
MAVIS,  and  that  approval  may  come  quite  soon,  it 
will  owe  much  to  Bowman  Gray’s  ultrasound  program 
and  to  people  like  Dr.  Chris  Wood. 


Wood  is  an  English  surgeon  who  has  spent  more 
than  a year  at  Bowman  Gray  helping  to  prove  that 
MAVIS  lives  up  to  the  dream  of  its  inventor. 

MAVIS  is  an  acronym  for  Mobile  Artery  and  Vein 
Imaging  System.  The  machine  is  built  in  England  by 
Picker  International,  Ltd. 

According  to  Wood,  who  now  has  returned  to  En- 
gland, MAVIS  uncovers  atherosclerosis  in  such  ar- 
teries as  the  carotids  and  vertebrals  by  uncovering  the 
blood  turbulence  occurring  as  the  result  of  atheroscle- 
rotic buildup  on  the  artery  wall. 

Wood  worked  to  see  that  MAVIS  met  its  specifica- 
tions and  conducted  research  with  others  to  better 
define  the  potential  applications  of  the  machine.  The 
research  uncovered  information  that  MAVIS  may 
help  measure  the  effect  of  artery  problems  within  the 
skull,  problems  which  traditionally  have  been  inac- 
cessible to  ultrasound.  And  MAVIS  has  been  shown 
to  have  the  potential  for  uncovering  atherosclerosis  in 
certain  arteries  while  the  disease  is  in  its  earliest 
stages. 


Dr.  George  Podgorny,  clinical  associate  professor 
of  surgery  (emergency  medicine),  has  been  elected 
chairman-elect  of  the  Board  of  Directors  of  the 
Emergency  Medicine  Foundation  of  Dallas,  Texas. 


Dr.  Charles  H.  McLesky,  assistant  professor  of 
anesthesia,  has  been  selected  to  serve  on  the  editorial 
advisory  board  of  the  “Anesthetist  Update  Series’’ 
and  has  been  elected  an  alternate  delegate  from  North 
Carolina  to  the  meeting  of  the  American  Society  of 
Anesthesiologists. 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGIC 
AND  OTOLARYNGOLOGIC  ALLERGY 
Dr.  John  Foust  of  Charlotte  was  chosen  2nd  president 
elect  of  the  American  Academy  of  Ophthalmologic 
and  Otolaryngologic  Allergy  at  its  meeting  in  Septem- 
ber in  New  Orleans.  Dr.  George  Viscomi  of  Clear- 
water, Fla.,  was  installed  as  president. 


SAMUEL  BUTLER  1 1835-1902] 

They  regard  bodily  ailments  as  the  more  venial  in  proportion  as  they  have  been  produced 
by  causes  independent  of  the  constitution.  Thus  if  a person  ruin  his  health  by  excessive 
indulgence  at  the  table  or  by  drinking,  they  count  it  to  be  almost  a part  of  the  mental  disease 
which  brought  it  about,  and  so  it  goes  for  little,  but  they  have  no  mercy  on  such  illnesses  as 
fevers  or  catarrhs  or  lung  diseases,  which  to  us  appear  to  be  beyond  the  control  of  the 
individual. 

Erewhon,  Ch.  X 
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In  Memoriam 


KWAN  BEEN  CHOI,  M.D. 

Dr.  Kwan  Been  Choi  died  Aug.  24,  1981,  at  Duke 
Hospital  in  Durham. 

Born  March  25,  1938,  in  Seoul,  Korea,  Dr.  Choi 
graduated  from  the  Catholic  Medical  College  in  Seoul 
in  1963.  He  received  his  neurological  training  at  Ellis 
Hospital,  Schenectady,  N.Y.,  in  1967-68,  Veterans 
Administration  Hospital,  Bronx,  1969-70,  Albany 
Medical  College  Hospital,  Albany,  N.Y.,  1970-72,  and 
the  Bowman  Gray  School  of  Medicine,  1972-73. 

He  practiced  neurology  at  the  Lynchburg  Training 
School  Hospital,  1973-74,  and  the  Veterans  Adminis- 
tration Hospital,  Fayetteville,  1974-76.  He  began  the 
practice  of  neurology  at  Southeastern  General  Hos- 
pital in  Lumberton  in  April  of  1976. 

He  was  a Diplomate  of  the  American  Board  of 
Neurology  and  a member  of  the  Robeson  County 
Medical  Society  and  the  American  Medical  Associa- 
tion. 

He  is  survived  by  his  wife,  Sal  Hue  Choi;  three 
sons,  Richard,  Toney  and  Inho;  his  mother  and  four 
sisters. 

ROBESON  COUNTY  MEDICAL  SOCIETY 

HUGH  ARCHIE  MATTHEWS,  M.D. 

Dr.  Hugh  Archie  Matthews  of  Cullowhee,  physi- 
cian and  adjunct  professor  at  Western  Carolina  Uni- 
versity, died  Wednesday,  May  13,  1981,  in  a Sylva 
hospital  following  a long  illness.  He  was  66. 

Matthews  was  a native  of  Buies  Creek  and  was  the 
son  of  the  late  Neil  Archie  and  Annie  Jane  Stewart 
Matthews. 

He  attended  Buies  Creek  Academy,  Wake  Forest 
University,  and  earned  his  master’s  degree  at  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  before  enter- 
ing medicine.  He  went  from  Chapel  Hill  to  Yale  for 
two  years  of  post-graduate  work  in  student  develop- 
ment before  taking  up  medical  studies  at  Duke  Uni- 
versity. He  did  his  medical  internship  at  Johns  Hop- 
kins University  in  Baltimore,  Maryland. 

He  served  with  the  U.S.  Fifth  Army  in  World  War  II 
in  the  Mediterranean  Theater. 

After  the  war,  Matthews  began  a 22-year  career  as  a 


family  physician  in  Canton.  His  interest  in  preparing 
paramedical  workers  to  serve  mountain  counties  took 
him  to  Western  Carolina  University  in  1969. 

Matthews,  class  of  ’34,  was  cited  for  his  years  of 
service  to  humanity  in  such  capacities  as  boys’  work 
secretary,  counselor  to  migrant  laborers,  high  school 
teacher,  battalion  surgeon  (Army  Medical  Corps), 
family  physician,  and  director  of  health  services  and 
adjunct  professor  of  nursing  and  health  services  at 
Western  Carolina  University.  He  held  the  last-named 
position  for  10  years  prior  to  his  retirement  in  1978. 

The  physician-author  held  membership  in  numer- 
ous professional  societies  and  contributed  frequently 
to  medical  journals,  including  the  North  Carolina 
Medical  Journal,  and  health  publications,  and  was 
guest  lecturer  at  Bowman  Gray  School  of  Medicine. 
He  published  ‘'Neil’s  Way,”  a biographical  study  of 
his  boyhood  home  and  family,  and  also  authored 
‘‘Leaves  From  the  Notebook  of  An  Appalachian 
Physician.” 

Matthews  was  former  president  of  the  State  of 
Franklin  Health  Council.  Inc.,  and  executive  board 
member  of  the  Western  North  Carolina  Health  Sys- 
tems Agency.  He  received  the  Distinguished  Service 
Award  of  the  North  Carolina  Public  Health  Associa- 
tion in  1962  and  served  as  chairman  of  the  North 
Carolina  Medical  Society’s  Committee  on  Rural 
Health  and  Education  for  six  years.  He  was  founder 
and  first  president  of  the  North  Carolina  Rural  Health 
and  Safety  Council. 

He  served  on  Governor’s  Commissions  on  cancer, 
centers  for  disturbed  children,  and  N.C.  Highway 
Safety  Council.  He  was  a member  of  the  board  of 
trustees  of  Campbell  University  and  was  former 
member  of  the  General  Board  of  the  Baptist  State 
Convention. 

Surviving  are  his  wife,  Ruth  Burch  Matthews;  a 
daughter,  Mrs.  Stephen  G.  Takacs  of  Raleigh;  a son, 
Albert  B.  Matthews  of  Maggie  Valley;  three  sisters, 
Mrs.  W.  C.  Johnson  of  Waynesville,  Mrs.  L.  C.  Greg- 
ory of  Angier,  and  Mrs.  A.  Z.  Byrd  of  Raleigh;  four 
brothers,  Lee  A.  Matthews  of  Canton,  P.  W.  Mat- 
thews of  Lillington,  and  N.  P.  and  O.  G.  Matthews  of 
Buies  Creek;  and  a granddaughter. 
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PHYSICIAN  OWNED  in  the 
PHYSICIAN’S  INTEREST 


North  Carolina’s  LARGEST  insuror  of  physicians’  and  surgeons’  professional 
liability  in  the  private  practice  market  offering  our  insured: 

— availability  of  limits  up  to  $5,000,000 

— experienced  judicious  claims  service 

— active  malpractice  prevention/occurrence  management  program 

— participation  in  the  company  through  a Board  of  Directors  elected  entirely 
by  policyholders  and  guaranty  carital  holders 

— many  others  advantages 


Medical  Mutual  Insurance  Company 
of  North  Carolina 
and  MEDICAL  INSURANCE  AGENCY 

222  N.  Person  Street,  P.O.  Box  27444  * Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

FAMILY  PHYSICIAN  to  join  2-man  family  practice  next  door  to  300 
bed  hospital.  Excellent  privileges.  Salary  guaranteed  with  fringes 
and  incentives.  Partnership  at  end  of  2nd  year.  Contact  E.  P. 
Dickerson,  M.D.,  Westside  Family  Physicians,  Suite  5500,  2010 
59th  St.  W.,  Bradenton,  FI  33529.  813-792-2211. 

FOR  SALE:  John  Deere  400  hydrostatic  tractor,  mower  and  tiller. 
175  hours  of  use  on  tractor.  Call  919-471-1891  for  details. 

FOR  SALE:  Scientific  counter-cabinet  units.  Center  and  wall  units 
available.  Drawers  are  on  rollers,  doors  have  hidden  hinges  and  all 
edged  are  banded.  All  sinks  are  stainless  steel  and  are  provided  with 
a distilled  water  outlet.  Electrical  receptacles  are  attached  to 
counter  tops.  Interfacing  glassware  washer  and  fume  hood  are 
available.  Call  919-471-1891  for  details. 

FOR  SALE:  Medical  Clinic  in  northern  Durham  County.  3400  sq.  ft. 
located  on  2 acres.  Large  laboratory  with  safety  equipment.  Call 
919-471-1891  for  details. 


FOR  SALE:  Ranch  style  home  in  northern  Durham  County  adjacent 
to  above  medical  clinic.  3100  sq.  ft.  located  on  8 acres.  Horse  stable 
with  tack  rooms.  Pasture  is  fenced.  Call  919-471-1891  for  details. 

NEW  3 BEDROOM,  3'/2  bath  Condo  in  Hilton  Head.  On  Golf  Course 
with  Private  Tennis  and  Pool.  One  mile  to  ocean.  Taking  applica- 
tions for  1982.  Contact  John  M.  Wendell,  Jr.,  at  804-874-4428. 

LOCUM  TENENS  PHYSICIAN  Available:  N.C.  only  Family  Prac- 
tice and  ER  American  Trained,  3 year  FP  Residency  — 6 years  FP 
experience,  office  Hospital  — ER  — nursing  home.  Charge  $40/hr 
— min  8 hr  1 day  working.  Max  5 days  — 40^  mile  traveling. 
Contact  Thomas  White,  M.D.,  Box  3403,  Kinston,  N.C.  28501. 
Home  919-523-6106,  Office  919-522-7904. 

POSITION  AVAILABLE:  Medical  Director,  Henderson  County 
Health  Department  located  in  Hendersonville,  N.C.  Responsibility 
for  medical  leadership  of  40  + employees  in  a progressive  county 
health  department  and  includes  a considerable  amount  of  direct 
patient  care  time.  A background  in  family  practice  is  highly  desira- 
ble, although  pediatrics  and  OB/GYN  would  also  be  quite  useful. 
Salary  range  from  $40,668  — $51,937.  For  further  information  call 
George  Bond  at  704-692-4223  or  address  inquiries  to  Henderson 
County  Health  Department,  1347  Spartanburg  Highway,  Hender- 
sonville, N.C.  28739. 
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FOR  THE  CHEMICALLY  DEPENDENT 


At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 


Professional  counseling  staff 
Family  program 
After-care  program 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH) 


Center 


F O Box  240197, 1715  Sharon  Road  West.  Charlotte,  N.C.  28224  For  Information  Call  (704)  554-0285 
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rOU  KNOW  ITS  REALLY 
IX1ETY  SYMPTOMS 


lis  presenting  symptoms:  palpitations,  chest  pain, 


For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 


If  » • -fit 


toms  also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazeparn/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


/ — \ 
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summarv  of  ororiuct  information  on  tho  followinn  nanp 

VALIUM  (diazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety-  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  ot  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  In  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i  d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i  d.  or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d.  Geriatric  or  debilitated  patients:  2 to  2’/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  21/2  mg  t.i.d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 
■'’■'Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

'/Supplied  by  Roche  Laboratories,  Division'of 
H’1'  -an  La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CARO  UNA 
and  SOUTH  CAROUNA  since  1919. 


We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


DRAMATIC 

NEWCLNGAL 

PROOF’ 

In  the  treatment  of  impetigo - 

•KX)%  cure  rate  with 

Tegopentcloxacin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 


‘Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Information 

TEGOPEN1* 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  tudged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
' : ■ ' ■;  If  t he  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  ot  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillm 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillm 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  ot  staphylococci  have  been  capable  ot  producing  serious  disease,  in 
some  instances  resulting  in  fatality.  Because  of  this,  there  is  concern  that  widespread  use  ot  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  tact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  ot  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  1 4 healedt  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

O 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic'  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(doedllin  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  eg,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a tew  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h 

Children:  50  mg  /Kg. /day  in  equally  divided  doses  q 6h  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  tor  maximum  absorption 
NB  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution — 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 


The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  1 00  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  — No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


L.  & J.  Slade  Crumpton,  Inc 


Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.'s  — N.C.  Engineers  — N.C. C.P.A.’s 


DR.  COLLINS  ISN’T  PAYING  HIS 
MALPRACTICE  INSURANCE  PREMIUM 

THIS  YEAR. 


But  he’ll  still  be  covered.  Because  the  Army  covers  it.  Jack  Collins  is  an  Army 
surgeon.  And  he  doesn’t  have  to  burden  himself  with  the  details  of  running  a civilian 
surgical  practice.  The  Army  does  the  worrying  for  him. 

It  works  out  better  for  Dr.  Collins.  And  for  the  Army.  He  has  a relatively  trouble  free 
practice.  And  the  Army  has  a first-rate  surgeon. 

There  are  other  rewards  for  being  an  Army  surgeon.  Like  the  starting  salary.  For 
$35,600,  it  even  pays  to  start  at  the  bottom. 

Every  Army  surgeon  is  commissioned  as  a Captain  or  higher.  He  earns  30  days  paid 
vacation  a year.  And  his  noncontributory  retirement  benefits  are  substantial. 

Jack  Collins  joined  the  Army  to  practice  surgery.  . .not  bookkeeping,  typing,  accoun- 
ting, or  hiring  office  help.  Army  medicine  is  as  free  from  nonmedical  distractions  as  it 
is  possible  for  any  practice  to  be. 


The  Army  Medical  Department  has  positions  available  or  projected  requirements  for 
physicians  trained  in  the  following  specialties  in  the  Southeastern  United  States: 
General  Surgery  Child  Neurology 

Neurosurgery  Emergency  Medicine 

Orthopedic  Surgery  Cardiology 

Plastic  Surgery  Psychiatry 

Anesthesiology  Oncology 

Obstetrics/Gynecology  Diagnostic  Radiology 

Otolaryngology  Therapeutic  Radiology 

Urology 


If  you  desire  an  attractive  alternative  to  civilian  practice  for  a reasonable  net  amount 
of  money  and  want  to  spend  a reasonable  amount  of  time  with  your  family,  then 
maybe  you  should  find  out  more  about  Army  Medicine. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits,  write  or  call 
collect: 


CPT  Edward  R.  Miller,  MSC 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 


NO.  10 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 

MARCH  1982 


Dear  Colleagues: 

Another  long  session  of  the  Executive  Council  occurred  on  February  5 and  6.  A 
Vice-President  observed  that  there  is  little  wonder  that  so  many  of  us  are  "broad 
in  the  beam".  Much  discussion  centered  on  the  "Feasibility  Study"  concerning  the 
necessity  of  a new  roof  and  the  feasibility  of  an  additional  floor  for  the  Society's 
Headquarters  Building.  The  ad  hoc  Committee  will  continue  its  study  and  make  its 
final  report  on  April  3 in  order  that  it  can  be  considered  at  the  May  House  of 
Delegates . 

The  Council  discussed,  at  length,  the  four  excellent  reports  on  Medicaid  submitted 
by  the  ad  hoc  Committee  of  Chairman  of  the  Specialty  Sections.  The  Council  approved 
Reports  A,  B,  and  D and,  quite  appropriately,  referred  Report  C to  the  House  of 
Delegates  for  consideration.  Pursuant  to  this  action,  Reports  A,  B,  and  D were 
submitted  to  Sarah  T.  Morrow,  M.D.,  before  our  deadline  date,  February  15.  Because 
of  the  importance  of  these  reports,  they  are  attached  to  this  letter.  Please  read 
all  — particularly  Report  C so  that  your  views  can  be  expressed  at  the  Reference 
Committee  and  in  the  House  of  Delegates! 

On  February  16,  the  "Request  for  Proposal"  for  the  State  Employees'  Health  Plan 
was  released.  Rumor  has  it  that  100  copies  were  made  available  to  prospective 
bidders.  In  a recent  NEWSLETTER,  I discussed  some  of  the  criteria  proposed  by  the 
Mercer  Company,  which  caused  concern  among  our  members.  Although  we  were  success- 
ful in  eliminating  the  limitation  on  prenatal  visits,  the  RFP  still  has  some  fea- 
tures which  will  be  distasteful  to  physicians  and  not  cost-effective  for  State 
Employees  or  the  State.  Unless  a second  surgical  opinion  is  obtained  (except  on 
an  emergency  basis),  reduced  benefits  will  be  paid  for  these  five  surgical  proce- 
dures: hemorrhoidectomy,  cholecystectomy,  total  hysterectomy,  transurethral  resection 
of  the  prostate,  tonsillectomy  and  adenoidectomy . This  reduction  in  benefits  will 
apply  to  physician  fees  as  well  as  to  hospital  room  and  board  and  cannot  be  included 
in  the  deductible  or  out-of-pocket  limit  of  the  State  Employees,  who  will  then  be 
billed  by  both  the  hospital  and  the  physician.  The  Plan  Administrator  will  be 
required  to  provide  the  employee  the  names  of  three  conveniently  located  board 
certified  surgeons  and  will  also  arrange  for  the  appointment  of  the  patient  with 
the  second  surgeon.  Mercer  Company  felt  that  the  Plan  Administrator  might  need 
to  "contract  for  services  by  physicians  providing  second  opinions".  However,  the 
Plan  will  pay  benefits  "as  usual"  as  long  as  the  second  opinion  has  been  obtained 
"regardless  of  the  opinion".  Payment  will  be  made  by  the  Plan  to  the  second  sur- 
geon, and  for  any  additional  laboratory  and  x-ray  examinations  required. 

Eight  optional  cost  containment  programs  are  listed  and  each  proposal  must  contain 
four  optional  programs  of  the  Plan  Administrator's  choice  and  design.  Retrospective 
review  is  a requirement . The  optional  programs  are: 


1.  Program  to  Reduce  Weekend  Admission  Stays 

2.  Program  for  Current  Hospitalization  Utilization  Review 


-2- 


3.  Program  for  Prospective  Hospitalization  Utilization  Review 

4.  Program  for  Prospective  Review  of  Emergency  Room  Use 

5.  Utilization  and  Cost  Review  of  Ancillary  Services 

6.  Alternative  Reimbursement  Methods  — Hospital  and  Physicians 

7.  Incentive  Program  to  Reduce  Hospital  Stays 

8.  Program  to  Promote  Use  of  Home  Health  Care 

In  December,  I wrote  you  that  several  large  County  Medical  Societies  were  quite 
concerned  about  North  Carolina's  Right  to  Natural  Death  Statues  ("Living  Will", 
etc.).  Because  of  growing  concern,  at  my  request,  our  Legal  Counsel  wrote  a paper 
for  the  December  NCMJ  on  the  matter.  Because  of  increasing  concern  and  frustration 
of  the  membership,  an  ad  hoc  Committee,  chaired  by  Julius  Howell,  M.D.,  J.D.,  has 
been  appointed  to  study  the  ethical,  legal  and  medical  aspects  of  the  Statute  and 
its  1981  Amendment.  The  Section  Chairmen,  the  core  of  the  new  ad  hoc  Committee, 
demonstrated  their  eagerness  to  have  a part  in  major  medical  policy  decisions  by 
their  conscientious  response  to  the  recent  Medicaid  issue.  They  will  be  joined 
by  three  members  of  the  Ethics  Committee  and  the  Executive  Committee  of  the  Committee 
on  Legislation.  Our  sagacious  colleague,  Julius  Howell,  both  an  attorney  and 
plastic  surgeon,  has  called  the  first  meeting  of  the  ad  hoc  Committee  on  Sunday, 
February  28,  1982.  Top  priority  must  be  given  this  issue  which  holds  such  serious 
implications  for  the  practice  of  medicine  as  well  as  the  life  and  death  of  our 


At  its  February  meeting,  the  Council  devised  a questionnaire,  to  be  sent  to  the 
entire  membership,  for  your  personal  evaluation  of  services  now  being  rendered  by 
the  State  Society.  PLEASE  COMPLETE  AND  RETURN  in  the  enclosed  postage  paid  envelope, 
as  soon  as  you  receive  it,  by  SEPARATE  MAILING.  It  is  essential  that  the  Council 
knows  your  evaluation  of  the  effectiveness  of  the  Society's  current  operation. 

In  this  era  of  austere  budgeting,  it  is  vital  to  determine  the  cost-effectiveness 
of  each  of  the  Society's  publications.  The  continued  publication  of  each  (THE  NORTH 
CAROLINA  MEDICAL  JOURNAL,  THE  BULLETIN,  PRESIDENT'S  NEWSLETTER)  may  be  determined 
by  your  responses,  after  consideration  by  the  House  of  Delegates!  The  Executive 
Council  earnestly  desires  to  structure  the  North  Carolina  Medical  Society  to  best 
meet  the  needs  of  its  membership! 

At  last,  we  have  a definition  of  the  "visit  or  encounter,"  in  the  Medicaid  "18 
visits".  All  professional  services  rendered  to  a recipient  on  one  date  of  service 
for  the  same  complaint  will  be  counted  as  one  visit.  BE  SURE  that  you  and  your 
staff  read  all  "SPECIAL  MEDICAID  BULLETINS"  received  in  the  past  60  days  and  those 
to  be  published  very  soon.  Again,  our  gratitude  has  been  expressed  to  Barbara  D. 
Matula  and  Sarah  T.  Morrow,  M.D.,  for  helping  us  out  of  this  ditch  — one  more  time! 

Please  plan  to  attend  the  Annual  Meeting  of  the  North  Carolina  Medical  Society, 
May  6-8.  Critical  medical  issues  will  be  addressed  by  the  Legislature  during  its 
June  Session.  The  Medical  Society  must  consider  each  of  these  issues  and  determine 
a firm  stand  on  each  — during  our  Annual  Meeting  in  May.  Every  member  is  welcome 
at  both  sessions  of  the  House  of  Delegates  (Thursday,  May  6,  and  Saturday,  May  8). 
Remember  that  any  member  can  speak  at  Reference  Committee  hearings,  which  will 
occur  Thursday  afternoon,  May  6.  Come  and  be  heard!  Your  opinion  is  just  as 
important  as  that  of  any  other  member.  We  cannot  represent  you  without  your  direc- 
tion. Your  participation  is  essential! 


patients . 


My  best  to  you>and  your  family, 


?well,  M.D. 


For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
XJR  NEXT  ANTI  ARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOU 
WILL  SAVE  MONEY  WIT 


Introducing 


RUFEN'  (ibuprofen) 


$1.50  REBATE 
DIRECT  TO  YOUR 


AND  RUFEN  IS 
PRICED  LOWER 


PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
resuits  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC. 
BOOTS  IBUPROFE 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFE 
may  be  substituted  for 
Motrin®,  because  it  is  bic 
equivalent.* 

Original  research  byT 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohi 


RIHRUIC  PATIENTS 
>UPROFEN  THERAPY. 


You  first  came  to  know 
is  Motrin  (ibuprofen), 
mufactured  by  Upjohn. 
Now,  as  we  have  estab- 
led  facilities  in  America, 
i hope  you'll  come  to 
dw  Boots  brand  name 
ibuprofen  as  RUFEN. 

OEQUIVALENCY? 
F COURSE.* 

at's  why  you  may  substi- 
e RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE. 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


on  file. 

ributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT 
PRESCRIPTION  FOR  I BU PROFEN, 
PLEASE  REMEMBER: 


RUFEN0 


RUFEIN 


OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN400  MG. 


RUFEIN 


COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 


RUFEN 


CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 


RUFEN 


IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 


RUFEN 


(IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN)* 


I Fiope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.A.W.,"  "No  Sub," 
or  "Medically  Necessar^'  as  required  by  the  laws  of 
your  state. 

Sincerely, 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


6 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure 

RUFEN-  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  an 
symptoms  of  rheumatoid  arthritis  and  osteoarthriti 
during  acute  flares  and  in  the  long-term  managemer 
of  these  diseases.  Safety  and  effectiveness  have  n< 
been  established  for  Functional  Class  IV  rheumatoi 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  t 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angii 
edema  and  bronchospastic  reactivity  to  aspirin  orothf 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS] 
WARNINGS:  Anaphylactoid  reactions  have  occurre 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIND 
CATIONS).  Peptic  ulceration  and  gastrointestin; 
bleeding,  sometimes  severe,  have  been  reportei 
Peptic  ulceration  and  gastrointestinal  bleeding.  som< 
times  severe,  have  been  reported.  Peptic  ulceratioi 
perforation,  or  gastrointestinal  bleeding  can  end  fatall 
however,  an  association  has  not  been  establishei 
Rufen  should  be  given  under  close  supervision  to  patieni 
with  a history  of  upper  gastrointestinal  tract  diseasi 
and  only  after  consulting  the  ADVERSE  REACTION! 

In  patients  with  active  peptic  ulcer  and  active  rheum; 
toid  arthritis,  nonulcerogenic  drugs,  such  as  goli 
should  be  attempted  If  Rufen  must  be  given,  the  patiei 
should  be  under  close  supervision  for  signs  of  ulc< 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision 
scotomata,  and/or  changes  in  color  vision  have  been  n 
ported  If  developed,  discontinue  Rufen  and  administi 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  wil 
Rufen;  caution  should  be  used  in  patients  with  a histoi 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolon 
bleeding  time.  Use  with  caution  in  patients  with  intrins 
coagulation  defects  and  those  taking  anticoagulant; 

Patients  should  report  signs  or  symptoms  of  gastroii 
testinal  ulceration  or  bleeding,  blurred  vision  or  oth< 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insu 
ficiency,  patients  on  prolonged  corticosteroid  therap 
this  therapy  should  be  tapered  slowly  when  adding  Rule 
DRUG  INTERACTION:  Coumarin-type  anticoagulant 
The  physician  should  be  cautious  when  administer^ 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  bloo 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rule 

should  not  be  taken  during  pregnancy  nor  by  nursm 

mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactio 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epiga; 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdorr 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  an 
flatulence)  Central  Nervous  System:  dizziness*,  heai 
ache,  nervousness  Dermatologic:  rash*  (includin 
maculopapular  type),  pruritus.  Special  Senses:  tinnitu 
Metabolic:decreased  appetite,  edema,  fluid  retentioi 
Fluid  retention  generally  responds  promptly  to  dru 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleei 
ing  and/or  perforation,  hemorrhage,  melena.  Centn 
Nervous  System:  depression,  insomnia.  Dermatoloj 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mult 
forme.  Special  Senses:  amblyopia  (see  PRECAUTIONS 
Hematologic:  leukopenia,  decreased  hemoglobi 

and  hematocrit  Cardiovascular:  congestive  hea 
failure  in  patients  with  marginal  cardiac  functioi 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  livt 
function  Central  Nervous  System:  paresthesias,  ha 
lucmations.  dream  abnormalities.  Dermatologic:  alt 
pecia,  Stevens-Johnson  syndrome.  Special  Senses 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologit 
hemolytic  anemia,  thrombocytopenia,  granulocytopeni 
bleeding  episodes.  Allergic:  fever,  serum  sicknes; 
lupus  erythematosus  syndrome.  Endocrine:  gym 
comastia,  hypoglycemia  Cardiovascular:  arrhythmia 
(Sinus  tachycardia,  bradycardia,  and  palpitations 
Renal:  decreased  creatinine  clearance,  polyuria,  aze 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shoul 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urim 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  a 
thritis  and  osteoarthritis,  including  flareups  of  chroni 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  a 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  m 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  withoi 

prescription. 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

HOUSE  OF  DELEGATES 
Meetings  Scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  North  Carolina  Medical  Society,  and  Presidents  and 
Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  May  6,  1982 — 10:00  a.m. — Opening  Session 
Saturday,  May  8,  1982 — 2:00  p.m. — Second  Session 


A member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the  Desk  in 
the  Hotel  Lobby,  Wednesday,  May  5, 1982,  3:00  p.m.  to  5 p.m.,  and  Thursday, 
May  6,  1982,  8:30  a.m.  to  10:00  a.m.  to  certify  Delegates.  Delegates  are  urged 
to  bring  their  Credential  Cards  for  presentation  at  the  Registration  Desk. 
Delegate  Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled 
to  begin  Thursday,  May  6,  1982,  at  2:00  p.m. 


JOSEPHINE  E.  NEWELL,  M.D.,  President 
HENRY  J.  CARR,  JR.,  M.D.,  Speaker 
JACK  HUGHES,  M.D.,  Secretary 
WILLIAM  N.  HILLIARD,  Executive  Director 


Highlights  of  the  Program 


128th  Annual  Session 
North  Carolina  Medical  Society 
May  6-9,  1982 
Pinehurst  Hotel 
Pinehurst,  North  Carolina 

WEDNESDAY,  MAY  5,  1982 
12:00  Noon-5:00  pm  — REGISTRATION  — (West 
Lobby) 

1:00  pm-5:00  pm  — SECTION  ON  PUBLIC 
HEALTH  & EDUCATION  — (Azalea  Bar) 


THURSDAY,  MAY  6,  1982 

8:00  am -5: 00  pm  — REGISTRATION  — (West 
Lobby) 

8:30  am-5:00  pm  — EXHIBITS  open  — (North, 
South  & Dogwood  Rooms) 

10:00  am  — HOUSE  OF  DELEGATES  — Opening 
Session  — (Cardinal  Ballroom) 

12:00  Noon  — LUNCH  — SECTION  ON 
OPHTHALMOLOGY  — (Crystal  Room) 

2:00  pm-5:00  pm  — Scientific  Session  — SECTION 
ON  OPHTHALMOLOGY  — (Crystal  Room) 
2:00  pm-5:00  pm  — REFERENCE  COMMITTEE 
HEARINGS  — (Cardinal  Ballroom,  Azalea  Bar, 
and  Board  Room) 

3:00  pm-5:00  pm  — SECTION  ON  UROLOGY  — 
(Pine  Room) 

5:30  pm  — SOCIAL  HOUR  — SECTION  ON 
UROLOGY  — (Pine  Room) 

6:00  pm  — SOCIAL  HOUR  — Medical  College  of 
Virginia  (MCV)  — (Room  #439) 

7:00  pm  — DINNER  — Medical  College  of  Virginia 
(MCV)  — (Crystal  Room) 


FRIDAY,  MAY  7,  1982 

8:00  am-5:00  pm  — REGISTRATION  — (West  Lobby) 
8:30  am-5:00  pm  — EXHIBITS  open 
8:30  am-9:00  am  — CONJOINT  SESSION  — North 
Carolina  Medical  Society  & North  Carolina 
Division  for  Health  Services  — (Cardinal 
Ballroom) 

9:00  am-1 1:00  am  — SECTION  ON  ORTHO- 
PAEDICS — (Pine  Room) 

9:00  am-12:00  Noon  — FIRST  GENERAL  SESSION 

— (Surgical  Session)  — (Cardinal  Ballroom) 

9:00  am-l:00  pm  — Commission  for  Health  Services 

— (Board  Room) 


9:00  am-l:00  pm  — Scientific  Session  — SECTION 
ON  OTOLARYNGOLOGY  & MAXILLO- 
FACIAL SURGERY  — (Banquet  Room  — 
Pinehurst  Country  Club) 

9:00  am-5:00  pm  — SECTION  ON  FAMILY 
PRACTICE  — (Azalea  Bar) 

9:30  am-10:30  am  — Executive  Committee  Meeting 
— N.C.  Pediatric  Society  — (Room  #129) 

10:00  am-l:00  pm  — North  Carolina  Society  of 
Plastic,  Maxillofacial  & Reconstructive  Surgeons 
— (Mid  Pines  Resort) 

10:30  am  — LIAISON  COMMITTEE  MEETING  — 
N.C.  Pediatric  Society  — (Crystal  Room) 

11:30  am  — Business  Session  — SECTION  ON 
EMERGENCY  MEDICINE  — (Pine  Room) 
12:00  Noon  — LUNCH  — N.C.  Pediatric  Society  — 
(Crystal  Room) 

1:00  pm-6:00  pm  — Scientific  Session  — SECTION 
ON  EMERGENCY  MEDICINE  — (Pine  Room) 
2:00  pm-5:00  pm  — Scientific  Session  — SECTION 
ON  ALLERGY  & IMMUNOLOGY  — (Board 
Room) 

2:00  pm-5:00  pm  — Scientific  Session  — SECTION 
ON  PEDIATRICS  — (Crystal  Room) 

5:30  pm-6:30  pm  — SOCIAL  HOUR  — BOWMAN 
GRAY  — (Azalea  Bar) 

6:30  pm  — SOCIAL  HOUR  — UNC  — (West  Porch) 
6:30  pm  — SOCIAL  HOUR  — DUKE  Medical 
Alumni  — (Banquet  Room  — Pinehurst  Country 
Club) 

6:30  pm-8:00  pm  — EXHIBITORS’  RECEPTION 


SATURDAY,  MAY  8,  1982 

8:00  am-3:00  pm  — REGISTRATION  — (West 
Lobby) 

8:00  am-12:00  Noon  — Scientific  Session  — 

SECTION  ON  DERMATOLOGY  — (Crystal 
Room) 

8:00  am- 12:00  Noon  — Scientific  Session  — 

SECTION  ON  PATHOLOGY  — (Resort  Club  — 
Pinehurst  Country  Club) 

8:00  am-12:00  Noon  — Scientific  Session  — 

SECTION  ON  NEUROLOGY  & PSYCHIATRY 

— (Azalea  Bar) 

8:00  am-l:00  pm  — Scientific  Session  — SECTION 
ON  ANESTHESIOLOGY  — (Pine  Room) 

9:00  am-12:00  Noon  — Scientific  Session  — 

SECTION  ON  OBSTETRICS  & GYNOCOLOGY 

— (Board  Room) 


9:00  am-12:00  Noon  — Scientific  Session  — 
SECTION  ON  RADIOLOGY  & NUCLEAR 
MEDICINE  — (Meeting  House  — Mid  Pines 
Club) 

9:00  am-12:30  pm  — SECOND  GENERAL  SESSION 
— (Cardinal  Ballroom) 

12:00  Noon  — PICNIC  — SECTION  ON  DERMA- 
TOLOGY — (West  Porch) 

1:00  pm  — LUNCH  — SECTION  ON  NEURO- 
LOGICAL SURGERY  — (Crystal  Room) 

2:00  pm-5:00  pm  — Scientific  Session  — SECTION 
ON  NEUROLOGICAL  SURGERY  — (Crystal 
Room) 

2:00  pm  — HOUSE  OF  DELEGATES  — SECOND 
SESSION  — (Cardinal  Ballroom) 

6:30  pm-7:30  pm  — PRESIDENT’S  RECEPTION  — 
(Lower  Lobby) 

7:30  pm  — PRESIDENT’S  DINNER  — (Cardinal 
Ballroom) 

9:00  pm  — PRESIDENT’S  BALL  — (Cardinal 
Ballroom) 


SUNDAY,  MAY  9,  1982 

8:30  am  — BREAKFAST  — N.C.  AMA  Delegation 
— (Crystal  Room) 


CONJOINT  SESSION 

Friday,  May  7,  1982  Cardinal  Ballroom 

8:30  am-9:00  am 

CONJOINT  SESSION  — North  Carolina  Medical 
Society  and  North  Carolina  Division  of  Health 
Services 


GENERAL  SESSIONS 
First  General  Session 

Friday,  May  7,  1982  Cardinal  Ballroom 

9:00  am-12:00  Noon 

Convene  Session 

Presiding:  Josephine  E.  Newell,  M.D.,  President,  Raleigh 
Invocation: 

Surgical  Session 

Department  of  Surgery,  Duke  Unversity  Medical 
Center,  Durham 

9:00  am  — Opening  Remarks:  Ewald  W.  Busse, 
M.D.,  Associate  Provost  and  Dean,  Medical  and 
Allied  Health  Education,  Duke  University 
Medical  Center 

MODERATOR:  David  C.  Sabiston,  Jr.,  M.D., 
James  B.  Duke  Professor  and  Chairman, 
Department  of  Surgery,  Duke  University  Medical 
Center,  Durham 


9:05  am  — ANNUAL  HOOPER  MEMORIAL 
LECTURE,  PARENTERAL  HYPER- 
ALIMENTATION IN  THE  MANAGEMENT 
OF  PATIENTS  WITH  TRAUMATIC  INJURIES 
George  F.  Sheldon,  M.D.,  Professor  of  Surgery, 
University  of  California  at  San  Francisco  and 
Chief  of  the  Trauma  Service,  San  Francisco 
General  Hospital 

10:00  am  — MANAGEMENT  OF  POST-TRAUMATIC 
PULMONARY  INSUFFICIENCY 
Joseph  A.  Moylan,  M.D.,  Professor  of  Surgery 
and  Chief  of  the  Trauma  Service,  Duke  University 
Medical  Center 

10:15  am  — COFFEE  BREAK 
10:30  am  — HEAD  TRAUMA:  THE  IMPACT  OF 
MODERN  IMAGING  TECHNOLOGY  UPON 
NEUROSURGICAL  MANAGEMENT 
Richard  S.  Kramer,  M.D.,  Associate  in  Neuro- 
surgery, Duke  University  Medical  Center 
10:45  am  — REPLANTATION  OF  UPPER 
EXTREMITIES 

James  A.  Nunley,  II,  M.D.,  Assistant  Professor 
of  Orthopaedics,  Duke  University  Medical  Center 
1 1 :00  am  — MANAGEMENT  OF  FACIAL  INJURIES 
Gregory  S.  Georgiade,  M.D.,  Assistant  Professor 
of  Surgery,  Duke  University  Medical  Center 
11:15  am  — MANAGEMENT  OF  TRAUMATIC 
INJURIES  OF  THE  HEART  AND  GREAT 
VESSELS 

J.  Scott  Rankin,  M.D.,  Assistant  Professor  of 
Surgery  and  Physiology,  Duke  University  Medical 
Center 

11:30  am  — PANEL  DISCUSSION: 

George  F.  Sheldon,  MD,  Chairman 
Gregory  S.  Georgiade,  M.D. 

Richard  S.  Kramer,  M.D. 

Joseph  A.  Moylan,  M.D. 

James  A.  Nunley,  II,  M.D. 

J.  Scott  Rankin,  M.D. 

12:00  Noon  — ANNOUNCEMENTS 

ADJOURN 

(The  Duke  University  School  of  Medicine,  office  of 
Continuing  Education  certifies  that  this  continuing 
medical  education  activity  meets  the  criteria  for  credit 
in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.) 


Second  General  Session 

Saturday,  May  8,  1982  Cardinal  Ballroom 

9:00  am-12:30  pm 

Convene  Session 

Presiding:  John  W.  Foust,  M.D.,  First  Vice  President 
Charlotte 


Medical  Session 

University  of  North  Carolina,  Department  of 
Medicine,  Chapel  Hill 

8:45  am  — Opening  Remarks:  David  A.  Ontjes, 
M.D.,  Professor  & Acting  Chairman,  Department 
of  Medicine 

Welcome:  Stuart  Bondurant,  M.D.,  Dean,  School 
of  Medicine,  University  of  North  Carolina 
Moderator:  Joseph  S.  Pagano,  M.D.,  Professor 
of  Medicine  & Director,  Cancer  Research  Center 
9:00  am  — ENDOSCOPY  IN  THE  MANAGEMENT 
OF  PATIENTS  WITH  GASTROINTESTINAL 
CANCER 

Eugene  Bozymski,  M.D.,  Professor  of  Medicine, 
Division  of  Digestive  Diseases  and  Nutrition 
9:40  am  — CURABLE  METASTATIC  CANCER  — 
SELECTION  AND  PROGNOSIS 
Robert  Capizzi,  M.D.,  Professor  of  Medicine, 
Division  of  Hematology/Oncology,  University  of 
North  Carolina,  School  of  Medicine 
10:20  am  — COFFEE  BREAK 
10:40  am  — NUTRITIONAL  SUPPORT  OF  THE 
PATIENT  WITH  CANCER 
William  Heizer,  M.D.,  Professor  of  Medicine, 
Division  of  Digestive  Diseases  and  Nutrition, 
University  of  North  Carolina,  School  of  Medicine 
11:20  am  — PSYCHOLOGICAL  ASPECTS  OF 
CANCER  CARE 

Cheryl  McCartney,  M.D.,  Assistant  Professor  of 
Psychiatry,  Adjunct  Assistant  Professor  of 
Obstetrics  and  Gynecology,  University  of  North 
Carolina,  School  of  Medicine 
12:00  Noon  — ANNUAL  ADDRESS  OF  THE 
PRESIDENT 

Josephine  E.  Newell,  M.D.,  President,  Raleigh 
12:30  pm  — ANNOUNCEMENTS 

ADJOURN 

(The  University  of  North  Carolina  School  of 
Medicine,  Office  of  Continuing  Education  certifies 
that  this  continuing  medical  education  activity  meets 
the  criteria  for  credit  in  Category  I of  the  Physicians’ 
Recognition  Award  of  the  American  Medical 
Association.) 


WEDNESDAY,  MAY  5,  1982 
SECTION  ON  PUBLIC  HEALTH  & EDUCATION 
Wednesday,  May  5,  1982 

1 :30  pm-5:00  pm Azalea  Bar 

CHAIRMAN:  Verna  Y.  Barefoot,  M.D.,  New  Bern 
Scientific  Session: 

1:30  pm-2:15  pm  — ROCKY  MOUNTAIN  SPOTTED 
FEVER 

J.N.  McCormack,  M.D.,  Raleigh 
2:15  pm-3:00pm  — SCREENING  FOR  LEAD 
TOXICITY 

Audrey  Sayers,  M.D.,  Black  Mountain 


3:00  pm-4:00  pm  — AMBULATORY  PEDIATRICS 
IN  A HEALTH  DEPARTMENT 
Thomas  Irons,  M.D.,  New  Bern 
Business  Session: 

4:00  pm-5:00  pm  — Election  of  Officers,  Delegate 
and  Alternate  Delegate  for  1982-83 


THURSDAY,  MAY  6,  1982 

SECTION  ON  OPHTHALMOLOGY 
Thursday,  May  6,  1982 

12:00  Noon-5:00  pm Crystal  Room 

CHAIRMAN:  J.  Lawrence  Sippe,  M.D.,  Charlotte 
PROGRAM  CHAIRMAN:  Edward  K.  Isbey,  Jr.,  M.D., 

Asheville 

Scientific  Session: 

2:00  pm  ARGON  LASER  TRABECULOPLASTY 
IN  OPEN-ANGLE  GLAUCOMA 
L.  Frank  Cashwell,  M.D.,  Winston-Salem 
2:15  pm  — LASER  TRABECULAR  THERAPY  IN 
OPEN-ANGLE  GLAUCOMA 
David  P.  Perry,  M.D.,  Durham 
2:30  pm  — MODIFIED  PARKS  PROCEDURE 
FOR  V-PATTERN  EXOTROPIAS  BY  INFERIOR 
OBLIQUE  AND  LATERAL  RECTUS  MUSCLE 
RECESSIONS:  THE  PHOTOGRAPHY  OF 
OPHTHALMIC  SURGERY,  WITH  THE 
PHOTOGRAPHER  THE  SURGEON 
E.  Randolph  Wilkerson,  Jr.,  M.D.,  Charlotte 
2:45  pm  — CLINICAL  PRESENTATIONS  OF 
OPTIC  DISC  DRUSEN 
Richard  E.  Sievers,  M.D.,  Winston-Salem 
3:00  pm  — CORNEAL  TRANSPLANTATION  FOR 
SPONTANEOUS  CORNEAL  PERFORATION, 
TECHNIQUE  AND  RESULTS 
Michael  Cobo,  M.D.,  Durham 
3:15  pm  — COFFEE  BREAK 
3:30  pm  — POSTERIOR  SCLERITIS  PRESENTING 
AS  AN  ORBITAL  MASS 
J.  Richard  Marion,  M.D.,  Winston-Salem 
3:45  pm  — EPISCLERAL  AND  ORBITAL  PSEUDO- 
RHEUMATOID  NODULES 
Mark  Ross,  M.D.,  Chapel  Hill 
4:00  pm  — CHOROIDAL  MALIGNANT 
MELANOMA  IN  SIBLINGS 
Kenneth  B.  Simons,  M.D.,  Chapel  Hill 
4:15  pm  — POSTERIOR  CHAMBER  IMPLANTS 
WITHOUT  IRIDECTOMY 
Paul  J.  Simel,  M.D.,  Greensboro 
4:30  pm  — SECONDARY  INTRAOCULAR  LENS 
IMPLANTATION 
Charles  W.  Tillett,  M.D.,  Charlotte 
4:45  pm  — DIAGNOSTIC  SIGNIFICANCE  OF 
THE  FLUORESCEIN  ANGIOGRAM  IN 
DIABETICS 

Donald  P.  Renaldo,  M.D.,  Charlotte 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1982-83 


SECTION  ON  UROLOGY 
Thursday,  May  6,  1982 

3:00  pm-5:00  pm Pine  Room 

CHAIRMAN:  Donald  T.  Lucey,  M.D.,  Raleigh 

Scientific  Session: 

Presented  by:  David  F.  Paulson,  M.D.,  Professor 
& Chairman  Department  of  Urology,  Duke 
University  Medical  Center,  Durham 
Lowell  King,  M.D.,  Director  of  Pediatric 
Urology,  Duke  University  Medical  Center, 
Durham 

Business  Session: 

Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1982-83 

5:30  pm  — SOCIAL  HOUR  — (Pine  Room) 


FRIDAY,  MAY  7,  1982 

SECTION  ON  FAMILY  PRACTICE 
Friday,  May  7,  1982 

8:30  am-5:00  pm Azalea  Bar 

CHAIRMAN:  Hal  M.  Stuart,  M.D.,  Elkin 
PROGRAM  CHAIRMAN:  Robert  G.  Townsend,  Jr., 
M.D.,  Raeford 

8:30  am-12  Noon  — Board  of  Directors  meeting 
North  Carolina  Academy  of  Family  Physicians 

Scientific  Session: 

2:00  pm-2:40  pm  — OFFICE  IMMUNOLOGY 
Lyndon  K.  Jordan,  M.D.,  F.A.A.F.P., 

Diplomate,  American  Board  of  Family  Practice, 
Former  Director,  Duke  Family  Practice  Program, 
Past  President,  NCAFP,  private  practice, 
Smithfield 

3:00  pm-3:40  pm  — CURRENT  CONCEPTS  IN 
THE  TREATMENT  OF  ANGINA  PECTORIS 
Joe  Ellis  Gaddy,  Jr.,  M.D.,  private  practice, 
Cardiology,  Winston-Salem 
4:00  pm-4:40  pm  — HEALTH  HAZARDS  OF 
IONIZING  RADIATION 

Michael  F.  Fleming,  M.D.,  Assistant  Professor  of 
Family  Practice,  University  of  North  Carolina, 
Chapel  Hill 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  the  year  1982-83 


COMBINE  MEETING 
SECTION  ON  ORTHOPAEDICS 
and 

SECTION  ON  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
Friday,  May  7,  1982 

9:00  am-1 1 :00  am Pine  Room 

CHAIRMAN:  Section  on  Orthopaedics  — Richard  N. 
Wrenn,  M.D.,  Charlotte 
Section  on  Plastic  and  Reconstructive 
Surgery  — Andrew  W.  Walker,  M.D., 
Charlotte 


9:00  am  — Business  Meeting  — N.C.  Orthopaedic 
Scientific  Session  — Combined  Meeting  — Section  on 
Orthopaedics  and  Section  on 
Plastic  and  Reconstructive 
Surgery 

Topic:  COMPLEX  LOWER  EXTREMITY 

TRAUMA  PROBLEMS 

MODERATOR:  Paul  P.  Gwyn,  M.D.,  Winston- 
Salem 

9:50  am  — TREATMENT  OF  COMPOUND 
TIBIAL  FRACTURES 
Steve  Lovejoy,  Charlotte 

10:05  am  — THE  USE  OF  THE  EXTERNAL 
FIXATOR  FOR  UNSTABLE  TIBIAL 
FRACTURES 

David  Kingery,  M.D.,  Charlotte 
10:20  am  — MYOCUTANEOUS  FLAPS 
William  Frank  Mullis,  M.D.,  Charlotte 
10:35  am  — FREE  FLAP  TRANSFER  TO  THE 
LOWER  EXTREMITY 
John  Fagg,  M.D.,  Winston-Salem 
10:50  am  — ADJOURN 

SECTION  ON  OTOLARYNGOLOGY  AND 
MAXILLOFACIAL  SURGERY 
Friday,  May  7,  1982 

9:00  am-l:00  pm Banquet  Room 

New  Members  Club,  Pinehurst  Country  Club 
CHAIRMAN:  Walter  R.  Sabiston,  M.D.,  Kinston 
PROGRAM  CHAIRMAN:  W.  Fred  McGuirt,  M.D., 

Winston-Salem 

Scientific  Session: 

BRAINSTEM  EVOKED  RESPONSE  AUDIO 
METRY 

Grady  Thomas,  M.D.,  Chapel  Hill 
EXTENDED  NASAL  CRYOTHERAPY 
Paul  Geniec,  High  Point 
TUMOR  IMMUNOLOGY 
Duke  University  Staff  - (to  be  announced) 
FACE-LIFT  SURGERY 
Ellison  Edwards,  M.D.,  Charlotte 
EVALUATION  AND  MANAGEMENT  OF  THE 
ALLERGIC  HEADACHE 
John  Foust,  M.D., Charlotte 
SINGER-BLOM  PROCEDURE 
Fred  McGuirt,  M.D.,  Winston-Salem 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1982-83 


SECTION  ON  PEDIATRICS 
Friday,  May  7,  1982 

9:30  am  Executive  Committee  Meeting  — Parlor 
#129 

10:30  am-5:00  pm Crystal  Room 

CHAIRMAN:  David  T.  Tayloe,  M.D.,  Washington 
10:30  am  — Liaison  Committee  Meeting  — N.C. 
Pediatric  Society 

12:00  Noon  — Lunch  — Liaison  Committee 


Scientific  Session: 

2:00  pm-2:45  pm  — CLINICAL  AIDS  USEFUL  IN 
CARING  FOR  ADOLESCENTS 
Robert  B.  Shearin,  M.D.,  F.A.A.P.,  Associate 
Professor  of  Pediatrics  and  Director,  Division  of 
Adolescent  Medicine,  Georgetown  University 
Medical  Center,  Washington 
2:45  pm-3:20  pm  — COMMON  MENSTRUAL  DIS- 
ORDERS IN  ADOLESCENTS 
Rosalina  Vaz,  M.D.,  Assistant  Professor  of 
Pediatrics,  Adolescent  Clinic,  Bowman  Gray 
School  of  Medicine 

3:30  pm-3:50  pm  — HERPES  SIMPLEX  INFEC- 
TIONS IN  THE  ADOLESCENT 
Peggy  McCarthy,  M.H.A.,  Clinical  Research 
Scientist,  Burroughs  Wellcome  Company 
3:50  pm-4:00  pm  — BREAK 
4:00  pm-4:20  pm  — TALKING  WITH  TEEN- 
AGERS 

Sam  Yancy,  M.D.,  F.A.A.P.,  Private  Practice  of 
Pediatrics,  Durham 

Director,  Youth  Clinic,  Duke  Medical  Center 
4:20  pm-5:00  pm  — DISORDERS  OF  PUBERTY: 
TOO  MUCH  TOO  SOON  OR  TOO  LITTLE 
TOO  LATE 

Louis  W.  Underwood,  M.D.,  F.A.A.P., 

Professor  of  Pediatrics,  Endocrine  Division, 
University  of  North  Carolina  School  of  Medicine 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1982-83 


SECTION  ON  EMERGENCY  MEDICINE 
Friday,  May  7,  1982 

1 1:30  am-5:00  pm Pine  Room 

CHAIRMAN:  Daniel  G.  Sayers,  M.D.,  Winston-Salem 

Scientific  Session: 

11:20  am-12:00  Noon  — Section  Business  Meeting 
Election  of  Officers,  Delegate  and  Alternate 
Delegate  for  1982-83 

12:00  Noon-1 :00  pm  — Board  of  Directors  Meeting  — 
N.C.  ACEP  LUNCH 

1:00  pm-2:00  pm  — General  Meeting  N.C.  ACEP 
2:00  pm-3:00  pm  — DIAGNOSIS  AND  THERA- 
PEUTICS TRICYCLIC  OVERDOSE 
Bryan  L.  Sink,  M.D.,  Resident  in  Emergency 
Medicine,  Charlotte  Memorial  Hospital,  Charlotte 
3:00  pm -4: 00  pm  — PROCEDURE  EMERGENCY 
PACING  OF  THE  HEART 
Thomas  Hankins,  M.D.,  Resident  in  Emergency 
Medicine,  Bowman  Gray  School  of  Medicine  and 
N.C.  Baptist  Hospital,  Winston-Salem 
4:00  pm-5:00  pm  — EMERGENCY  MEDICAL 
SYSTEMS  TRAINING  OF  PARAMEDICAL 
PERSONNEL 

E.  Jackson  Allison,  Jr.,  M.D.,  Associate 
Professor  & Chairman,  ECU  Department  of 
Emergency  Medicine;  and  Sandra  S.  Landis, 
R.N.,  EMS  Project  Coordinator  and  Lecturer, 
ECU  Department  of  Emergency  Medicine 


SECTION  ON  ALLERGY 
AND  CLINICAL  IMMUNOLOGY 
Friday,  May  7,  1982 

2:00  pm-5:00  pm Board  Room 

CHAIRMAN:  J.A.  Bardelas,  M.D.,  High  Point 
2:00  pm-2:30  pm  — NEW  DRUGS  IN  THE 
TREATMENT  OF  ASTHMA 
John  Klimas,  M.D.,  Charlotte 
2:30  pm-3:00  pm  — FOOD  ALLERGIES  — 
CURRENT  CONCEPTS 

Hugh  Sampson,  M.D.,  Duke  University  Medical 
Center 

3:30  pm-4:00  pm  — STINGING  INSECT 
ALLERGY  UPDATE 
J.S.  Atwater,  Jr.,  M.D.,  Asheville 
4:00  pm-4:30  pm  — USE  OF  TOPICAL  STEROIDS 
IN  ASTHMA  AND  ALLERGIC  RHINITIS 
J.A.  Bardelas,  M.D.,  High  Point 
4:30  pm-5:00  pm  — BUSINESS  MEETING,  North 
Carolina  Medical  Society  Section  of  Allergy  in 
conjunction  with  the  North  Carolina  Society  of 
Allergy  and  Clinical  Immunology 


SATURDAY,  MAY  8,  1982 

SECTION  ON  PATHOLOGY 
Saturday,  May  8,  1982 

8:00  am-12:30  pm Resort  Club 

Pinehurst  Country  Club 
CHAIRMAN:  J.  Ron  Edwards,  M.D.,  Raleigh 
Scientific  Session: 

8:00  am-8:30  am  — Business  Meeting  I and 
Introduction 

8:30  am-9:30  am  — PATHOLOGY  OF  DRUG 
INDUCED  AND  TOXIC  DISEASES  OF  THE 
CARDIOVASCULAR  SYSTEM 
Col.  Hugh  A.  McAllister  USA(MC)  AFIP, 
Washington,  DC 

9:30  am-9:45  pm  — BREAK 

9:45  am-10:30  am  — FORBUS  LECTURE 
10:30  am  - 1 1 :30  am  — MINISEMINAR  — IMMUNO- 
PEROXIDASE,  APPLICATIONS  IN 
SURGICAL  PATHOLOGY 
E.  Ted  Ahl,  M.D.,  Department  of  Pathology, 
Bowman  Gray  School  of  Medicine 
Byron  Croker,  M.D.,  Department  of  Pathology, 
Duke  University  School  of  Medicine 
1 1 :30  am-12:30  pm  — Business  Meeting  II 


SECTION  ON  ANESTHESIOLOGY 
Saturday,  May  8,  1982 

8:00  am-1 :00  pm Pine  Room 

CHAIRMAN:  J.  Leroy  King,  M.D.,  Raleigh 
Scientific  Session: 

8:30  am  — CALL  TO  ORDER 
8:35  am-9:25  am  — WHAT’S  NEW  IN  OBSTETRI- 
CAL ANESTHESIA 

Lloyd  D.  Redick,  M.D.,  Professor  of 
Anesthesiology,  Duke  Medical  Center 


9:30  am-10:10  am  — CHLOROPROCAINE  CON- 
TROVERSY 

Francis  M.  James,  III,  M.D.,  Professor  of 
Anesthesiology,  Bowman  Gray  School  of 
Medicine,  Chief  of  Obstetrical  Anesthesia, 
Forsyth  Medical  Center 

10:15  am-1 1:00  am  — MEDICAL  LEGAL  ASPECTS 
OF  OBSTETRICAL  ANESTHESIA 
David  M.  Dewan,  M.D.,  Assistant  Professor  of 
Anesthesiology,  Bowman  Gray  School  of  Medicine 
1 1 :00  am-1 1 :45  am  — QUESTIONS  TO  THE  PANEL 
11:45  am-12:00  Noon  — COFFEE  BREAK 
12:00  Noon-1 :00  pm  — Business  Meeting  — North 
Carolina  Society  of  Anesthiologists  — 

V.O.  Roberson,  M.D.,  President 


SECTION  ON  NEUROLOGY  & PSYCHIATRY 
Saturday,  May  8,  1982 

9:00  am-12:00  Noon Azalea  Bar 

CHAIRMAN:  Assed  Meymandi,  M.D.,  Fayetteville 

Scientific  Session: 

9:00  am -9: 45  am  — WHAT  YOU  SHOULD  KNOW 
ABOUT  MEDICARE,  MEDICAID  AND 
OTHER  THIRD  PARTY  PAYMENT 
Joseph  Russell,  M.D.,  Carolina  Clinic,  Wilson 
9:45  am-10:30  am  — BORDERLINE  PERSONALITY 
AND  ATYPICAL  PSYCHOSES  — A 
CLINICIAN’S  POINT  OF  VIEW 
Eric  Peterson,  M.D.,  Highland  Hospital,  Asheville 
10:30  am-10:45  am  — BREAK 
10:45  am-1 1:30  am  — UPDATE:  PSYCHO- 
PHARMACOLOGY 

Gordon  Burnette,  M.D.,  UNC  Memorial 
Hospital,  Chapel  Hill 

11:30  am-12:00  Noon  — PANEL  DISCUSSION: 
QUESTIONS  AND  ANSWERS 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1982-83 


SECTION  ON  DERMATOLOGY 
Saturday,  May  8,  1982 

9:00  am- 12:00  Noon Crystal  Room 

CHAIRMAN:  Charles  E.  Cummings,  M.D.,  Asheville 

SECRETARY-TREASURER:  R.  Wade  Markham, 

M.D.,  High  Point 

Scientific  Session: 

9:00  am-10:00  am  — CURRENT  FINANCIAL  AND 
ECONOMIC  CONDITIONS 
Mr.  John  G.  Medlin,  Jr.,  President  and  Chief 
Executive  Officer  of  Wachovia  Corporation 

10:00  am-12:00  Noon  — FUTURE  OF  DERMA- 
TOLOGY and  INTERESTING  CASE  STUDIES 
Richard  Dobson,  M.D.,  Chief  of  the  Department 
of  Dermatology,  South  Carolina  Medical  School, 
Charleston,  S.C. 

Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1982-83 

12:00  Noon  — PICNIC  — West  Porch 


SECTION  ON  OBSTETRICS  & GYNOCOLOGY 
Saturday,  May  8,  1982 

9:00  am-12:00  Noon Board  Room 

CHAIRMAN:  Talbot  F.  Parker,  Jr.,  M.D.,  Goldsboro 
Scientific  Session: 

UPDATE  ON  SENATE  BILL  158,  DEFINING  THE 
BEGINNING  OF  LIFE 
Robert  G.  Brame,  M.D.,  Greenville 
UPDATE  ON  NURSE-MIDWIFERY  IN  N.C., 
INCLUDING  PLANNED  HOME  DELIVERIES 
Robert  G.  Brame,  M.D.,  Greenville 
COMMITTEE  ON  MATERNAL  HEALTH  REPORT 
Robert  G.  Brame,  M.D.,  Greenville 
N.C.  MATERNAL  MORTALITY  COMMITTEE 
REPORT 

W.  Joseph  May,  M.D.,  Winston-Salem 
REPORT  ON  LOCAL  STUDY  OF  PERINATAL 
MORTALITY 

W.  Joseph  May,  M.D.,  Winston-Salem 
STATEWIDE  PERINATAL  ADVISORY  COUNCIL 
REPORT 

Robert  Dillard,  M.D.,  Greenville 
STANDARDS  FOR  SECONDARY  CARE  FACIL 
ITIES  AS  SUCH  RELATES  TO  REGION- 
ALIZATION OF  PERINATAL  CARE  IN  N.C. 
Richard  R.  Nugent,  M.D.,  Raleigh 

A)  PERINATAL  CARE  IN  COUNTY  HEALTH 
DEPARTMENT  CLINICS  AND  COUNTY 
HOSPITALS  AND  CURRENT  AND  FUTURE 
FUNDING  FOR  SUCH 

B)  STATEWIDE  MEDICAID  FEE  SCHEDULES 
RELATING  TO  OB/GYN  IN  N.C. 

C)  ANY  OTHER  MATTERS 

Sarah  T.  Morrow,  M.D.,  Secretary,  Department 
of  Human  Resources 

UPDATE  ON  AMBULATORY  SURGERY  AS 
RELATES  TO  OB/GYN  IN  N.C. 

James  E.  Davis 

Follow-up  Report  on  Dr.  Marion  Johnson’s  Maternal 
AFT  Studies 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1982-83 


COMBINED  SECTION  MEETING 
of 

SECTION  ON  RADIOLOGY 
and 

SECTION  ON  NUCLEAR  MEDICINE 
Saturday,  May  8,  1982 

9:00  am-12:00  Noon Meeting  House 

Mid  Pine  Club,  Southern  Pines 
CHAIRMAN:  Luther  E.  Barnhardt,  Jr.,  M.D., 

Asheville  (Radiology) 
CHAIRMAN:  William  H.  McCartney,  M.D.,  Chapel 

Hill  (Nuclear  Medicine) 
PROGRAM  CHAIRMAN:  Edward  Coleman,  M.D., 

Durham 


Scientific  Session: 

MODERATOR:  Edward  Coleman,  M.D. 

9:00  am-9:30  am  — CORRELATIVE  PANCREATIC 
IMAGING 

Neil  Wolfman,  M.D.,  Winston-Salem 
9:30  am-10:00  am  — PERCUTANEOUS  ABSCESS 
DRAINAGE 

Paul  Jaques,  M.D.,  Chapel  Hill 
10:00  am-10:30  am  — TRANSLUMINAL  ANGIO- 
PLASTY 

Michael  Weaver,  M.D.,  Greenville 
10:30  am- 1 1:00  am  — DISCUSSION/COFFEE  BREAK 
1 1 :00  am-1 1 :30  am  — NUCLEAR  CARDIOLOGY  IN 
A RADIOLOGY  PRACTICE 
Robert  Schaaf,  M.D.,  Raleigh 
11:30  am-12:00  Noon  — CURRENT  STATUS  OF 
DIGITAL  ANGIOGRAPHY 
Kerry  Ford,  M.D.,  Durham 
12:00  Noon-12:30  pm  — OVERVIEW  OF  NUCLEAR 
MAGNETIC  RESONANCE  IMAGING 
Ed  Easton,  M.D.,  Charlotte 
Business  Session: 

Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  each  Specialty  Section  for  the  year  1982-83 


SECTION  ON  NEUROLOGICAL  SURGERY 
Saturday,  May  8,  1982 

1:00  pm-5:00  pm Crystal  Room 

CHAIRMAN:  Robert  E.  Price,  Jr.,  M.D.,  Durham 
1:00  pm  — Luncheon  — Crystal  Room 
2:00  pm  — Scientific  Session 
4:00  pm  — Business  Session 
Election  of  Officers,  Delegate  and  Alternate  Delegate 
for  1982-83 


NORTH  CAROLINA  SOCIETY 
of 

PLASTIC,  MAXILLOFACIAL  & 
RECONSTRUCTIVE  SURGEONS 
MID  PINES  RESORT 
Friday,  May  7,  1982 

10:00  am-l:00  pm Meeting  House 

Mid  Pines  Club,  Southern  Pines 

Scientific  Session: 

* Jerome  E.  Adamson,  M.D.,  Professor,  Plastic 
Surgery,  Eastern  Virginia  Medical  School 
Kenneth  L.  Pickrell,  M.D.,  Professor  Emeritus, 
Duke  University  Medical  Center 

10:00  am-10:30  am  — RHINOPLASTY,  IMPOR- 
TANCE OF  TIP  RECONSTRUCTION 
Jerome  E.  Adamson,  M.D. 

10:30  am-1 1:45  am  — PANEL  — POST  RHINO- 
PLASTY PROBLEMS 
MODERATOR:  Paul  Gwyn,  M.D. 

Jerome  E.  Adamson,  M.D. 
Kenneth  L.  Pickrell,  M.D. 
Problem  Cases  Presented  By  Members 

11:45  am-12:00  Noon  — BREAK 

12:00  Noon-1 :00  pm  — PANEL  — THE  DIFFICULT 

NOSE 

MODERATOR:  Paul  Gwyn,  M.D. 

Jerome  E.  Adamson,  M.D. 

Kenneth  L.  Pickrell,  M.D. 

Problem  Cases  Presented  By  Members 


Saturday,  May  8,  1982 

8:30  am-1 1:30  am  — Annual  Business  Meeting 
Andrew  W.  Walker,  M.D.,  presiding 
Special  Reports  by:  Jerome  E.  Adamson,  M.D. 

* Sponsored  by  the  American  Society  for  Aesthetic 
Plastic  Surgeons,  Inc. 


AUXILIARY 

FIFTY-NINTH  ANNUAL  CONVENTION 
of 

NORTH  CAROLINA 
MEDICAL  SOCIETY  AUXILIARY 
Thursday,  May  6,  1982  — Saturday,  May  8,  1982 

Convention  Headquarters: 

Sheraton  Convention  Center,  Southern  Pines 
Convention  Committee: 

Mrs.  Frank  W.  Leak  (Betty) 

Mrs.  H.  Maxwell  Morrison  (Myrtis) 

THURSDAY,  MAY  6 

9:00  am-4:00  pm  — REGISTRATION  — Sheraton 
Convention  Center  Lobby 

10:00  am  — Auxiliary  President  Reports  to  Medical 
Society  House  of  Delegates,  Pinehurst  Hotel, 
Pinehurst 

11:00  am-12:30  pm  — AUXILIARY  — Executive 
Committee  — Room  B 

1:30  pm-3:30  pm  — 1981-1982  BOARD  OF 

DIRECTORS’  MEETING  — Room  B 
3:30  pm-4:30  pm  — Treasurers’  Workshop  on 
Membership  — State  First  Vice  President,  District 
Councilors,  County  Presidents/Presidents-Elect 

FRIDAY,  MAY  7 

8:00  am-4:00  pm  — REGISTRATION  — Sheraton 
Convention  Center  Lobby 
7:45  am  — Breakfast  meeting  for  District  Councilors 
8:00  am-9:00  am  — Set-Up  County  Displays  in  Lobby 
9:00  am  — HOUSE  OF  DELEGATES  — Room  A & B 
10:15  am  — BREAK 

10:30  am-12:00  Noon  — ANNUAL  MEETING  — 
Room  A & B 

12:30  pm  — LUNCHEON  — COUNTRY  CLUB  OF 
N.C.  — 1981-1982  President’s  Farewell 
4:00  pm-5:30  pm  — AWARDS  RECEPTION  — 
Room  A 

Dr.  and  Mrs.  Hampton  Hubbard 
Dr.  and  Mrs.  O.  Raymond  Hunt 

SATURDAY,  MAY  8 

7:45  am-9:00  am  — 1982-1983  BOARD  OF 

DIRECTORS  Breakfast  Meeting 
9:00  am-12:15  pm  — THE  1982-1983  AUXILIARY 
PRESIDENT  PRESENTS  . . . 

9:00  am-1 1 :00  am  — “FAMILIES  COPING  IN  THE 
80’s;  PREVENTING  BURN-OUT,  BREAK- 
DOWN AND  DISINTEGRATION.” 

H.  Stephen  Glenn,  Ph.D.,  Lexington,  S.C. 

11:15  am-12:15  pm  — ESCAPES  AND  RELAXA- 
TIONS 

Martha  Funk,  Winston-Salem 
12:15  pm- 1 :00pm  — SOCIAL  HOUR 
1:00  pm  — 1982-1983  PRESIDENT’S  LUNCHEON 


An  ounce 
of  prevention... 

is  worth  a pound  of  cure. 


Good  advice  ? You  know  it 
is.  As  a doctor,  you’ve 
seen  what  prevention  can 
do  for  people.  Prevention 
is  an  important  part  of 
staying  healthy. 

The  same  prevention  can  be 
applied  to  insurance  . . . 
prevention  against  financial 
hardships  caused  by  a covered 
sickness  or  injury  that  may 
keep  you  from  your  practice. 

As  a member  of  the  North 
Carolina  Medical  Society,  you 
are  eligible  to  apply  for 
disability  income  protection  for 
younger  doctors.  This  plan 
can  provide  you  with  regular 
monthly  benefits. 

You  can  use  your  benefits  any  way 
you  choose  — to  buy  groceries, 
make  house  payments  or  provide 
for  your  children’s  education.  If  you 
are  under  the  age  of  55  and  are 
active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below 
and  return  it  today.  Mutual  of 
Omaha,  underwriter  of  this  plan, 
will  provide  personal,  courteous 
service  in 

furnishing  full  IVIlltllGl 
details  of  g^Qmaha 

People  you  coo  count  on... 

Life  Insurance  Affiliate: 

United  of  Oinahii 

Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


coverage. 


Mutual  of  Omaha  Insurance  Company 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55. 


Name . 


Address. 


City . 


State 


ZIP. 


fight  cancer 
with  your 
bare  hands. 


The  best  way  to  guard  against  breast 
cancer  is  right  in  your  hands.  It's 
called  breast  self-examination. 

You  see,  changes  are  continuously 
taking  place  in  your  body.  That's  why 
a monthly  breast  self-examination  is 
so  important.  As  you  become  familiar 
with  how  your  breasts  feel,  you'll  be 
better  able  to  notice  changes.  Any 
change,  like  a lump,  should  send  you 
to  the  doctor  promptly.  Fortunately, 
most  lumps  are  benign,  but  finding  a 
cancer  at  an  early  stage  greatly 
increases  the  chance  of  survival. 

So  ask  your  doctor  to  teach  you  breast 
self-examination.  And  while  you're  at  it, 
ask  him  about  mammography 
—a  low-dose  breast  x-ray  ^ 1 
that  can  detect  a cancer 
even  before  the  most 
experienced  doctoi^^H^^  / 

\nioxmaX\on,  m 


\ l!  American  Cancer  Society 


Space  contributed  as  a public  service. 


Now,  for  patients  with  difficulty 
swallowing  tablets... 


Neolin 


Coated  Tablets 


(Each  tablet  contains  5 grains  aspirin, 
225  mg  magnesium  carbonate  and 
200  mg  calcium  carbonate.) 


The  only  highly-buffered 
film-coated  analgesic  tablet* 


Special  film  coating  makes  capsule- 
shaped  tablet  easier  to  swallow.  Unlike 
enteric  coating,  this  film  coating  does  not 
delay  bioavailability  significantly. 

Reduces  gastric  upset — much  better 
tolerated  than  plain  aspirin. 


Neolin 

Coated  Tablets 

Analgesic  ftxrrui®8^ 
fof'GastricTblerance 


Based  on  review  of  PDR  for  Nonprescription  Drugs  1981  and 
Handbook  of  Nonprescription  Drugs,  6th  ed.  1979 
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© 1981  BRISTOL-MYERS  COMPANY 


BranLax 


Natural  Bran  Fiber  Bulk  Laxative 


With  effectiveness,  flavor  and 
convenience  many  patients  favor 
over  Metamucil  mm 

m\l\ v \ m 


SSIONAL  PRODUCTS 


myer: 


Ease  of  preparation 
encourages  compliance 

BranLax  disperses  rapidly  in  water  or 
milk  for  a creamy,  refreshing  drink. 


he  natural  efficacy  of 
bran  fiber 


Adequate  dietary  fiber 
is  generally  considered 
fundamental  to  the 
treatment  of  constipation, 
and  “bran  is  one  of  the 
most  concentrated  sources 
of  natural  food  fiber 
available.”1  Adequate 
dietary  bran  fiber  has  been 
shown  to  increase  stool 
rlk,  weight  and  water  content,  and  to  accelerate 
testinal  transit  rate.  Bran  fiber,  in  contrast  to  some 
her  laxative  agents,  is  non -irritating  and  non- 
ibituating.  It  is  effective  in  simple  constipation, 

■ that  associated  with 
jmorrhoids,  diverticulitis 

■ irritable  bowel 
ndrome. 


BranLax  preferred  by  many 
patients  over  Metamucil 
in  a clinical  trial  * 


In  a recent  clinical  evaluation  comparing  BranLax  and 
Metamucil®,  data  were  compiled  on  two  groups.  One  was  the 
total  study  population,  and  the  other  was  composed  of  those 
who  use  or  had  previously  used  Metamucil. 

Among  the  Metamucil  users  who  expressed  a preference, 
77.8%  (14/18)*  preferred  BranLax  overall,  effectiveness  of 
BranLax  was  favored  by  83.3%  (10/12),*  taste  was  preferred 
by  72.2%  (13/18)  t and  the  convenience  of  preparing 
BranLax  was  favored  by  71.4%  (10/14)1/ 

Among  the  general  study  popula- 
tion who  expressed  a preference, 
59.6%  (31/52)1"  preferred  BranLax 
overall,  effectiveness  of  BranLax  was 
favored  by  57.6%  ( 19/33), 1"  taste 
was  preferred  by  58.8%  (30/51)1" 
and  convenience  of  preparing 
BranLax  was  favored  by  62.5% 
(20/32). t 


Ffrkeatment  of  Constipg1^ 

H^Persible  Powder  M 

^ Tasting  Maple  Walnut  Ffavo> . 


PSODUCTS 


irkitt,  D.P.  and  Meisner,  P. : How  to  manage  constipation 

th  high-fiber  diet,  Geriatrics  34:33-40,  Feb.  1979. 

atistically  significant  at  the  .05  level. 

hile  this  difference  is  not  statistically  significant, 

are  was  a definite  directional  superiority  in  favor  of  BranLax. 

31  Bristol-Myers  Company 


A more  palatable  beverage 

Many  patients  prefer  the  BranLax 
natural  taste  of  bran  and  maple 
walnut.  After  mixing,  BranLax 
remains  a palatable,  easy-to-drink 
beverage,  and  Metamucil 
thickens  considerably  and  becomes 
an  unpleasant,  gelatinous  drink. 


BranLax 

6 gm  bran  per  tablespoon  dose 

tiie  laxative 
that  tastes  as  good 
cis  it  works 


No  single 

leading  medication 
puts  together 
relief  for  more 
cold  symptom 

Maximum  recommended 
4-hour  therapeutic  doses  for 
effective  symptom  control 

60  mg  pseudoephedrine  HCI  for  nasal, 
sinus  congestion 

4 mg  chlorpheniramine  maleate  for 
runny  nose,  watery  eyes,  sneezing 
1000  mg  acetaminophen  for  headache, 
body  aches,  fever 

20  mg  dextromethorphan  HBr  for  cough 

More  effective  overall 
than  many  other 
widely  used  preparations 

Many  products  lack  ingredients  in  the 
decongestant,  analgesic-antipyretic, 
antihistamine  and/or  antitussive  categories, 
and  cannot  provide  the  range  of  relief 
that  is  possible  with  EXTRAN/DM. 


^algesic,  decongestant,  antihistamine,  cough  suppressant 

Comprehensive  relief  for  the  compl 


Capsules  7„.  ts:  Cach  capsuie/tablet  cor, tains  500  mg  acetaminophen,  30  mg  pseudoephedrine  HCI, 

2 m-.  i h:  malt  ate,  iQ  mg  dextromethorphan  HBr. 

Liquid:  E.a<  h , ounce  (30  ml)  contains  1000  mg  acetaminophen,  60  mg  pseudoephedrine  HCI, 

’ mg  ehlorv  Ocuir armne  ;>  iieate,  20  mg  dextromethorphan  HBr.  Contains  alcohol  20%  by  volume. 


m 


mmk 


ilDWAL  PRODUCTS 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive , letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Name 


Address 


Commodore  Computer  Systems  med-8 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 


State  

Zip 

Phone 


commodore 

COMPUTER 


MANDALA  CENTER  HOSPITAL 


From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a 15-acre  site,  and  offers  a full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D.,  Medical  Director 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEMBERSHIP  IN: 

N.C  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

•What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine—  Outlook  1977.  "Face-Off:  Cost  Containment  vs.  Chaos','  January  1,  1977. 

Lyle  CB.  et  al.  “ Practice  habits  in  a group  of  eight  internists,"  ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976),  594-601. 

Schroeder  SA,  et  al.  "Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use','  JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20.  1973),  969-73. 


® Registered  Service  Marks  ot  the  Blue  Cross  Association 
^Registered  Service  Marks  ot  the  Blue  Shield  Association 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


easy  to  take 


Keflex’ 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^pOISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


Pfizer  Laboratories 
Announces 

THE  FIRST  ORAL 
CALCIUM  CHANNEL 
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PROCARDIA 


(NIFEDIPINE)"”’ 


P lease  see  PROCARDIA®  prescribing  information  on  next  page. 


Nifedipine 

DESCRIPTION:  PROCARDIA  (nifedipine)  is  an  antiangmal  drug  belonging  to  a new  class  of 
pharmacological  agents,  the  calcium  channel  blockers.  Nifedipine  is  3.5-pyridmedicarboxylic 
acid,  1,4-dihydro-2,6-dimethyl-4-(2-nitrophenyl)-,  dimethyl  ester,  C,7H18N206,  and  has  the  struc- 
tural formula: 

H 


Nifedipine  is  a yellow  crystalline  substance,  practically  insoluble  in  water  but  soluble  in  ethanol. 
It  has  a molecular  weight  of  346.3.  PROCARDIA  CAPSULES  are  formulated  as  soft  gelatin  cap- 
sules for  oral  administration  each  containing  10  mg  nifedipine. 

CLINICAL  PHARMACOLOGY:  PROCARDIA  (nifedipine)  is  a calcium  ion  influx  inhibitor  (slow 
channel  blocker  or  calcium  ion  antagonist)  and  inhibits  the  transmembrane  influx  of  calcium  ions 
into  cardiac  muscle  and  smooth  muscle.  The  contractile  processes  of  cardiac  muscle  and  vascu- 
lar smooth  muscle  are  dependent  upon  the  movement  of  extracellular  calcium  ions  into  these 
cells  through  specific  ion  channels.  PROCARDIA  selectively  inhibits  calcium  ion  influx  across  the 
cell  membrane  of  cardiac  muscle  and  vascular  smooth  muscle  without  changing  serum  calcium 
concentrations. 

Mechanism  of  Action:  The  precise  means  by  which  this  inhibition  relieves  angina  has  not 
been  fully  determined,  but  includes  at  least  the  following  two  mechanisms: 

1)  Relaxation  and  prevention  of  coronary  artery  spasm:  PROCARDIA  dilates  the  main  cor- 
onary arteries  and  coronary  arterioles,  both  in  normal  and  ischemic  regions,  and  is  a potent  inhib- 
itor of  coronary  artery  spasm,  whether  spontaneous  or  ergonovine-induced  This  property 
increases  myocardial  oxygen  delivery  in  patients  with  coronary  artery  spasm,  and  is  responsible 
for  the  effectiveness  of  PROCARDIA  in  vasospastic  (Prinzmetal's  or  variant)  angina.  Whether  this 
effect  plays  any  role  in  classical  angina  is  not  clear,  but  studies  of  exercise  tolerance  have  not 
shown  an  increase  in  the  maximum  exercise  rate-pressure  product,  a widely  accepted  measure 
of  oxygen  utilization.  This  suggests  that,  in  general,  relief  of  spasm  or  dilation  of  coronary  arteries 
is  not  an  impodant  factor  in  classical  angina. 

2)  Reduction  of  oxygen  utilization:  PROCARDIA  regularly  reduces  arterial  pressure  at  rest 
and  at  a given  level  of  exercise  by  dilating  peripheral  arterioles  and  reducing  the  total  peripheral 
resistance  (afterload)  against  which  the  heart  works.  This  unloading  of  the  head  reduces  myocar- 
dial energy  consumption  and  oxygen  requirements  and  probably  accounts  for  the  effectiveness  of 
PROCARDIA  in  chronic  stable  angina. 

Pharmacokinetics  and  Metabolism:  PROCARDIA  is  rapidly  and  fully  absorbed  after  oral 
administration.  The  drug  is  detectable  in  serum  10  minutes  after  oral  administration,  and  peak 
blood  levels  occur  in  approximately  30  minutes.  It  is  highly  bound  by  serum  proteins. 
PROCARDIA  is  extensively  conveded  to  inactive  metabolites  and  approximately  80%  of 
PROCARDIA  and  metabolites  are  eliminated  via  the  kidneys.  The  half-life  of  nifedipine  in  plasma 
is  approximately  two  hours.  There  is  no  information  on  the  effects  of  renal  or  hepatic  impairment 
on  excretion  or  metabolism  of  PROCARDIA. 

Hemodynamics:  Like  other  slow  channel  blockers,  PROCARDIA  exeds  a negative  inotropic 
effect  on  isolated  myocardial  tissue.  This  is  rarely,  if  ever,  seen  in  intact  animals  or  man,  probably 
because  of  reflex  responses  to  its  vasodilating  effects.  In  man,  PROCARDIA  causes  decreased 
peripheral  vascular  resistance  and  a fall  in  systolic  and  diastolic  pressure,  usually  modest  (5-10 
mm  Hg  systolic),  but  sometimes  larger.  There  is  usually  a small  increase  in  head  rate,  a reflex  re- 
sponse to  vasodilation.  Measurements  of  cardiac  function  in  patients  with  normal  ventricular  func- 
tion have  generally  found  a small  increase  in  cardiac  index  without  major  effects  on  ejection 
fraction,  left  ventricular  end  diastolic  pressure  (LVEDP)  or  volume  (LVEDV).  In  patients  with  im- 
paired ventricular  function,  most  acute  studies  have  shown  some  increase  in  ejection  fraction  and 
reduction  in  left  ventricular  filling  pressure. 

Electrophysiologic  Effects:  Although,  like  other  members  of  its  class,  PROCARDIA  de- 
creases sinoatrial  node  function  and  atrioventricular  conduction  in  isolated  myocardial  prepara- 
tions, such  effects  have  not  been  seen  in  studies  in  intact  animals  or  in  man.  In  formal 
electrophysiologic  studies,  predominantly  in  patients  with  normal  conduction  systems, 
PROCARDIA  has  had  no  tendency  to  prolong  atrioventricular  conduction,  prolong  sinus  node  re- 
covery time,  or  slow  sinus  rate. 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for 
the  management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  t ) classical  pat- 
tern of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm 
provoked  by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those  pa- 
tients who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  in- 
compatible with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied. 
PROCARDIA  may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic 
component  but  where  vasospasm  has  not  been  confirmed,  e g.,  where  pain  has  a variable  thresh- 
old on  exertion  or  in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  in- 
termittent vasospasm,  or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta 
blockers. 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated 
for  the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  va- 
sospasm in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  or- 
ganic nitrates  or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  con- 
trolled trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise 
tolerance,  but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta-blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  since  severe 
hypotension  can  occur  from  the  combined  effects  of  the  drugs.  See  Warnings. 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly 
tolerated  hypotension.  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time 
of  subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant 
beta  blockers. 

Increased  Angina/Beta  Blocker  Withdrawal:  Occasional  patients  have  developed  well  doc- 
umented increased  frequency,  duration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the 
time  of  dosage  increases.  The  mechanism  of  this  response  is  not  established  but  could  result 
from  decreased  coronary  perfusion  associated  with  decreased  diastolic  pressure  with  increased 
heart  rate,  or  from  increased  demand  resulting  from  increased  head  rate  alone. 

Patients  recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  in- 
creased angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of 
PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected  to  exacerbate  it 
by  provoking  reflex  catecholamine  release.  There  have  been  occasional  repods  of  increased  an- 
gina in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  impodant  to  taper  beta 
blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning  PROCARDIA. 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker  have  developed 
head  failure  after  beginning  PROCARDIA  Patients  with  tight  aodic  stenosis  may  be  at  greater 
risk  for  such  an  event,  as  the  unloading  effect  of  PROCARDIA  would  be  expected  to  be  of  less 
benefit  to  these  patients,  owing  to  their  fixed  impedance  to  flow  across  the  aodic  valve. 
PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
(®§istance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration  of 
PROCARDIA  is  suggested.  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  See  Warnings. 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  aderial  vaso- 
mnAS  n0*  due  t0  ,ef1  ven,ncular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA.  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to 


dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  See  Indications  and  Warnings.  Experi 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administr 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  c 
sional  literature  repods  suggesting  that  the  combination  may  increase  the  likelihood  of  conge 
head  failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  Nifedipine  was  administered  orally  ft 
for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to  rats  prior  to  m; 
nifedipine  caused  reduced  fedility  at  a dose  approximately  30  times  the  maximum  recomme 
human  dose.  In  vivo  mutagenicity  studies  were  negative. 

Pregnancy:  Pregnancy  category  C.  Nifedipine  has  been  shown  to  be  teratogenic  in  rats  \ 
given  in  doses  30  times  the  maximum  recommended  human  dose.  Nifedipine  was  embryc 
(increased  fetal  resorptions,  decreased  fetal  weight,  increased  stunted  forms,  increased 
deaths,  decreased  neonatal  survival)  In  rats,  mice  and  rabbits  at  doses  of  from  3 to  10  time 
maximum  recommended  human  dose.  In  pregnant  monkeys,  doses  2/3  and  twice  the  maxi 
recommended  human  dose  resulted  in  small  placentas  and  underdeveloped  chorionic  vi 
rats,  doses  three  times  the  maximum  human  dose  and  higher  caused  prolongation  of  pregn 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  PROCARDIA  shou 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
ADVERSE  REACTIONS:  In  multiple-dose  U.S.  and  foreign-controlled  studies  in  which  ad\ 
reactions  were  reported  spontaneously,  adverse  effects  were  frequent  but  generally  not  se 
and  rarely  required  discontinuation  of  therapy  or  dosage  adjustment.  Most  were  expected  cc 
quences  of  the  vasodilator  effects  of  PROCARDIA 


Adverse  Effect 

PROCARDIA  (%)  (N  = 226) 

Placebo  (%)  (N  = 

Dizziness,  light-headedness,  giddiness 

27 

15 

Flushing,  heat  sensation 

25 

8 

Headache 

23 

20 

Weakness 

12 

10 

Nausea,  heartburn 

11 

8 

Muscle  cramps,  tremor 

8 

3 

Peripheral  edema 

7 

1 

Nervousness,  mood  changes 

7 

4 

Palpitation 

7 

5 

Dyspnea,  cough,  wheezing 

6 

3 

Nasal  congestion,  sore  throat 

6 

8 

There  is  also  a large  uncontrolled  experience  in  over  2100  patients  in  the  United  States.  Mi 
the  patients  had  vasospastic  or  resistant  angina  pectoris,  and  about  half  had  concomitant 
ment  with  beta-adrenergic  blocking  agents.  The  most  common  adverse  events  were  the  : 
ones  seen  in  the  controlled  trials,  with  dizziness  or  light-headedness,  peripheral  edema,  nai 
weakness,  headache  and  flushing  each  occurring  in  about  10%  of  patients,  transient  hypotei 
in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%.  Syncopal  episodes  did  not 
with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antianginal  medication.  Very  rare 
traduction  of  PROCARDIA  therapy  was  associated  with  an  increase  in  anginal  pain,  possibl' 
to  associated  hypotension. 

Several  of  these  side  effects  appear  to  be  dose  related.  Peripheral  edema  occurred  in  £ 
one  in  25  patients  at  doses  less  than  60  mg  per  day  and  in  about  one  patient  in  eight  at  120  m 
day  or  more.  Transient  hypotension,  generally  of  mild  to  moderate  severity  and  seldom  reqi 
discontinuation  of  therapy,  occurred  in  one  of  50  patients  at  less  than  60  mg  per  day  and  in  o 
20  patients  at  120  mg  per  day  or  more. 

In  addition,  2%  or  fewer  of  patients  reported  the  following:  Respiratory:  Nasal  and  < 
congestion,  shodness  of  breath.  Gastrointestinal:  Diarrhea,  constipation,  cramps,  flatuk 
Musculoskeletal:  Inflammation,  joint  stiffness,  muscle  cramps.  CNS:  Shakiness,  nervousnes 
teriness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance.  Other:  Dermatitis,  pruritu 
ticaria,  fever,  sweating,  chills,  sexual  difficulties. 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  fror 
natural  history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  ma 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients 
congestive  heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  condu 
disturbances  each  occurred  in  fewer  than  0.5%  of  patients. 

In  a subgroup  of  over  1000  patients  receiving  PROCARDIA  with  concomitant  beta  blocker 
apy,  the  pattern  and  incidence  of  adverse  experiences  was  not  different  from  that  of  the  e 
group  of  PROCARDIA  treated  patients  (see  Precautions). 

In  a subgroup  of  patients  with  a diagnosis  of  congestive  heart  failure  as  well  as  angina,  i 
ness  or  light-headedness,  peripheral  edema,  headache  or  flushing  each  occurred  in  one  in 
patients.  Hypotension  occurred  in  about  one  in  20  patients.  Syncope  occurred  in  approxim 
one  patient  in  250.  Myocardial  infarction  or  symptoms  of  congestive  heart  failure  each  occi 
in  about  one  patient  in  15.  Atrial  or  ventricular  dysrhythmias  each  occurred  in  about  one  p; 
in  150. 

Laboratory  tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alk 
phosphatase,  CK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  signific 
elevated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  o 
bladder  disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationsh 
PROCARDIA  therapy  is  uncertain.  These  laboratory  abnormalities  have  already  been  assoc 
with  clinical  symptoms.  Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  repi 
twice  in  the  extensive  world  literature. 

OVERDOSAGE:  Although  there  is  no  well  documented  experience  with  PROCARDIA  ovei 
age,  available  data  suggest  that  gross  overdosage  could  result  in  excessive  peripheral  vast 
tion  with  subsequent  marked  and  probably  prolonged  systemic  hypotension.  Clinically  signif 
hypotension  due  to  PROCARDIA  overdosage  calls  for  active  cardiovascular  support  incli 
monitoring  of  cardiac  and  respiratory  function,  elevation  of  extremities,  and  attention  to  circul 
fluid  volume  and  urine  output.  A vasoconstrictor  (such  as  norepinephrine)  may  be  helpful  i 
storing  vascular  tone  and  blood  pressure,  provided  that  there  is  no  contraindication  to  its 
Clearance  of  PROCARDIA  would  be  expected  to  be  prolonged  in  patients  with  impaired 
function  Since  PROCARDIA  is  highly  protein-bound,  dialysis  is  not  likely  to  be  of  benefit. 
DOSAGE  AND  ADMINISTRATION:  The  dosage  of  PROCARDIA  needed  to  suppress 
gina  and  that  can  be  tolerated  by  the  patient  must  be  established  by  titration.  Exces 
doses  can  result  in  hypotension. 

The  starting  dose  is  one  10  mg  capsule,  swallowed  whole,  3 times/day.  The  usual  effective 
range  is  10-20  mg  three  times  daily.  Some  patients,  especially  those  with  evidence  of  core 
adery  spasm,  respond  only  to  higher  doses,  more  frequent  administration,  or  both.  In  sucl 
tients,  doses  of  20-30  mg  three  or  four  times  daily  may  be  effective.  Doses  above  120  mg 
are  rarely  necessary.  More  than  180  mg  per  day  is  not  recommended. 

In  most  cases,  PROCARDIA  titration  should  proceed  over  a 7- 14  day  period  so  that  the  p 
cian  can  assess  the  response  to  each  dose  level  and  monitor  the  blood  pressure  before  proc 
ing  to  higher  doses. 

If  symptoms  so  warrant,  titration  may  proceed  more  rapidly  provided  that  the  patient  ii 
sessed  frequently.  Based  on  the  patient's  physical  activity  level,  attack  frequency,  and  sublir 
nitroglycerin  consumption,  the  dose  of  PROCARDIA  may  be  increased  from  10  mg  t.i.d.  to  2i 
t.i.d.  and  then  to  30  mg  t i d.  over  a three-day  period 

In  hospitalized  patients  under  close  observation,  the  dose  may  be  increased  in  10  mg  it 
ments  over  four  to  six-hour  periods  as  required  to  control  pain  and  arrhythmias  due  to  ischem 
single  dose  should  rarely  exceed  30  mg 

No  “rebound  effect’  has  been  observed  upon  discontinuation  of  PROCARDIA.  However,  i‘ 
continuation  of  PROCARDIA  is  necessary,  sound  clinical  practice  suggests  that  the  do: 
should  be  decreased  gradually  with  close  physician  supervision. 

Co-Administration  with  Other  Antianginal  Drugs:  Sublingual  nitroglycerin  may  be  take 
required  for  the  control  of  acute  manifestations  of  angina,  particularly  during  PROCARDIA 
tion.  See  Precautions,  Drug  Interactions  for  information  on  co-administration  of  PROCAF 
with  beta  blockers  or  long-acting  nitrates 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  Capsule  contains  10  mg  of  nifedii 
PROCARDIA  Capsules  are  supplied  in  amber  glass  bottlesof  100  capsules  (NDC  0069-2600- 

The  capsules  should  be  protected  from  light  and  moisture  and  stored  at  controlled  r 
temperature  59°  to  77°F  (15°  to  25°C)  in  the  manufacturer’s  original  container. 

Issued  January  1982  © 1982,  Pfizer 
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Accuracy  in  Diagnosis  and 
Sizing  Abdominal  Aortic  Aneurysm 

Daniel  Domjan,  M.D.,  Francis  Robicsek,  M.D.,  Harry  K.  Daugherty,  M.D., 

Joseph  W.  Cook,  M.D.,  Jay  G.  Selle,  M.D.,  and  Philip  J.  Hess,  M.D. 


ABSTRACT  The  value  of  different  diagnostic  studies  in  patients  with  abdominal  aortic  aneurysms  was  studied  in 
623  cases.  Physical  examination,  abdominal  x-rays  and  angiography  were  done  in  all  patients,  while 
ultrasound  examination  and  computerized  tomographic  (CT)  scanning  were  performed  in  our  last  60 
cases.  Physical  examination  and  abdominal  x-rays  were  least  accurate  in  defining  abdominal  aortic 
aneurysms.  Angiography  and  ultrasound  exam  were  98%  accurate  in  identifying  the  lesion,  but 
aneurysm  size  was  more  accurately  determined  with  ultrasound.  CT  scan  was  100%  accurate  in 
diagnosing  the  lesion  and  estimating  its  size. 


MOST  patients  with  abdominal 
aortic  aneurysm  are  asymp- 
tomatic, though  some  notice  a pul- 
sating mass.  The  majority  of  cases 
are  recognized  during  routine  phy- 
sical examination.  Other  methods 
of  assessing  abdominal  aortic  aneu- 
rysms include  anteroposterior  and 
lateral  x-rays,  tomograms,  aortog- 
raphy, ultrasound,  radionuclide  angi- 
ography and  computed  tomography.1 

Until  the  advent  of  ultrasound, 
angiography  was  the  accepted  tech- 
nique for  diagnosing  abdominal 
aortic  aneurysms.  In  recent  years 
angiography  has  been  limited  to 
specific  indications,  such  as  the 
definition  of  renal  or  peripheral  vas- 
cular disease.2 

In  1971  we  reported  on  the  rela- 
tive merits  of  physical  examination, 
abdominal  x-rays,  and  aortography 
in  the  diagnosis  of  2 1 8 patients  with 
proven  abdominal  aortic  aneurysm. :i 
Several  specific  diagnostic  angio- 
graphic signs  were  also  described 
that  improved  the  accuracy  of  angio- 
graphic diagnosis  of  the  presence  of 
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abdominal  aortic  aneurysm  to  98%. 
These  signs  include: 

1 . Hesitation  in  the  passage  of 
contrast  material  through  a local- 
ized segment  of  abdominal  aorta. 

2.  Localized  irregularity  of  an 
otherwise  normal  aorta. 

3.  Absence  of  branches  between 
the  renal  artery  and  the  aortic  bifur- 
cation. 

4.  Sharp  angulation  of  the  aorta. 

5.  Straight  line  pattern  in  a local- 
ized segment  of  an  otherwise  heav- 
ily arteriosclerotic  aorta. 

6.  Absence  of  tapering  of  the 
aorta  at  its  distal  portion. 

Since  1971  we  have  resected  ab- 
dominal aneurysms  in  623  addi- 
tional patients,  60  of  whom  were 
also  studied  with  ultrasound  and  CT 
scan.  Since  the  key  prognostic  fac- 
tor in  an  abdominal  aortic  aneurysm 
is  its  size,  estimates  of  aneurysm 
size  with  the  various  diagnostic 
tests  were  compared  to  measure- 
ments at  surgery. 

The  findings  reported  in  1971 
have  been  confirmed  in  our  experi- 
ence with  abdominal  aortic  aneu- 
rysms over  the  past  10  years.  We 
found  that  physical  exam  alone  was 
nearly  70%  accurate  in  predicting 
the  presence  of  abdominal  aortic 


aneurysm.  There  was,  however,  a 
15%  rate  of  false  positive  diagnosis, 
attributable  either  to  tortuosity  of 
the  aorta  orto  retroperitoneal  tumors. 
We  also  found  that  estimates  of  aneu- 
rysm size  were  grossly  inaccurate  in 
obese  patients. 

Conventional  abdominal  radio- 
grams predicted  the  presence  of  the 
aneurysm  in  nearly  70%  of  patients 
(Figure  1).  When  curvilinear  calcifi- 
cations outlined  both  margins  of  the 
aneurysm,  estimation  of  aneurysm 
size  was  fairly  accurate.  Such  cal- 
cifications were  present,  however, 
in  only  55%  of  the  cases.  Angiog- 
raphy. interpreted  with  the  aid  of 
the  secondary  signs  listed  above, 
has  remained  98%  diagnostic  for  the 
presence  of  the  lesion.  It  has  the 
disadvantage  of  being  invasive  and 
expensive  but  the  additional  data 
provided  has  been  crucial  in  some 
cases.  Although  renal  arterial  in- 
volvement with  abdominal  aneurysm 
is  rare,4  it  was  found  in  5%  of  this 
series.  The  angiogram  has  been 
useful  in  outlining  the  anatomy  of 
accessory  renal  arteries  and  the  pres- 
ence of  renal  artery  stenosis.5  Ab- 
sence or  occlusion  of  the  superior 
mesenteric  artery  was  noted  in  four 
of  our  cases,  reimplantation  of  the 
inferior  mesenteric  artery  averting 
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the  ultrasonic  study  is  technically 
unsatisfactory. 

If  the  diagnosis  of  aneurysm  of 
the  abdominal  aorta  cannot  be  made 
with  absolute  certainty  with  physi- 
cal and  conventional  radiographic 
examination,  it  should  be  reached 
with  ultrasound,  which  is  also  a reli- 
able screening  test  in  all  cases 
where  palpatory,  auscultatory  and 
x-ray  signs  are  absent.  We  further 
recommend  that  even  when  the 
diagnosis  is  established  with  cer- 
tainty, the  extent  of  the  lesion,  the 
status  of  arterial  runoff,  and  the 
condition  of  the  visceral  arteries 
should  be  determined  by  angiog- 
raphy in  every  case  of  unruptured 
aneurysm  of  the  abdominal  aorta. 


% Accuracy 

Figure  1 

the  potential  disaster  of  massive 
bowel  necrosis.  Peripheral  vascular 
disease  is  easily  demonstrated  on 
the  angiogram  and  appropriate  ac- 
tion planned  rather  than  necessi- 
tating further  dissection  at  surgery. 

The  advent  of  ultrasound  has 
been  a great  advance  in  the  diag- 
nosis of  abdominal  aortic  aneurysms. 
It  is  a non-invasive,  relatively  inex- 
pensive and  highly  accurate  study 
which  demonstrates  the  presence 
and  the  size  of  the  aneurysm  in 
nearly  100%  of  cases  (Figure  1).  Its 
only  limitation  is  the  presence  of 
bowel  gas  and  barium  that  can  inter- 
fere. In  our  60  cases,  interference 
prevented  diagnosis  in  only  one  in- 
stance. Prediction  of  aneurysm  size 
was  accurate  to  within  1 cm  (Figure 
2). 

CT  scanning  has  been  as  accurate 
(virtually  100%)  as  ultrasonic  ex- 
amination and  has  the  advantage  of 
requiring  no  preparation  (Figure  1). 
The  study  is  not  affected  by  bowel 
gas.  The  CT  scan,  however,  is  three 
times  as  costly  as  ultrasound  and 
there  is  some  exposure  to  radiation. 


Since  ultrasound  is  less  costly, 
more  easily  available  and  provides 
similar  information,  CT  scanning  is 
unnecessary  for  the  diagnosis  of  ab- 
dominal aortic  aneurysms  unless 
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If  the  physician  is  to  understand  the  correct  meaning  of  health,  he  must  know  that  there  are 
more  than  a hundred,  indeed  more  than  a thousand,  kinds  of  stomach;  consequently,  if  you 
gather  a thousand  persons,  each  of  them  will  have  a different  kind  of  digestion,  each  unlike 
the  others. 
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Effect  of  Epidural  Morphine  on 
Respiratory  Function  and 
Hemodynamic  Stability 
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ABSTRACT  We  examined  the  relief  of  pain,  hemodynamic  response  and  respiratory  function  during  the  24  hours 
following  the  administration  of  morphine  epidurally  0.1  mg/kg  body  weight  in  12  patients  (mean  age 
44.3  ± SEM  3.3  years)  with  severe  chronic  low  back  pain  (duration  69  ± SEM  29  months).  Pain  was 
relieved  satisfactorily  in  10/12  patients  within  29.4  ± SEM  14.0  minutes  for  16-48  hours.  Blood 
pressure  and  heart  rate  measured  during  the  first  six  hours  and  22-24  hours  after  injection  did  not 
change  from  control.  During  the  first  three  hours  after  injection  vital  capacity,  92  ± 4%  control 
(p  < 0.05),  minute  ventilation,  78  ± 5%  control  (p  < 0.02)  and  tidal  volume  80  ± 3%  control  (p  < 0.02) 
were  reduced.  The  incidences  of  nausea,  vomiting  and  urinary  retention  were  low  but  pruritus 
developed  in  six  patients.  Epidural  morphine  provides  effective  analgesia  suitable  in  the  rehabilitation 
of  patients  with  severe  back  pain.  However,  continuous  observation  is  essential  during  the  first  24 
hours  after  injection  in  order  to  detect  possible  respiratory  depression. 


OPIATE  receptors  have  been 
demonstrated  in  the  pain 
pathways  in  the  spinal  cord  and  the 
thalamus1-6  as  well  as  in  brain  stem 
areas  associated  with  respiratory 
control  and  have  afferent  connections 
with  peripheral  chemoreceptors  and 
pulmonary  vagal  receptors.6,7  In  ex- 
perimental animals  administration 
of  opiates  or  enkephalins  into  the 
cerebrospinal  fluid  blocks  pain  trans- 
mission in  the  dorsal  horn  but  leaves 
the  proprioceptive  and  motor  path- 
ways intact.8-11  The  administration 
of  lumbar  epidural  or  subarachnoid 
opiates,  including  morphine,  to  man 
results  in  prolonged,  selective  seg- 
mental analgesia  without  changes  in 
motor  or  cardiovascular  autonomic 
function.12-14  Epidural  opiates  are 
effective  in  the  management  of  acute 
postoperative  and  posttraumatic 
pain,  ischemic  pain,  pain  associated 
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with  pelvic  and  spinal  carcinoma, 
and  severe  low  back  pain.13,14 

However,  several  case  reports 
document  severe  respiratory  depres- 
sion following  epidural  morphine  or 
meperidine  or  subarachnoid  mor- 
phine.15-21 Most  of  these  were  pa- 
tients over  60  years  of  age  who  re- 
ceived opiates  for  postoperative 
pain;15-20 the  respiratory  depression 
from  either  epidural19-21  or  subarach- 
noid morphine15,16,18,20  occurred  4-10 
hours  after  injection.  Respiratory 
depression  but  not  analgesia  was 
reversed  by  naloxone.16,17,19,20 

We  examined  pain  relief,  hemo- 
dynamic response,  and  respiratory 
function  for  24  hours  after  the  epi- 
dural administration  of  morphine 
(0.1  mg/kg  body  weight)  for  severe 
low  back  pain.  Our  goals  were  to 
assess  the  efficacy  of  epidural  mor- 
phine in  pain  relief  and  to  examine 
the  effects  on  blood  pressure,  heart 
rate,  neuromotor  function  of  the  re- 
spiratory system  and  minute  venti- 
lation, tidal  volume  and  respiratory 
frequency.  This  study  afforded  the 
opportunity  to  examine  the  effects 
of  epidural  morphine  on  hemody- 


namic stability  and  respiratory  func- 
tion in  the  absence  of  evolving  post- 
surgical  or  posttraumatic  response. 
Hemodynamic  stability,  minute  ven- 
tilation and  neuromotor  function  of 
the  respiratory  system  have  not  been 
previously  assessed  systematically 
during  the  24  hours  following  epi- 
dural morphine. 

METHODS  AND  PATIENTS 

The  effects  of  0.1  mg/kg  body 
weight  epidural  morphine  (7  mg/70 
kg)  administered  for  severe  chronic 
back  pain  on  hemodynamic  stability 
and  respiratory  function  were  ex- 
amined for  24  hours  following  epi- 
dural morphine.  The  protocol  was 
approved  by  the  Human  Rights  Com- 
mittee of  the  School  of  Medicine  of 
the  University  of  North  Carolina  at 
Chapel  Hill  and  informed  consent 
was  obtained  from  each  patient.  The 
patients  were  attending  the  Pain 
Clinic  of  the  North  Carolina  Memo- 
rial Hospital  (NCMH)  for  manage- 
ment of  severe  back  pain.  The  mor- 
phine was  administered  once  during 
their  rehabilitation  program.  Except 
for  the  severe  back  pain  the  patients 
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were  in  their  normal  state  of  health 
and  did  not  have  severe  organ  sys- 
tem disease,  psychiatric  disorders, 
bleeding  diathesis  or  back  infection. 

The  mean  age  of  the  patients  was 
44.3  ± SEM  3.3  years  (range  29-60) 
and  low  back  pain  had  been  present 
for  69  ± SEM  29  months.  Two  pa- 
tients were  hypertensive  and  one 
had  obstructive  pulmonary  disease 
(FEVi/VC  of  35  percent).  The  pain 
was  graded  on  a scale  of  0 to  3 and 
the  average  was  2.3  ± SEM  0.2. 

Administration  of  epidural  mor- 
phine: All  patients  were  allowed 
nothing  by  mouth  for  six  hours  be- 
fore injection.  A cannula  was  in- 
serted into  an  arm  vein  and  Ringer’s 
lactate  solution  begun.  With  the  pa- 
tient in  the  lateral  decubitus  or  sit- 
ting position  an  epidural  needle  ( 18 
gauge,  9 cm  Hustead  or  Crawford 
epidural  needle)  was  inserted  into 
the  3-4  or  4-5  lumbar  interspace. 
After  identification  of  the  epidural 
space  by  "loss  of  resistance"  and 
absence  of  cerebrospinal  fluid.  0.1 
mg/kg  body  weight  morphine  was 
injected  in  30  seconds  into  the  epi- 
dural space.  The  patient  was  then 
placed  in  the  semi-recumbent  posi- 
tion. The  morphine  preparation  was 
free  of  preservatives  (A.  H.  Robins, 
Richmond,  Va.)  and  contained  per  ml 
morphine  sulphate  0.5  mg.  sodium 
chloride  9.0  mg  and  water  for  injec- 
tion to  I ml.  The  preparation  was 
protected  from  light. 

After  six  hours  of  postinjection 
observation  in  the  Pain  Clinic  all 
patients  were  admitted  to  our  out- 
patient motel  for  overnight  obser- 
vation. At  discharge  from  the  Pain 
Clinic  24  hours  after  injection  the 
patients  were  given  written  and 
verbal  instructions  to  avoid  alcohol, 
other  potent  drugs,  and  driving  for 
24  hours.  Each  patient  was  accom- 
panied home  by  a responsible  adult 


and  instructed  to  report  to  the 
NCMH  Emergency  Room  or  call  a 
Pain  Clinic  physician  in  the  event  of 
any  untoward  symptoms. 

The  patients  were  seen  in  the 
NCMH  Pain  Clinic  at  two  week  in- 
tervals for  a month,  and  then  every 
two  months  for  six  months  there- 
after. 

Evaluation  of  pain  and  pain  re- 
lief: Severity  of  pain  was  graded  on 
a four  point  scale,  0 = no  pain,  I = 
mild  pain,  2 = moderate  pain  and  3 
= severe  pain.  Severe  pain  pre- 
vented patients  from  performing 
their  normal  occupations.  The  eval- 
uation of  the  analgesic  response  to 
epidural  morphine  included  onset  of 
analgesia  (latency  of  onset),  time 
from  injection  to  effective  relief  of 
pain  (latency  of  pain  relief)  and 
duration  of  analgesia.  Relief  of  pain 
was  scored  on  a five  point  scale  by 
questioning  the  patient  with  0 = 
worsening  of  pain,  I = no  change,  2 
= some  relief,  3 = moderate  relief, 
and  4 = complete  relief. 

H em  o dyn  amic  me  as  u re  meats  : 
Blood  pressure  and  heart  rate  were 
measured  during  the  control  period 
prior  to  injection,  at  five-minute  in- 
tervals during  the  first  hour,  and 
hourly  up  to  six  hours  and  22-24 
hours  after  injection.  Blood  pres- 
sure and  heart  rate  were  measured 
non-invasively  using  an  automatic 
blood  pressure  monitor  (Sensomat, 
Biochem  International,  Milwaukee, 
Wis.)22,23  while  the  patients  were  in 
the  semi-recumbent  position. 

Respiratory  measurements:  The 
vital  capacity  (VC)  and  forced  expi- 
ratory volume  in  one  second  (FEVi ) 
were  measured  on  a 9-liter  light- 
weight Godart  spirometer  (Bilthoven, 
Holland).  All  the  measurements  were 
performed  in  triplicate  and  of  each 
set  of  three  the  largest  was  used.24 
Each  set  was  examined  for  repro- 


ducibility and  variation  between  the 
two  best  measurements  did  not  ex- 
ceed 5%.  The  control  values  were 
expressed  in  liters,  BTPS,  and  as 
percent  predicted.25  and  the  post- 
injection values  were  expressed  in 
liters,  BTPS,  and  as  a percent  of 
control. 

Resting  minute  ventilation,  tidal 
volume  and  respiratory  frequency 
were  measured  on  a 120  liter  War- 
ren Collins  gasometer  (Braintree, 
Mass.)  with  patients  breathing  via  a 
low  resistance  one-way  valve.  Data 
were  collected  for  two  periods  of 
2-3  minutes  and  each  pair  of  values 
averaged.  The  volumes  were  cor- 
rected to  BTPS. 

Respiratory  measurements  were 
made  during  the  control  period, 
hourly  for  three  hours  after  injec- 
tion and  22-24  hours  after  injection. 
The  VC  and  FEV  were  measured 
with  the  patients  in  the  seated  posi- 
tion and  resting  minute  ventilation 
was  measured  with  the  patients  in 
the  semi-recumbent  position. 

Results  are  expressed  as  mean  ± 
SEM. 

RESULTS 

Pain  relief:  Pain  relief  was  satis- 
factory in  degree  and  duration  in  10 
of  12  patients,  although  the  ranges 
of  latency  to  effective  pain  relief  and 
duration  of  pain  relief  were  wide. 
The  average  latency  to  effective 
pain  relief  was  29.4  ± 14  minutes 
and  the  range  3-180  minutes.  In  nine 
of  the  12  patients  latency  to  onset  of 
relief  was  within  15  minutes  of  in- 
jection. In  10  of  the  12  subjects  pain 
was  relieved  from  16  to  48  hours  and 
in  two  it  was  only  one  hour. 

Two  patients  developed  nausea 
and/or  vomiting.  Two  male  patients 
required  catheterization  of  bladder 
for  urinary  retention.  Half  the  pa- 
tients had  pruritus  over  the  body  but 


TABLE  I:  Effects  of  0.1  mg/kg  of  epidural  morphine  on  heart  rate,  blood  pressure, 
minute  ventilation,  respiratory  frequency  and  tidal  volume  (mean  ± SEM) 


Variable 

Control 

One  Hour 

Two  Hours 

Three  Hours 

22-24  Hours 

Value 

Postinjection 

Postinjection 

Postinjection 

Postinjection 

Heart  Rate  (beats/minute),  n = 

12 

85  ± 3.6 

79  ± 3.4 

74  ± 3.3 

75  ± 3.7 

84  ± 3.9 

Systolic  Pressure  (mmHg),  n = 

12 

139  ± 5.3 

139  ± 5.3 

139  ± 5.7 

136  ± 5.2 

132  ± 4.8 

Diastolic  Pressure  (mmHg)  n = 

12 

83  ± 3.6 

84  ± 3.3 

80  ± 3.7 

79  ± 3.6 

80  ± 3.8 

Minute  V Nation  (RTPS),  n = 

5 

10.3  ± 0.7 

9.2  ± 0.6 

8.9  ± 0.4 

8.2  ± 0.2 

10.3  ± 0.3 

Tidal  Volume  ml,  BTPF  n = 5 

651  ± 60 

551  ± 37 

529  ± 42 

507  ± 31 

567  ± 43 

Breaths/Minute,  n = 5 

16.2  ± 1.3 

16.9  ± 1.2 

17.1  ± 1.5 

16.5  ± 1.2 

18.5  ± 1.4 
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TABLE  II:  Effect  of  0.1  mg/kg  body  weight  epidural  morphine  for  chronic  back 
pain  on  vital  capacity  and  forced  expiratory  volume  in  one  second 


Variable 


Vital  Capacity 
FEVi 
8 Patients,  mean 


Control 

Value 

liter, 

BTPS 

3.9  ± 0.2 
3.0  ± 0.3 

SEM 


One  Hour 
Post- 
injection 
% control 

95.8  ± 3.8 
96.0  ± 5.2 


Two  Hours 
Post- 
injection 
% control 

97.6  ± 3.0 
98.3  ± 4.7 


Three  Hours 
Post- 
injection 
% control 

95.1  ± 2.4 
95.6  ± 3.9 


22-24  Hours 
Post- 
injection 
% control 

97.0  ± 2.7 
95.4  ± 3.7 


in  the  majority  it  was  mild  and  did 
not  prevent  sleeping. 

Blood  pressure  and  heart  rate: 
The  preinjection  systolic  and  dias- 
tolic blood  pressures  were  139  ± 5.3 
and  83  ± 3.6  mm  Hg  and  the  heart 
rate  was  85  ± 3.6  per  minute.  Blood 
pressure  and  heart  rate  during  the 
first  six  hours  after  injection  were 
not  significantly  different  from  the 
preinjection  or  the  22-24  hour  post- 
injection values  (Table  I). 

Respiratory  function:  Minute  ven- 
tilation, tidal  volume  and  respira- 
tory frequency  were  measured  in 
five  patients  (Table  I).  The  mean 
preinjection  minute  ventilation  was 
10.3  ± 0.7  liters/minute,  tidal  vol- 
ume was  651  ±60  ml  and  respi- 
ratory frequency  was  16.2  ± 1.3 
breaths  per  minute.  Although  there 
were  reductions  in  minute  ventila- 
tion and  tidal  volume  the  postinjec- 
tion values  of  minute  ventilation, 
tidal  volume  and  respiratory  fre- 
quency at  1 , 2,  and  3 hours  were  not 
significantly  different  from  the  pre- 
injection values.  However,  the  hours 
after  injection  at  which  maximal  re- 
duction in  minute  ventilation  and 
tidal  volume  occurred  in  each  pa- 
tient varied  between  1-3  hours.  The 
lowest  mean  minute  ventilation  was 
8.1  ± 0.2  liters/minute  (78  ± 5.4% 
control)  and  tidal  volume  was  501  ± 
34  ml  (80  ± 3.1%).  Both  of  these 
values  were  significantly  different 
from  their  respective  control  values 
at  P < 0.02  level  (Paired  t test).  The 
respiratory  frequency  did  not  change 
and  therefore  any  decrease  in  mi- 
nute ventilation  was  the  result  of  re- 
duction in  tidal  volume. 

The  VC  and  FEVi  were  measured 
in  8 of  the  12  patients.  The  mean 
control  VC  was  3.9  ± 0.2  liters  (84  ± 
3 percent  predicted)  and  the  mean 
control  FEVi  was  3.0  ± 0.3  liters  (89 
± 11  percent  predicted)  (Table  II). 
The  VC  and  FEVi  were  3.4  and  1.2 
liters,  respectively,  in  the  patient 
with  obstructive  lung  disease.  Dur- 
ing the  first  three  hours  in  7 of  8 
patients  the  VC  was  reduced  and 
the  mean  decrease  was  0.41  ± 0.10 
liter  (range  0.110-0.920  liter).  How- 
ever, the  hours  after  injection  at 
which  the  maximal  reduction  in  VC 
occurred  varied  between  1 and  3 
hours.  Therefore,  the  mean  VCs 
and  FEVis  at  1,  2,  and  3 hours 


postinjection  were  not  significantly 
different  from  the  preinjection  val- 
ues but  the  mean  lowest  VC  during 
the  first  3 hours  which  was  3.6  ± 0.3 
liters  (92  ± 4%  control)  was  signifi- 
cantly less  than  the  preinjection 
value  (P  < 0.05  paired  one  tailed  t 
test).  At  24  hours  the  VC  and  FEVi 
were  not  significantly  different  from 
the  control  values. 

The  FEVi  in  the  patient  with 
obstructive  pulmonary  disease  in- 
creased at  one  hour  postinjection 
from  1.2  to  1.3  liters  and  at  two 
hours  postinjection  had  increased  to 
1 .4  liters  (14% increase).  After  22-24 
hours  the  FEVi  had  returned  to  the 
preinjection  value  of  1.2  liters. 

DISCUSSION 

Analgesia  and  respiratory  func- 
tion: Pain  relief  has  always  been 
bought  at  a price.26  Parenteral  nar- 
cotic analgesic  depress  ventilation,27 
inhibit  sighs,28  and  impair  both  the 
chemical  regulation  of  ventilation29 
and  the  neural  reflex  increase  in  re- 
spiratory drive  in  response  to  me- 
chanical loads.30-31  Regional  anes- 
thesia, such  as  epidural  analgesia, 
does  not  impair  the  central  respira- 
tory control  systems  but  blocks  the 
sympathetic  efferent  system  and 
may  impair  the  respiratory  neuro- 
motor system.  However,  due  to  the 
complexity  of  administration  and 
the  requirements  of  monitoring,  epi- 
dural analgesia  has  not  been  exten- 
sively utilized  in  the  management  of 
severe  pain  such  as  postoperative 
pain.  Therefore,  epidural  opiates 
appeared  to  offer  major  advantages 
as  a result  of  the  prolonged  selective 
segmental  analgesia  and  the  appar- 
ent freedom  from  serious  side  ef- 
fects. However,  reports  of  severe 
respiratory  depression  following  sub- 
arachnoid and  epidural  opiates15-21 
have  necessitated  an  examination 


of  the  respiratory  pharmacology 
and  pharmacokinetics  of  epidural 
opiates. 

Opiate  receptors  have  been  dem- 
onstrated in  large  numbers  in  affer- 
ent pathways  from  the  peripheral 
chemoreceptors  (nucleus  tractus 
solitarius)  and  in  the  afferent  path- 
ways from  the  pulmonary  vagal 
receptors.5-7  These  observations 
therefore  suggest  a neuropharma- 
cologic  mechanism  for  the  reduced 
ventilatory  response  to  hypox- 
emia29 by  blockade  of  afferents 
from  the  peripheral  chemorecep- 
tors. Blockade  of  vagal  afferents 
from  the  pulmonary  stretch  recep- 
tors has  been  demonstrated  to  re- 
duce the  ventilatory  response  to 
CO2  by  abolishing  the  increase  in 
respiratory  frequency.32  We  there- 
fore postulate  that  opiates  may  also 
block  the  afferent  pathway  from 
pulmonary  stretch  receptors  and 
therefore  abolish  or  reduce  the  in- 
crease in  respiratory  frequency  in 
response  to  CO2.  The  contribution 
of  this  mechanism  to  the  reduction 
in  the  ventilatory  response  to  CO2  in 
man  has  not  been  assessed  quanti- 
tatively. Many  opiate  receptors  are 
also  present  in  the  areas  of  the  vagal 
afferent  nuclei  concerned  with  the 
synaptic  transmission  of  impulses 
by  fine  fibers.  This  observation 
provides  an  explanation  of  the  relief 
of  dyspnea  by  opiates  where  the 
dyspnea  is  the  result  of  pulmonary 
edema.  The  J receptors  of  the  lung 
which  are  stimulated  in  pulmonary 
edema  transmit  afferents  to  the 
neuraxis  via  fine  fibers.33  The  direct 
administration  of  opiates  in  the  cis- 
terna  magna  and  the  fourth  ventricle 
results  in  respiratory  depression  at 
doses  only  a fraction  of  those  ad- 
ministered systemically.34 

Following  epidural  morphine 
there  is  a rapid  rise  in  the  lumbar 
cerebrospinal  fluid  and  blood  con- 
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centration  of  the  drug.14,21  We 
postulate  that  the  blood  concentra- 
tion, which  peaks  within  15  min- 
utes, results  in  a redistribution  to 
the  brain  and  subsequent  mild  cen- 
tral respiratory  depression.  We  also 
postulate  that  mass  movement  of 
the  CSF  due  to  coughing,  straining 
and  changes  in  posture  may  result  in 
high  concentrations  in  the  cisterna 
magna,  albeit  unpredictably.  Diffu- 
sion in  the  CSF  to  the  cisterna 
magna  may  also  transport  opiates  to 
the  brain  stem.  Therefore,  we  pre- 
dict two  phases  of  depression  of 
respiratory  control:  an  early  mild 
depression  the  result  of  blood  re- 
distribution and  a later,  less  pre- 
dictable depression  the  result  of 
mass  movement  or  diffusion  in  the 
CSF. 

Analgesic  response  to  epidural 
morphine:  The  duration  and  quality 
of  relief  of  severe  chronic  pain  in  the 
majority  of  our  patients  was  good. 
Magora  and  associates14  reported 
that  52%  of  17  patients  (21  injec- 
tions) obtained  good,  33%  fair,  and 
14%  poor  relief  from  pain  after  2-3 
mg  of  epidural  morphine.  In  our 
study  a higher  dose  of  epidural  mor- 
phine was  administered  and  was 
combined  with  a rehabilitation  pro- 
gram, a therapeutic  regimen  we 
consider  effective. 

The  incidences  of  nausea,  vom- 
iting and  urinary  retention  were 
low.  Nausea  and  vomiting  were  less 
frequent  with  epidural  morphine 
than  with  the  same  dose  given  in- 
travenously.35 We  also  observed 
that  the  incidence  of  nausea  and 
vomiting  was  dose-related  and 
could  be  minimized  by  using  the 
lowest  effective  analgesic  dose.  The 
incidence  of  urinary  retention  is 
similar  to  that  reported  in  other 
series.35 

Pruritus  was  common  but  in  most 
patients  it  did  not  interfere  with 
activity  or  sleep.  Itching  has  been 
previously  reported  after  epidural 
morphine35  and  was  attributed  to 
the  release  of  histamine  from  mast 
cells. 3fi  However,  antihistamines 
are  therapeutically  ineffective.  In- 
tracisternal  or  intramedullary  in- 
jection of  morphine  in  animals  re- 
sults in  a scratch  response37,38  and 
naloxone  controls  pruritus  in  sys- 
t ic  diseases.39,40  Therefore,  al- 


though Reiz  and  Westburg  attrib- 
uted the  pruritus  following  epidural 
morphine  to  the  preservatives,  it 
appears  to  result  from  the  action  of 
morphine  on  the  central  nervous 
system.  A preservative-free  prepa- 
ration was  used  in  our  study. 

No  transient  clinical  neurologic 
signs  were  observed  24  hours  after 
epidural  morphine  or  at  later  ex- 
aminations. 

Respiratory  and  cardiovascular 
function:  Although  our  series  was 
small,  age  range  was  wide  and 
patients  with  hypertension  and 
chronic  obstructive  pulmonary  dis- 
ease were  included.  Respiratory 
failure  was  not  observed,  blood 
pressure  and  heart  rate  were  stable 
and  there  was  no  evidence  of  de- 
pression of  minute  ventilation  or 
alteration  in  ventilatory  pattern. 
The  reduction  in  minute  ventilation 
and  tidal  volume  were  probably  the 
result  of  a mild  increase  in  the 
preinjection  minute  ventilation  and 
tidal  volume  because  of  pain  and 
anxiety  about  the  injection. 

We  have  shown  that  0. 1 mg/kg 
body  weight  epidural  morphine  in 
chronic  pain  patients  results  in  mild 
impairment  in  the  respiratory 
neuromotor  function  during  the  first 
three  hours  as  evidenced  by  the  re- 
duction in  VC.  In  normal  adults  the 
maximal  inspiratory  volume  (total 
lung  capacity,  TLC)  is  determined 
by  the  balance  of  inspiratory  muscle 
force  opposing  the  elastic  forces  of 
the  chest  wall  and  the  lung.  In  adults 
the  volume  at  maximal  expiration, 
residual  volume  (RV)  is  determined 
by  flow  limitation  or  airways  clo- 
sure.41,42 Since  there  is  no  evidence 
that  low-dose  morphine  alters  the 
elastic  forces  of  the  chest  wall  or 
lungs  we  would  conclude  that  any 
decrease  in  maximal  inspiratory 
\olume  is  the  result  of  reduced  in- 
spiratory muscle  force.  Similarly, 
there  is  no  evidence  that  morphine 
increases  the  volume  at  which  flow 
limitation  or  airway  closure  occurs 
and  therefore  that  it  decreases  VC 
as  a result  of  an  increase  in  RV. 
However,  since  we  did  not  measure 
RV  we  cannot  exclude  this  possi- 
bility. Nevertheless,  we  postulate 
the  most  probable  mechanism  for  a 
decrease  in  VC  is  a reduction  in  the 
maximum  voluntary  inspiratory 


muscle  force.  The  possible  sites  of 
action  of  opiates  which  might  ac- 
count for  this  include  the  motor 
cortex  because  this  is  a voluntary 
maneuver  and  the  lower  motor 
neurons  of  inspiratory  muscles. 
There  is  no  evidence  that  low  doses 
of  morphine  impair  neuromuscular 
transmission.  Therefore,  any  im- 
pairment of  inspiratory  muscle 
force  is  probably  due  to  action  on 
the  motor  cortex  or  spinal  cord. 

The  effect  of  epidural  morphine 
on  the  neuromotor  function  of  the 
respiratory  system  in  the  absence  of 
postoperative  pain13  has  not  been 
previously  examined.  The  demon- 
stration that  epidural  morphine  re- 
sults in  a mild  depression  of  neuro- 
motor function  is  therefore  of  inter- 
est. 

Although  these  data  are  reassur- 
ing, further  assessment  with  an  ex- 
amination of  the  effect  of  epidural 
morphine  on  the  chemical  regula- 
tion of  ventilation  and  the  neural  re- 
flex responses  to  mechanical  loads 
are  essential  to  our  understanding. 

Variation  in  analgesic  and  respi- 
ratory responses  to  epidural  mor- 
phine: A notable  feature  of  the  anal- 
gesia obtained  and  the  reduction  in 
vital  capacity  found  was  the  varia- 
tions between  patients  in  latency  to 
effective  pain  relief,  and  the  timing 
and  magnitude  of  reduction  in  VC. 
Mechanisms  which  might  account 
for  these  variations  include:  1) 
variations  in  the  potency  of  the 
morphine  preparation  and  the  dose 
administered;  2)  differences  in  the 
rate  of  absorption  from  the  epidural 
space  as  a result  of  variations  in  epi- 
dural blood  flow  and  rate  of  diffu- 
sion into  the  cerebrospinal  fluid;  3) 
differences  in  the  rate  and  distribu- 
tion in  the  brain  due  to  regional 
blood  flow  and  4)  undefined  factors 
which  modify  the  “sensitivity”  of 
receptors  to  morphine  and  the  re- 
sponse of  the  respiratory  neuro- 
motor system  and  the  patient  to 
morphine  analgesia.  Because  of  the 
importance  of  the  dose-response 
relationship  for  the  efficacy  of  pain 
control  and  the  prediction  of  respi- 
ratory complications  these  factors 
need  to  be  examined. 
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To  give  an  idea  of  the  difficulty  of  investigating  the  causes  of  medical  phenomena,  the 
following  remarks  will  be  sufficient. 

The  same  causes,  apparently  under  the  same  circumstances,  will  have  different  effects; 
thus,  a current  of  cold  air  blowing  on  the  upper  parts  of  the  body,  produces  in  the  same 
system,  croup,  or  palsy  of  the  musclesof  the  face:  the  same  cause,  apparently  under  different 
circumstances,  will  produce  the  same  effect;  thus,  miasmata  developed  in  every  variety  of 
constitution,  the  intermittent  fever;  which,  when  epidemic,  assumes  the  character  of  almost 
all  diseases.  Different  causes,  to  all  appearance  under  different  circumstances,  produce  the 
same  effect;  apoplexy  is  the  result  of  the  heat  of  the  sun,  of  high  living,  etc.  proving  that  the 
subject  requires  the  most  patient  and  unwearied  attention  and  research:  for  the  qualities  of 
the  air,  of  food,  exposure,  predisposition,  etc.  all  operate  to  give  a distracted  character  to  the 
face  of  medical  opinion.  — Elements  of  the  Theory  and  Practice  of  Physic,  by  George 
Gregory,  M.D.,  with  notes  and  additions,  adapted  to  the  Practice  of  the  United  States,  by 
Nathaniel  Potter,  M.D.,  and  S.  Colhoun,  M.D.,  Vol.  I,  Philadelphia,  Towar  & Hogan,  1829. 
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Special  Article 

Proceedings  of  the 
State  Medical  Convention, 

Held  in  Raleigh,  April,  1 849, 

and  Constitution  and  Medical  Ethics  of 

The  Medical  Society  of  the 

State  of  North  Carolina,  Then  Adopted 


INTRODUCTION:  This  issue  of  the 
JOURNAL  offers  the  “Proceedings 
of  the  State  Medical  Convention  held 
in  Raleigh,  April  1849  and  Constitu- 
tion and  Medical  Ethics  of  the  Medi- 
cal Society  of  the  State  of  North  Car- 
olina Then  Adopted”  as  “published 
by  the  order  of  the  convention.”  The 
printer  was  W.  W.  Holden,  fully 
named  William  Woods  Holden 
(1818-1892)  known  to  history  as  the 
editor  of  the  RALEIGH  STAN- 
DARD, an  early  Democratic  oppo- 
nent of  Zebulon  Baird  Vance,  later 
Republican  party  leader  and  state 
governor  after  the  Civil  War  and  as 
controversial  a character  as  19th 
Century  North  Carolina  politics 
spawned. 

The  document  is  well  worth  read- 
ing for  the  light  it  casts  on  the  begin- 
nings of  our  society.  Its  founders 


offer  injunctions  to  us  and  set  forth 
the  right  good  standard  for  proper 
medical  behavior.  Their  detailed  in- 
dictments of  cults  and  of  followers  of 
the  bizarre  in  the  healing  arts  deserve 
our  attention  as  well.  Our  medical 
forbears  would  recognize  that  the 
many  alternative  forms  of  healing 
advocated  today  had  their  equiva- 
lents then  and  would  also  remind  us 
that  man’s  morals  have  hardly  been 
buttressed  by  either  political  party 
(Whigs  and  Democrats  then.  Repub- 
licans and  Democrats  now)  or  by 
governments  at  any  time. 

If  we  can  judge  from  the  style  of 
the  composers,  theirs  was  a more  lei- 
surely time  when  prose  could  be 
polished,  elaborated  and  exact  in 
definition.  They  did  use  such  Bri- 
tishisms as  savour  and  offence,  in- 


stead of  savor  and  offense  but  even 
that  adds  savour. 

The  elaborate  courtesy  of  consul- 
tation practiced  then  lives  on  only  in 
its  description  but  it  did  serve  effec- 
tively to  defuse  tempers  and  prevent 
polemics  in  a profession  which  above 
all  demands  calmness,  kindness, 
honesty  and  a judicious  approach  to 
patients.  Today  we  are  more  cogni- 
zant and  tolerant  of  clinical  disagree- 
ment, partly  because  we  are  aware  of 
so  many  more  diagnostic  and  thera- 
peutic possibilities.  In  fact,  we  en- 
courage some  of  this  disagreement 
because  it  attests  to  greater  under- 
standing and  sustained  curiosity.  It 
reflects  the  vitality  of  modern  medi- 
cine, encourages  scholarship  and 
allows  the  cultivation  of  judgment 
without  encouraging  the  judgmental. 

J.H.F. 


CODE  OF  MEDICAL  ETHICS 

Adopted  by  the  American  Medical  Association  and  recognized  by  the  Medical  Society  of  the 
State  of  North  Carolina. 


Exerted  from  the  Proceedings  of  the  State  Medical  Convention,  held  in  Raleigh,  April,  1849 


INTRODUCTION  TO  THE 
CODE  OF  MEDICAL  ETHICS. 

MEDICAL  ethics,  as  a branch  of 
general  ethics,  must  rest  on  the 
ba  f religion  and  morality.  They 


comprise  not  only  the  duties,  but 
also  the  rights  of  a physician:  and,  in 
this  sense,  they  are  identical  with 
Medical  Deontology  — a term  in- 
troduced by  a late  writer,  who  has 


taken  the  most  comprehensive  view 
of  the  subject. 

In  framing  a code  on  this  basis, 
we  have  the  inestimable  advantage 
of  deducting  its  rules  from  the  con- 
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duct  of  the  many  eminent  physi- 
cians who  have  adorned  the  profes- 
sion by  their  learning  and  their 
piety.  From  the  age  of  Hippocrates 
to  the  present  time,  the  annals  of 
every  civilized  people  contain  abun- 
dant evidences  of  the  devotedness 
of  medical  men  to  the  relief  of  their 
fellow  creatures  from  pain  and  dis- 
ease, regardless  of  the  privation  and 
danger,  and  not  seldom  obloquy,  en- 
countered in  return;  a sense  of  ethi- 
cal obligations  rising  superior,  in 
their  minds,  to  considerations  of 
personal  advancement.  Well  and 
truly  was  it  said  by  one  of  the  most 
learned  men  of  the  last  century,  that 
the  duties  of  a physician  were  never 
more  beautifully  exemplified  than  in 
the  conduct  of  Hippocrates,  nor 
more  eloquently  described  than  in 
his  writings. 

We  may  here  remark,  that,  if  a 
state  of  probation  be  intended  for 
moral  discipline,  there  is  assuredly, 
much  in  the  daily  life  of  a physician 
to  impart  this  salutary  training,  and 
to  insure  continuance  in  a course  of 
self-denial,  and  at  the  same  time,  of 
zealous  and  methodical  efforts  for 
the  relief  of  the  suffering  and  un- 
fortunate, irrespective  of  rank  or 
fortune,  or  of  fortuitous  elevation  of 
any  kind. 

A few  considerations  on  the 
legitimate  range  of  medical  ethics 
will  serve  as  an  appropriate  intro- 
duction to  the  requisite  rules  for  our 
guidance  in  the  complex  relations  of 
professional  life. 

Every  duty  or  obligation  implies, 
both  in  equity  and  for  its  successful 
discharge,  a corresponding  right. 
As  it  is  the  duty  of  a physician  to 
advise,  so  has  he  a right  to  be  atten- 
tively and  respectfully  listened  to. 
Being  required  to  expose  his  health 
and  life  for  the  benefit  of  the  com- 
munity, he  has  a just  claim,  in  re- 
turn, on  all  its  members,  collec- 
tively and  individually,  for  aid  to 
carry  out  his  measures,  and  for  all 
possible  tenderness  and  regard  to 
prevent  needlessly  harassing  calls 
on  his  services  and  unnecessary  ex- 
haustion of  his  benevolent  sympa- 
thies. 

His  zeal,  talents,  attainments  and 
skill  are  qualities  which  he  holds  in 
trust  for  the  general  good,  and 


which  cannot  be  prodigally  spent, 
either  through  his  own  negligence  or 
the  inconsiderateness  of  others, 
without  wrong  and  detriment  both 
to  himself  and  to  them. 

The  greater  the  importance  of  the 
subject  and  the  more  deeply  in- 
terested all  are  in  the  issue,  the  more 
necessary  it  is  that  the  physician  — 
he  who  performs  the  chief  part,  and 
in  whose  judgment  and  discretion 
under  Providence,  life  is  secured 
and  death  turned  aside  — should  be 
allowed  the  free  use  of  his  faculties, 
undisturbed  by  a querulous  manner, 
and  desponding,  angry,  or  passion- 
ate interjections,  under  the  plea  of 
fear,  or  grief,  or  disappointment  of 
cherished  hopes,  by  the  sick  and 
their  friends. 

All  persons  privileged  to  enter  the 
sick  room,  and  the  number  ought  to 
be  very  limited,  are  under  equal 
obligations  of  reciprocal  courtesy, 
kindness  and  respect;  and,  if  any 
exception  be  admissible,  it  cannot 
be  at  the  expense  of  the  physician. 
His  position,  purposes  and  proper 
efforts  eminently  entitle  him  to,  at 
least,  the  same  respectful  and  con- 
siderate attentions  that  are  paid,  as 
a matter  of  course  and  apparently 
without  constraint,  to  the  clergy- 
man, who  is  admitted  to  administer 
spiritual  consolation,  and  to  the 
lawyer  who  comes  to  make  the  last 
will  and  testament. 

Although  professional  duty  re- 
quires of  a physician,  that  he  should 
have  such  a control  over  himself  as 
not  to  betray  strong  emotion  in  the 
presence  of  his  patient,  not  to  be 
thrown  off  his  guard  by  the  queru- 
lousness or  even  rudeness  of  the 
latter,  or  of  his  friends  at  the  bed- 
side, yet,  and  the  fact  ought  to  be 
generally  known,  many  medical 
men,  possessed  of  abundant  at- 
tainments and  resources,  are  so 
constitutionally  timid  and  readily 
abashed  as  to  lose  much  of  their 
self-possession  and  usefulness  at 
the  critical  moment,  if  opposition  be 
abruptly  interposed  to  any  part  of 
the  plan  which  they  are  about  de- 
vising for  the  benefit  of  their  pa- 
tients. 

Medical  ethics  cannot  be  so  di- 
vided as  that  one  part  shall  obtain 
the  full  and  proper  force  of  moral 
obligations  on  physicians  univer- 


sally, and,  at  the  same  time,  the 
other  be  construed  in  such  a way  as 
to  free  society  from  all  restrictions 
in  its  conduct  to  them;  leaving  it  to 
the  caprice  of  the  hour  to  determine 
whether  the  truly  learned  shall  be 
overlooked  in  favor  of  ignorant  pre- 
tenders — persons  destitute  alike  of 
original  talent  and  acquired  fitness. 

The  choice  is  not  indifferent  in  an 
ethical  point  of  view,  besides  its  im- 
portant bearing  on  the  fate  of  the 
sick  themselves,  between  the  di- 
rectness and  sincerity  of  purpose, 
the  honest  zeal,  the  learning  and 
impartial  observations,  accumu- 
lated from  age  to  age  for  thousands 
of  years,  of  the  regularly  initiated 
members  of  the  medical  profession, 
and  the  crooked  devices  and  low 
arts,  for  evidently  selfish  ends,  the 
unsupported  promises  and  reckless 
trials  of  interloping  empirics,  whose 
very  announcements  of  the  means 
by  which  they  profess  to  perform 
their  wonders,  are,  for  the  most 
part,  misleading  and  false,  and,  so 
far,  fraudulent. 

In  thus  deducing  the  rights  of  a 
physician  from  his  duties,  it  is  not 
meant  to  insist  on  such  a correlative 
obligation,  that  the  withholding  of 
the  right  exonerates  from  the  dis- 
charge of  the  duty.  Short  of  the  for- 
mal abandonment  of  the  practice  of 
his  profession,  no  medical  man  can 
withhold  his  services  from  the  re- 
quisition either  of  an  individual  or  of 
the  community,  unless  under  cir- 
cumstances, of  rare  occurrence,  in 
which  his  compliance  would  be  not 
only  unjust,  but  degrading  to  him- 
self, or  to  a professional  brother, 
and  so  far  diminish  his  future  use- 
fulne  ss.  In  the  discharge  of  their 
duties  to  society,  physicians  must 
be  ever  ready  and  prompt  to  ad- 
minister professional  aid  to  all  ap- 
plicants, without  prior  stipulation  of 
personal  advantages  to  themselves. 

On  them  devolves,  in  a peculiar 
manner,  the  task  of  noting  all  the 
circumstances  affecting  the  public 
health,  and  of  displaying  skill  and 
ingenuity  in  devising  the  best  means 
for  its  protection. 

With  them  rests  also  the  solemn 
duty  of  furnishing  accurate  medical 
testimony  in  all  cases  of  criminal 
accusation  of  violence,  by  which 
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health  is  endangered  and  life  de- 
stroyed, and  in  those  other  numer- 
ous ones  involving  the  question  of 
mental  sanity  and  of  moral  and  legal 
responsibility. 

On  these  subjects  — Public  Hy- 
giene and  Medical  Jurisprudence  — 
every  medical  man  must  be  sup- 
posed to  have  prepared  himself  by 
study,  observation,  and  the  exer- 
cise of  a sound  judgment.  They 
cannot  be  regarded  in  the  light  of 
accomplishments  merely:  they  are 
an  integral  part  of  the  science  and 
practice  of  medicine. 

It  is  a delicate  and  noble  task,  by 
the  judicious  application  of  Public 
Hygiene,  to  prevent  disease  and 
prolong  life;  and  thus  to  increase  the 
productive  industry,  and,  without 
assuming  the  office  of  moral  and  re- 
ligious teaching,  to  add  to  the  civili- 
zation of  an  entire  people. 

In  the  performance  of  this  part 
of  their  duty,  physicians  are  enabled 
to  exhibit  the  close  connection  be- 
tween hygiene  and  morals;  since 
all  the  causes  contributing  to  the 
former  are  nearly  equally  auxiliary 
to  the  latter.  Physicians,  as  conser- 
vators of  public  health,  are  bound  to 
bear  emphatic  testimony  against 
quackery  in  all  its  forms,  whether  it 
appears  with  its  usual  effrontery,  or 
masks  itself  under  the  garb  of 
philanthropy  and  sometimes  reli- 
gion itself.  By  an  anomaly  in  legis- 
lation and  penal  enactments,  the 
laws  so  stringent  for  the  repression 
and  punishment  of  fraud  in  general, 
and  against  attempts  to  sell  poison- 
ous substances  for  food,  are  silent, 
and  of  course  inoperative,  in  the 
cases  of  both  fraud  and  poisoning  so 
extensively  carried  on  by  the  host  of 
quacks  who  infest  the  land. 

The  newspaper  press,  powerful  in 
the  correction  of  many  abused,  is 
too  ready,  for  the  sake  of  lure,  to  aid 
and  abet  the  enormities  of  quack- 
ery. Honorable  exceptions  to  the 
once  general  practice  in  this  respect 
are  becoming,  happily,  more  nu- 
merous, and  they  might  be  more 
rapidly  increased,  if  physicians 
when  themselves  free  from  all  taint, 
were  to  direct  the  attention  of  the 
editors  and  proprietors  of  news- 
papers, and  of  periodical  works  in 
general  to  the  moral  bearings  of  the 
subject. 

2!4 


To  those  who,  like  physicians, 
can  best  see  the  extent  of  the  evil,  it 
is  still  more  mortifying  than  in  the 
instances  already  mentioned,  to 
find  members  of  other  professions, 
and  especially  ministers  of  the  Gos- 
pel, so  prone  to  give  their  counte- 
nance, and,  at  times,  direct  patron- 
age, to  medical  empirics,  both  by 
their  use  of  nostrums,  and  by  their 
certificates  in  favor  of  the  absurd 
pretension  of  these  impostors.  The 
credulous,  on  these  occasions, 
place  themselves  in  the  dilemma  of 
bearing  testimony  either  to  a mira- 
cle or  to  an  imposture;  to  a miracle, 
if  one  particular  agent,  and  it  often 
of  known  inertness  or  slight  power, 
can  cure  all  diseases,  or  even  any 
one  disease  in  all  stages;  to  an  im- 
posture, if  the  alleged  cures  are  not 
made,  as  experience  shows  they  are 
not. 

But  by  no  class  are  quack  medi- 
cines and  nostrums  so  largely  sold 
and  distributed  as  by  apothecaries, 
whose  position  towards  physicians, 
although  it  may  not  amount  to  ac- 
tual affinity,  is  such  that  it  ought,  at 
least,  to  prevent  them  from  entering 
into  an  actual,  if  not  formally  rec- 
ognized, alliance  with  empirics  of 
every  grade  and  degree  of  preten- 
sion. 

Too  frequently  we  meet  with  phy- 
sicians who  deem  it  a venial  error  in 
ethics,  to  permit,  and  even  to  rec- 
ommend, the  use  of  a quack  medi- 
cine or  secret  compound  by  their 
patients  and  friends.  They  forget 
that  their  toleration  implies  sanction 
of  a recourse  by  the  people  gener- 
ally to  unknown,  doubtful  and  con- 
jectural fashions  of  medication;  and 
that  the  credulous  in  this  way  soon 
become  the  victims  of  an  endless 
succession  of  empirics.  It  must  have 
been  generally  noticed,  also,  that 
they  whose  faith  is  strongest  in  the 
most  absurd  pretensions  of  quack- 
ery, entertain  the  greatest  skepti- 
cism towards  regular  and  philo- 
sophic medicine. 

Adverse  alike  to  ethical  propriety 
and  to  medical  logic,  are  the  various 
popular  delusions  which,  like  so 
many  epidemics,  have  in  successive 
ages,  excited  the  imagination  with 
extravagant  expectations  of  the  cure 
of  all  diseases  and  the  prolongation 
of  life  beyond  its  customary  limits. 


by  means  of  a single  substance.  Al- 
though it  is  not  in  the  power  of 
physicians  to  prevent,  or  always  to 
arrest,  these  delusions  in  their  prog- 
ress, yet  it  is  incumbent  on  them, 
from  their  superior  knowledge  and 
better  opportunities,  as  well  as  from 
their  elevated  vocation,  steadily  to 
refuse  to  extend  to  them  the 
slightest  countenance,  still  less 
support. 

These  delusions  are  sometimes 
manifested  in  the  guise  of  new  and 
infallible  systems  of  medical  prac- 
tice, — faith  in  which,  among  the 
excited  believers,  is  usually  in  the 
inverse  ratio  of  the  amount  of  com- 
mon sense  evidence  in  its  favor. 
Among  the  volunteer  missionaries 
for  its  dissemination,  it  is  painful  to 
see  members  of  the  sacred  profes- 
sion, who  above  all  others,  ought  to 
keep  aloof  from  vagaries  of  any  de- 
scription, and  especially  of  those 
medical  ones  which  are  allied  to 
empirical  imposture. 

The  plea  of  good  intention  is  not 
an  adequate  reason  for  the  assump- 
tion of  so  grave  a responsibility  as 
the  propagation  of  a theory  and 
practice  of  medicine,  of  the  real 
foundation  and  nature  of  which  the 
mere  medical  amateur  must  neces- 
sarily, from  his  want  of  opportuni- 
ties for  study,  observation,  and 
careful  comparison,  be  profoundly 
ignorant. 

In  their  relations  with  the  sick, 
physicians  are  bound  by  every  con- 
sideration of  duty,  to  exercise  the 
greatest  kindness  with  the  greatest 
circumspection;  so  that  whilst  they 
make  every  allowance  for  impa- 
tience, irritation  and  inconsistencies 
of  manner  and  speech  of  the  suffer- 
ers, and  do  their  utmost  to  soothe 
and  tranquilize,  they  shall  at  the 
same  time  elicit  from  them  and  the 
persons  in  their  confidence,  a reve- 
lation of  all  the  circumstances  con- 
nected with  the  probable  origin  of 
the  diseases  which  they  are  called 
upon  to  treat. 

Owing  either  to  the  confusion 
and,  at  times,  obliquity  of  mind  pro- 
duced by  the  disease,  or  to  consid- 
erations of  false  delicacy  and 
shame,  the  truth  is  not  always  di- 
rectly reached  on  these  occasions; 
and  hence  the  necessity,  on  the  part 
of  the  physician,  of  a careful  and 
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minute  investigation  into  both  the 
physical  and  moral  state  of  his  pa- 
tient. A physician  in  attendance  on  a 
case  should  avoid  expensive  com- 
plications and  tedious  ceremonials, 
as  being  beneath  the  dignity  of  true 
science  and  embarrassing  to  the  pa- 
tient and  his  family,  whose  troubles 
are  already  great. 

In  their  intercourse  with  each 
other,  physicians  will  best  consult 
and  secure  their  own  self-respect 
and  consideration  from  society  in 
general,  by  a uniform  courtesy  and 
high-minded  conduct  towards  their 
professional  brethren.  The  confi- 
dence in  his  intellectual  and  moral 
worth,  which  each  member  of  the 
profession  is  ambitious  of  obtaining 
for  himself  among  his  associates, 
ought  to  make  him  willing  to  place 
the  same  confidence  in  the  worth  of 
others. 

Veracity,  so  requisite  in  all  the 
relations  of  life,  is  a jewel  of  ines- 
timable value  in  medical  description 
and  narrative,  the  lustre  of  which 
ought  never  to  be  tarnished  for  a 
moment,  by  even  the  breath  of  sus- 
picion. Physicians  are  peculiarly 
enjoined,  by  every  consideration  of 
honour  and  of  conscientious  regard 
for  the  health  and  lives  of  their  fel- 
low being,  not  to  advance  any 
statement  unsupported  by  positive 
facts,  nor  to  hazard  an  opinion  or 
hypothesis  that  is  not  the  result  of 
deliberate  inquiry  into  all  the  data 
and  bearings  of  which  the  subject  is 
capable.  Hasty  generalization, 
paradox,  and  fanciful  conjectures, 
repudiated  at  all  times  by  sound 
logic,  are  open  to  the  severest  rep- 
rehension on  the  still  higher  grounds 
of  humanity  and  morals.  Their  ten- 
dency and  practical  operation  can- 
not fail  to  be  eminently  mischie- 
vous. 

Among  medical  men  associated 
together  for  the  performance  of 
professional  duties  in  public  insti- 
tutions, such  as  Medical  Colleges, 
Hospitals  and  Dispensaries,  there 
ought  to  exist,  not  only  harmonious 
intercourse,  but  also  a general  har- 
mony in  doctrine  and  practice;  so 
that  neither  student  nor  patients 
shall  be  perplexed,  nor  the  medical 
community  mortified  by  contra- 
dictory views  of  the  theory  of  dis- 
ease, if  not  of  the  means  of  curing  it. 


The  right  of  free  inquiry,  common 
to  all,  does  not  imply  the  utterance 
of  crude  hypothesis,  the  use  of 
figurative  language,  a straining  after 
novelty  for  novelty's  sake,  and  the 
involution  of  old  truths,  for  tempo- 
rary effect  and  popularity,  by  medi- 
cal writers  and  teachers.  If,  there- 
fore, they  who  are  engaged  in  a 
common  cause,  and  for  the  further- 
ance of  a common  object,  could 
make  an  offering  of  the  extreme,  the 
doubtful,  and  the  redundant,  at  the 
shrine  of  philosophical  truth,  the 
general  harmony  in  medical  teach- 
ing, now  desired,  would  be  of  easy 
attainment. 

It  is  not  enough,  however,  that 
the  members  of  the  medical  profes- 
sion be  zealous,  well  informed  and 
self-denying,  unless  the  social  prin- 
ciple be  cultivated  by  their  seek- 
ing frequent  intercourse  with  each 
other,  and  cultivating,  reciprocally, 
friendly  habits  of  acting  in  common. 
By  union  alone  can  medical  men 
hope  to  sustain  the  dignity  and  ex- 
tend the  usefulness  of  their  profes- 
sion. Among  the  chief  means  to 
bring  about  this  desirable  end,  are 
frequent  social  meetings  and  regu- 
larly organized  Societies;  a part  of 
whose  beneficial  operation  would 
be  an  agreement  on  a suitable  stan- 
dard of  medical  education,  and  a 
code  of  medical  ethics. 

Greatly  increased  influence,  for 
the  entire  body  of  the  profession, 
will  be  acquired  by  a union  for  the 
purposes  of  common  benefit  and  the 
general  good;  while  to  its  members, 
individually,  will  be  insured  a more 
pleasant  and  harmonious  inter- 
course, one  with  another,  and  an 
avoidance  of  many  heartburnings 
and  jealousies,  which  originate  in 
misconceptions,  through  misrep- 
resentation on  the  part  of  individ- 
uals in  general  society,  of  each 
other’s  disposition,  motives  and 
conduct.  In  vain  will  physicians  ap- 
peal to  the  intelligence  and  elevated 
feelings  of  the  members  of  other 
professions,  and  of  the  better  part  of 
society  in  general,  unless  they  be 
true  to  themselves,  by  a close  adher- 
ence to  their  duties,  and  by  firmly  yet 
mildly  insisting  on  their  rights;  and 
this  not  with  glimmering  perception 
and  faint  avowal  but  rather  with  a 


full  understanding  and  firm  convic- 
tions. 

Impressed  with  the  nobleness  of 
their  vocation,  as  trustees  of  sci- 
ence and  almoners  of  benevolence 
and  charity,  physicians  should  use 
unceasing  vigilance  to  prevent  the 
introduction  into  their  body  of  those 
who  have  not  been  prepared  by  a 
suitably  preparatory  moral  and  in- 
tellectual training. 

No  youth  ought  to  be  allowed  to 
study  medicine,  whose  capacity, 
good  conduct,  and  elementary 
knowledge  are  not  equal,  at  least,  to 
the  common  standard  of  academical 
requirements. 

Human  life  and  human  happiness 
must  not  be  endangered  by  the  in- 
competence of  presumptuous  pre- 
tenders. The  greater  and  inherent 
difficulties  of  medicine,  as  a sci- 
ence, and  the  more  numerous  the 
complications  that  embarrass  in  its 
practice,  the  more  necessary  is  it 
that  there  should  be  minds  of  a 
higher  order  and  thorough  cultiva- 
tion to  unravel  its  mysteries  and  to 
deduce  scientific  order  from  appar- 
ently empirical  confusion. 

We  are  under  the  strongest  ethi- 
cal obligations  to  preserve  the  char- 
acter which  has  been  awarded,  by 
the  most  learned  men  and  best 
judges  of  human  nature,  to  the  med- 
ical profession,  for  general  and  ex- 
tensive knowledge,  great  liberality, 
and  dignity  of  sentiment,  and 
prompt  effusions  of  beneficence. 

In  order  that  we  may  continue  to 
merit  these  praises,  every  physi- 
cian, within  the  circle  of  his  ac- 
quaintance, should  impress  both 
fathers  and  sons  with  the  range  and 
variety  of  medical  study,  and  with 
the  necessity  of  those  who  desire  to 
engage  in  it,  possessing,  not  only 
good  preliminary  knowledge,  but, 
likewise  some  habits  of  regular  and 
systematic  thinking. 

If  able  teachers  and  writers,  and 
profound  inquirers,  be  still  called 
for  to  expound  medical  science,  and 
to  extend  its  domain  of  practical  ap- 
plication and  usefulness,  they  can- 
not be  procured  by  intuitive  effort  of 
their  own  part,  nor  by  the  exercise 
of  the  elective  suffrage  on  the  part  of 
others.  They  must  be  the  product  of 
a regular  and  comprehensive  sys- 
tem — members  of  a large  class, 
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from  the  great  body  of  which  they  circumstances,  that  gives  them  display  of  qualities  and  attainments 
only  differ  by  the  force  of  fortuitous  temporary  vantage  ground  for  the  common  to  their  brethren. 


CHAPTER  ONE 

OF  THE  DUTIES  OF  PHYSICIANS  TO  THEIR  PATIENTS 

AND  OF  THE  OBLIGATIONS  OF  PATIENTS  TO  THEIR  PHYSICIANS. 


Art.  I — Duties  of  Physicians  to 
their  Patients. 

1 . A Physician  should  not  only  be 
ever  ready  to  obey  the  calls  of  the 
sick,  but  his  mind  ought  also  to  be 
imbued  with  the  greatness  of  his 
mission,  and  the  responsibility  he 
habitually  incurs  in  its  discharge. 
Those  obligations  are  the  more  deep 
and  enduring,  because  there  is  no 
tribunal  other  than  his  own  con- 
science, to  adjudge  penalties  for 
carelessness  or  neglect.  Physicians 
should,  therefore,  minister  to  the 
sick  with  due  impressions  of  the  im- 
portance of  their  office;  reflecting 
that  the  ease,  the  health  and  the 
lives  of  those  committed  to  their  of- 
fice; reflecting  that  the  ease,  the 
health  and  the  lives  of  those  com- 
mitted to  their  charge  depend  on 
their  skill,  attention,  and  fidelity. 
They  should  study,  also,  in  their 
deportment,  so  to  unite  tenderness 
with  firmness,  and  condescension 
with  authority,  as  to  inspire  the 
minds  of  their  patients  with  grati- 
tude, respect  and  confidence. 

2.  Every  case  committed  to  the 
charge  of  a physician  should  be 
treated  with  attention,  steadiness 
and  humanity.  Reasonable  indul- 
gence should  be  granted  to  the 
mental  imbecility  and  caprices  of 
the  sick.  Secrecy  and  delicacy, 
when  required  by  peculiar  circum- 
stances, should  be  strictly  ob- 
served; and  the  familiar  and  confi- 
dential intercourse  to  which  physi- 
cians are  admitted  in  their  profes- 
sional visits,  should  be  used  with 
discretion,  and  with  the  most 
scrupulous  regard  to  fidelity  and 
honor.  The  obligation  of  secrecy 
extends  beyond  the  period  of  pro- 
fessional services;  none  of  the 
privacies  of  personal  and  domestic 
life,  no  infirmity  of  disposition  or 
flaw  of  character  observed  during 
professional  attendance,  should 
ever  be  divulged  by  him  except 


when  he  is  imperatively  required  to 
do  so.  The  force  and  necessity  of 
this  obligation  are  indeed  so  great, 
that  professional  men  have,  under 
certain  circumstances,  been  pro- 
tected in  their  observance  of  se- 
crecy by  courts  of  justice. 

3.  Frequent  visits  to  the  sick  are 
in  general  requisite,  since  they  en- 
able the  physician  to  arrive  at  a 
more  perfect  knowledge  of  the  dis- 
ease, — to  meet  promptly  every 
change  which  may  occur,  and  also 
tend  to  preserve  the  confidence  of 
the  patient.  But  unnecessary  visits 
are  to  be  avoided,  as  they  give  use- 
less anxiety  to  the  patient,  tend  to 
diminish  the  authority  of  the  physi- 
cian, and  render  him  liable  to  be 
suspected  of  interested  motives. 

4.  A physician  should  not  be  for- 
ward to  make  gloomy  prognosti- 
cations, because  they  savour  of 
empiricism,  by  magnifying  the  im- 
portance of  his  services  in  the 
treatment  of  cure  of  the  disease.  But 
he  should  not  fail,  on  proper  occa- 
sions, to  give  to  the  friends  of  the 
patient  timely  notice  of  danger, 
when  it  really  occurs;  and  even  to 
the  patient  himself,  if  absolutely 
necessary.  This  office,  however,  is 
so  peculiarly  alarming  when  exe- 
cuted by  him,  that  it  ought  to  be 
declined  whenever  it  can  be  as- 
signed to  any  other  person  of  suffi- 
cient judgment  and  delicacy.  For, 
the  physician  should  be  the  minister 
of  hope  and  comfort  to  the  sick,  that 
by  such  cordials  to  the  drooping 
spirit,  he  may  smooth  the  bed  of 
death,  revive  expiring  life,  and 
counteract  the  depressing  influence 
of  those  maladies  which  often  dis- 
turb the  tranquility  of  the  most  re- 
signed, in  their  last  moments.  The 
life  of  a sick  person  can  be  short- 
ened not  only  by  the  acts,  but  also 
by  the  words  of  manner  of  a physi- 
cian. It  is  therefore,  a sacred  duty  to 
guard  himself  carefully  in  this  re- 


spect, and  to  avoid  all  things  which 
have  a tendency  to  discourage  the 
patient  and  to  depress  his  spirits. 

5.  A physician  ought  not  to  aban- 
don a patient  because  the  case  is 
deemed  incurable;  for  his  atten- 
dance may  continue  to  be  highly 
useful  to  the  patient,  and  comforting 
to  the  relatives  around  him,  even  in 
the  last  period  of  a fatal  malady,  by 
alleviating  pain  and  other  symp- 
toms, and  by  soothing  mental  an- 
guish. To  decline  attendance,  under 
such  circumstances,  would  be  sac- 
rificing to  fanciful  delicacy  and 
mistaken  liberality,  that  moral  duty 
which  is  independent  of,  and  far 
superior  to,  all  pecuniary  consid- 
erations. 

6.  Consultations  should  be  pro- 
moted in  difficult  or  protracted 
cases,  as  they  give  rise  to  confi- 
dence, energy,  and  more  enlarged 
views  in  practice. 

7.  The  opportunity  which  a phy- 
sician not  unfrequently  enjoys  of 
promoting  and  strengthening  the 
good  resolutions  of  his  patients, 
suffering  under  the  consequences  of 
vicious  conduct,  ought  never  to  be 
neglected.  His  counsels,  or  even 
remonstrances,  will  give  satisfac- 
tion, not  offence,  if  they  be  prof- 
fered with  politeness,  and  evince  a 
genuine  love  of  virtue,  accom- 
panied by  a sincere  interest  in  the 
welfare  of  the  person  to  whom  they 
are  addressed. 

Art.  II  — Obligations  of  Patients  to 
their  Physicians 

1.  The  members  of  the  medical 
profession,  upon  whom  are  en- 
joined the  performance  of  so  many 
important  and  arduous  duties  to- 
wards the  community,  and  who  are 
required  to  make  so  many  sacrifices 
of  comfort,  ease,  and  health,  for  the 
welfare  of  those  who  avail  them- 
selves of  their  services,  certainly 
have  a right  to  expect  and  require. 
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that  their  patients  should  entertain  a 
just  sense  of  the  duties  which  they 
owe  to  their  medical  attendants. 

2.  The  first  duty  of  a patient  is,  to 
select  as  his  medical  adviser  one 
who  has  received  a regular  profes- 
sional education.  In  no  trade  or  oc- 
cupation, do  mankind  rely  on  the 
skill  of  an  untaught  artist;  and  in 
medicine,  confessedly  the  most  dif- 
ficult and  intricate  of  the  sciences, 
the  world  ought  not  to  suppose  that 
knowledge  is  intuitive. 

3.  Patients  should  prefer  a physi- 
cian whose  habits  of  life  are  regular 
and  who  is  not  devoted  to  company, 
pleasure,  or  to  any  pursuit  incom- 
patible with  his  professional  obliga- 
tions. A patient  should,  also,  con- 
fide the  care  of  himself  and  family, 
as  much  as  possible,  to  one  physi- 
cian, for  a medical  man  who  has 
become  acquainted  with  the  pecu- 
liarities of  constitution,  habits,  and 
predispositions  of  those  he  attends, 
is  more  likely  to  be  successful  in  his 
treatment,  than  one  who  does  not 
possess  that  knowledge. 

A patient  who  has  thus  selected 
his  physician,  should  always  apply 
for  advice  in  what  may  appear  to 
him  trivial  cases,  for  the  most  fatal 
results  often  supervene  on  the 
slightest  accidents.  It  is  of  still  more 
importance  that  he  should  apply  for 
assistance  in  the  forming  stage  of 
violent  diseases;  it  is  to  a neglect  of 
this  precept  that  medicine  owes 
much  of  the  uncertainty  and  imper- 
fection with  which  it  has  been  re- 
proached. 

4.  Patients  should  faithfully  and 
unreservedly  communicate  to  their 
physician  the  supposed  cause  of 
their  disease.  This  is  the  more  im- 
portant, as  many  diseases  of  mental 
origin  simulate  those  depending  on 
external  causes,  and  yet  are  only  to 
be  cured  by  ministering  to  the  mind 
diseased.  A patient  should  never  be 
afraid  of  thus  making  his  physician 
his  friend  and  adviser;  he  should 
always  bear  in  mind  that  a medical 
man  is  under  the  strongest  obliga- 


tions of  secrecy.  Even  the  female 
sex  should  never  allow  feelings  of 
shame  or  delicacy  to  prevent  their 
disclosing  the  seat,  symptoms  and 
causes  of  complaints  peculiar  to 
them.  However  commendable  a 
modest  reserve  may  be  in  the  com- 
mon occurrences  of  life,  its  strict 
observance  in  medicine  is  often  at- 
tended with  the  most  serious  con- 
sequences, and  a patient  may  sink 
under  a painful  and  loathsome  dis- 
ease, which  might  have  been  readily 
prevented,  had  timely  intimation 
been  given  to  the  physician. 

5.  A patient  should  never  weary 
his  physician  with  a tedious  detail  of 
events  or  matters  not  appertaining 
to  his  disease.  Even  as  relates  to  his 
actual  symptoms,  he  will  convey 
much  more  real  information  by 
giving  clear  answers  to  interroga- 
tories, than  by  the  most  minute  ac- 
count of  his  own  framing.  Neither 
should  he  obtrude  the  details  of  his 
business  nor  the  history  of  his  fam- 
ily concerns. 

6.  The  obedience  of  a patient  to 
the  prescriptions  of  his  physician 
should  be  prompt  and  implicit.  He 
should  never  permit  his  own  crude 
opinions  as  to  their  fitness,  to  influ- 
ence his  attention  to  them.  A failure 
in  one  particular  may  render  an 
otherwise  judicious  treatment  dan- 
gerous, and  even  fatal.  This  remark 
is  equally  applicable  to  diet,  drink, 
and  exercise.  As  patients  become 
convalescent  they  are  very  apt  to 
suppose  that  the  rules  prescribed 
for  them  may  be  disregarded,  and 
the  consequence  but  too  often,  is  a 
relapse.  Patients  should  never  allow 
themselves  to  be  persuaded  to  take 
any  medicine  whatever,  that  may  be 
recommended  to  them  by  the  self- 
constituted  doctors  and  doctresses, 
who  are  so  frequently  met  with,  and 
who  pretend  to  possess  infallible 
remedies  for  the  cure  of  every  dis- 
ease. However  simple  some  of  their 
prescriptions  may  appear  to  be,  it 
often  happens  that  they  are  produc- 
tive of  much  mischief,  and  in  all 


cases  they  are  injurious,  by  contra- 
vening the  plan  of  treatment 
adopted  by  the  physician. 

7.  A patient  should,  if  possible, 
avoid  even  the  friendly  visits  of  a 
physician  who  is  not  attending  him, 
and  when  he  does  receive  them,  he 
should  never  converse  on  the  sub- 
ject of  his  disease,  as  an  observation 
may  be  made,  without  any  intention 
of  interference,  which  may  destroy 
his  confidence  in  the  course  he  is 
pursuing,  and  induce  him  to  neglect 
the  directions  prescribed  to  him.  A 
patient  should  never  send  for  a con- 
sulting physician  without  the  ex- 
press consent  of  his  own  medical 
attendant.  It  is  of  great  importance 
that  physicians  should  act  in  con- 
cert; for,  although  their  modes  of 
treatment  may  be  attended  with 
equal  success  when  employed 
singly,  yet  conjointly  they  are  very 
likely  to  be  productive  of  disastrous 
results. 

8.  When  a patient  wishes  to  dis- 
miss his  physician,  justice  and  com- 
mon courtesy  require  that  he  should 
declare  his  reasons  for  so  doing. 

9.  Patients  should  always,  when 
practicable,  send  for  their  physician 
in  the  morning,  before  his  usual, 
hour  of  going  out;  for,  by  being  early 
aware  of  the  visits  he  has  to  pay 
during  the  day,  the  physician  is  able 
to  apportion  his  time  in  such  a man- 
ner as  to  prevent  an  interference  of 
engagements.  Patients  should  also 
avoid  calling  on  their  medical  ad- 
viser unnecessarily  during  the  hours 
devoted  to  meals  or  sleep.  They 
should  always  be  in  readiness  to  re- 
ceive the  visits  of  their  physician,  as 
the  detention  of  a few  minutes  is 
often  of  serious  inconvenience  to 
him. 

10.  A patient  should,  after  his  re- 
covery, entertain  a just  and  endur- 
ing sense  of  the  value  of  the  services 
rendered  him  by  his  physician;  for 
these  are  of  such  a character,  that 
no  mere  pecuniary  acknowledg- 
ment can  repay  or  cancel  them. 
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CHAPTER  TWO 

OF  THE  DUTIES  OF  PHYSICIANS  TO  EACH  OTHER, 
AND  TO  THE  PROFESSION  AT  LARGE. 


Art.  1 . — Duties  for  the  support  of 
professional  character. 

1.  Every  individual,  on  entering 
the  profession,  as  he  becomes 
thereby  entitled  to  all  its  privileges 
and  immunities,  incurs  an  obliga- 
tion to  exert  his  best  abilities  to 
maintain  its  dignity  and  honor,  to 
exalt  its  standing,  and  to  extend  the 
bounds  of  its  usefulness.  He  should 
therefore  observe  strictly,  such 
laws  as  are  instituted  for  the  gov- 
ernment of  its  members  — should 
avoid  all  contumelious  and  sarcastic 
remarks  relative  to  the  faculty,  as  a 
body;  and  while,  by  unwearied  dili- 
gence, he  resorts  to  every  honora- 
ble means  of  enriching  the  science, 
he  should  entertain  a due  respect  for 
his  seniors,  who  have,  by  their 
labours,  brought  it  to  the  elevated 
position  in  which  he  finds  it. 

2.  There  is  no  profession,  from 
the  member  of  which  greater  purity 
of  character,  and  a higher  standard 
of  moral  excellence  are  required, 
than  the  medical;  and  to  attain  such 
eminence,  is  a duty  every  physician 
owes  alike  to  his  profession,  and  to 
his  patients.  It  is  due  to  the  latter,  as 
without  it  he  cannot  command  their 
respect  and  confidence,  and  to 
both,  because  no  scientific  attain- 
ments can  compensate  for  the  want 
to  correct  moral  principles.  It  is  also 
incumbent  upon  the  faculty  to  be 
temperate  in  all  things,  for  the  prac- 
tice to  physic  requires  the  unremit- 
ting exercise  of  a clear  and  vigorous 
understanding;  and,  on  emergen- 
cies for  which  no  professional  man 
should  be  unprepared,  a steady 
hand,  an  acute  eye,  and  an  un- 
clouded head  may  be  essential  to 
the  well-being,  and  even  to  the  life 
of  a fellow  creature. 

3.  It  is  derogatory  to  the  dignity  of 

the  profession,  to  resort  to  public 
advertisements  or  private  cards  or 
handbills,  inviting  the  attention  of 
individuals  affected  with  particular 
diseases  — publicly  offering  advice 
and  medicine  to  the  poor  gratis,  or 
promising  radical  cures;  or  to  pub- 
i:  cases  and  operations  in  the  daily 

pi  or  suffer  such  publications  to 


be  made;  — to  invite  laymen  to  be 
present  at  operations,  — to  boast  of 
cures  and  remedies,  — to  adduce 
certificates  of  skill  and  success,  or 
to  perform  any  other  similar  acts. 
These  are  the  ordinary  practice  of 
empirics,  and  are  highly  reprehen- 
sible in  a regular  physician. 

4.  Equally  derogatory  to  profes- 
sional character  is  it,  for  a physician 
to  hold  a patent  for  any  surgical  in- 
strument, or  medicine;  or  to  dis- 
pense a secret  nostrum,  whether  it 
be  the  composition  or  exlusive 
property  of  himself,  or  of  others. 
For  if  such  nostrum  be  of  real  effi- 
cacy, any  concealment  regarding  it 
is  inconsistent  with  beneficence  and 
professional  liberality;  and,  if  mys- 
tery alone  give  it  value  and  impor- 
tance, such  craft  implies  either  dis- 
graceful ignorance,  or  fraudulent 
avarice.  It  is  also  reprehensible  for 
physicians  to  give  certificates  at- 
testing the  efficacy  of  patent  or  se- 
cret medicines,  or  in  any  way  to 
promote  the  use  of  them. 

Art.  II  — Professional  services  of 
physicians  to  each  other. 

1.  All  practitioners  of  medicine, 
their  wives,  and  their  children, 
while  under  the  paternal  care,  are 
entitled  to  the  gratuitous  services  of 
any  one  or  more  of  the  faculty  re- 
siding near  them,  whose  assistance 
may  be  desired.  A physician  af- 
flicted with  disease  is  usually  an  in- 
competent judge  of  his  own  case; 
and  the  natural  anxiety  and  solici- 
tude which  he  experiences  at  the 
sickness  of  a wife,  a child,  or  any 
one  who  by  the  ties  of  consanguinity 
is  rendered  peculiarly  dear  to  him, 
tend  to  obscure  his  judgment,  and 
produce  timidity  and  irresolution  in 
his  practice.  Under  such  circum- 
stances, medical  men  are  peculiarly 
dependent  upon  each  other,  and 
kind  offices  and  professional  aid 
should  always  be  cheerfully  and 
gratuitously  afforded.  Visits  ought 
not,  however,  to  be  obtruded  offi- 
ciously; as  such  unasked  civility 
may  give  rise  to  embarrassment,  or 
interfere  with  that  choice,  on  which 


confidence  depends.  But,  if  a dis- 
tant member  of  the  faculty,  whose 
circumstances  are  affluent,  request 
attendance,  and  an  honorarium  be 
offered,  it  should  not  be  declined; 
for  no  pecuniary  obligation  ought  to 
be  imposed,  which  the  party  re- 
ceiving it  would  wish  not  to  incur. 

Art.  Ill  — Of  the  duties  of  the  physi- 
cian as  respects  vicarious  offices. 

1 . The  affairs  of  life,  the  pursuit  of 
health,  and  the  various  accidents 
and  contingencies  to  which  a med- 
ical man  is  peculiarly  exposed, 
sometimes  require  him  temporarily 
to  withdraw  from  his  duties  to  his 
patients,  and  to  request  some  of  his 
professional  brethren  to  officiate  for 
him.  Compliance  with  this  request 
is  an  act  of  courtesy,  which  should 
always  be  performed  with  the  ut- 
most consideration  for  the  interest 
and  character  of  the  family  physi- 
cian and  when  exercised  for  a short 
period,  all  the  pecuniary  obligations 
for  such  service  should  be  awarded 
to  him.  But  if  a member  of  the  pro- 
fession neglect  his  business  in  quest 
of  pleasure  and  amusement,  he  can- 
not be  considered  as  entitled  to  the 
advantages  of  the  frequent  and 
long-continued  exercise  of  this  fra- 
ternal courtesy,  without  awarding 
to  the  physician  who  officiates  the 
fees  arising  from  the  discharge  of  his 
professional  duties. 

Art.  IV  — Of  the  duties  of  physi- 
cians in  regard  to  consultations. 

1.  A regular  medical  education 
furnishes  the  only  presumptive  evi- 
dence of  professional  abilities  and 
acquirements,  and  ought  to  be  the 
only  acknowledged  right  of  an  indi- 
vidual to  the  exercise  and  honors  of 
his  profession.  Nevertheless,  as  in 
consultation  the  good  of  the  patient 
is  the  sole  object  in  view,  and  this  is 
often  dependent  on  personal  confi- 
dence, no  intelligent  regular  prac- 
titioner, who  has  a license  to  prac- 
tice from  some  medical  board  of 
known  and  acknowledged  respec- 
tability, recognized  by  this  associa- 
tion, and  who  is  in  good  moral  and 
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professional  standing  in  the  place  in 
which  he  resides,  should  be  fastidi- 
ously excluded  from  fellowship,  or 
his  aid  refused  in  consultation, 
when  it  is  requested  by  the  patient. 
But  no  one  can  be  considered  as  a 
regular  practitioner,  or  a fit  associate 
in  consultation,  whose  practice  is 
based  on  an  exclusive  dogma,  to  the 
rejection  of  the  accumulated  ex- 
perience of  the  profession,  and  of 
the  aids  actually  furnished  by  anat- 
omy, physiology,  pathology  and  or- 
ganic chemistry. 

2.  In  consultations  no  rivalship  or 
jealousy  should  be  indulged;  can- 
dour, probity,  and  all  due  respect 
should  be  exercised  towards  the 
physician  having  charge  of  the  case. 

3.  In  consultations  the  attending 
physician  should  be  the  first  to  pro- 
pose the  necessary  questions  to  the 
sick;  after  which  the  consulting 
physician  should  have  the  opportu- 
nity to  make  such  further  inquiries 
of  the  patient  as  may  be  necessary 
to  satisfy  him  of  the  true  character 
of  the  case.  Both  physicians  should 
then  retire  to  a private  place  for  de- 
liberation; and  the  one  first  in  atten- 
dance should  communicate  the  di- 
rections agreed  upon  to  the  patient 
or  his  friends,  as  well  as  any  opin- 
ions which  it  may  be  thought  proper 
to  express.  But  no  statement  or  dis- 
cussion of  it  should  take  place  be- 
fore the  patient  or  his  friends,  ex- 
cept in  the  presence  of  all  the  faculty 
attending,  and  by  their  common 
consent;  and  no  opinions  or  prog- 
nostications should  be  delivered, 
which  are  not  the  result  of  previous 
deliberation  and  concurrence. 

4.  In  consultations,  the  physician 
in  attendance  should  deliver  his 
opinion  first;  and  when  there  are 
several  consulting,  they  should  de- 
liver their  opinions  in  the  order  in 
which  they  have  been  called  in.  No 
decision,  however,  should  restrain 
the  attending  physician  from  mak- 
ing such  variations  in  the  mode  of 
treatment,  as  any  subsequent  unex- 
pected change  in  the  character  of 
the  case  may  demand.  But  such 
variation  and  the  reasons  for  it 
ought  to  be  carefully  detailed  at  the 
next  meeting  in  consultation.  The 
same  privilege  belongs  also  to  the 
consulting  physician  if  he  is  sent  for 
in  an  emergency,  when  the  regular 


attendant  is  out  of  the  way,  and 
similar  explanations  must  be  made 
by  him,  at  the  next  consultation. 

5.  The  utmost  punctuality  should 
be  observed  in  the  visits  of  physi- 
cians when  they  are  to  hold  consul- 
tation together,  and  this  is  generally 
practicable,  for  society  has  been 
considerate  enough  to  allow  the 
plea  of  a professional  engagement  to 
take  precedence  of  all  others,  and  to 
be  an  ample  reason  for  the  relin- 
quishment of  any  present  occupa- 
tion. But  as  professional  engage- 
ments may  sometimes  interfere, 
and  delay  one  of  the  parties,  the 
physician  who  first  arrives  should 
wait  for  his  associate  a reasonable 
period,  after  which  the  consultation 
should  be  considered  as  postponed 
to  a new  appointment.  If  it  be  the 
attending  physician  who  is  present, 
he  will  of  course  see  the  patient  and 
prescribe;  but  if  it  be  the  consulting 
one,  he  should  retire,  except  in  case 
of  emergency,  or  when  he  has  been 
called  from  a considerable  distance, 
in  which  latter  case  he  may  examine 
the  patients,  and  give  his  opinion  in 
writing  and  under  seal,  to  be  deliv- 
ered to  his  associate. 

6.  In  consultations,  theoretical 
discussions  should  be  avoided,  as 
occasioning  perplexity  and  loss  of 
time.  For  there  may  be  much  diver- 
sity of  opinion  concerning  specula- 
tive points,  with  perfect  agreement 
in  those  modes  of  practice  which  are 
founded,  not  on  hypothesis,  but  on 
experience  and  observation. 

7.  All  discussions  in  consultation 
should  be  held  as  secret  and  confi- 
dential. Neither  by  words  nor  man- 
ner should  any  of  the  parties  to  a 
consultation  assert  or  insinuate, 
that  any  part  of  the  treatment  pur- 
sued did  not  receive  his  assent.  The 
responsibility  must  be  equally  di- 
vided between  the  medical  atten- 
dants; they  must  equally  share  the 
credit  of  success  as  well  as  the 
blame  of  failure. 

8.  Should  an  irreconcilable  diver- 
sity of  opinion  occur  when  several 
physicians  are  called  upon  to  con- 
sult together,  the  opinion  of  the 
majority  should  be  considered  as 
decisive;  but  if  the  numbers  be 
equal  on  each  side,  then  the  deci- 
sion should  rest  with  the  attend- 
ing physician.  It  may,  moreover. 


sometimes  happen,  that  two  physi- 
cians cannot  agree  in  their  views  of 
the  nature  of  a case,  and  the  treat- 
ment to  be  pursued.  This  is  a cir- 
cumstance much  to  be  deplored, 
and  should  always  be  avoided,  if 
possible,  by  mutual  concessions,  as 
far  as  they  can  be  justified  by  a con- 
scientious regard  for  the  dictates  of 
judgment.  But  in  the  event  of  its 
occurrence,  a third  physician 
should,  if  practicable,  be  called  to 
act  as  umpire,  and  if  circumstances 
prevent  the  adoption  of  this  course, 
it  must  be  left  to  the  patient  to  select 
the  physician  in  whom  he  is  most 
willing  to  confide.  But  as  every 
physician  relies  upon  the  rectitude 
of  his  judgment,  he  should,  when 
left  in  the  minority,  politely  and 
consistently  retire  from  any  further 
deliberation  in  the  consultation,  or 
participation  in  the  management  of 
the  case. 

9.  As  circumstances  sometimes 
occur  to  render  a special  consulta- 
tion desirable,  when  the  continued 
attendance  of  two  physicians  might 
be  objectionable  to  the  patient,  the 
member  of  the  faculty  whose  assis- 
tance is  required  in  such  cases, 
should  sedulously  guard  against  all 
future  unsolicited  attendance.  As 
such  consultations  require  an  ex- 
traordinary portion  both  of  time 
and  attention,  at  least  a double 
honorarium  may  be  reasonably  ex- 
pected. 

10.  A physician  who  is  called 
upon  to  consult,  should  observe  the 
most  honorable  and  scrupulous  re- 
gard for  the  character  and  standing 
of  the  practitioner  in  attendance; 
the  practice  of  the  latter,  if  neces- 
sary, should  be  justified  as  far  as  it 
can  be  consistently  with  a con- 
scientious regard  for  truth,  and  no 
hint  or  insinuation  should  be  thrown 
out,  which  could  impair  the  confi- 
dence reposed  in  him,  or  affect  his 
reputation.  The  consulting  physi- 
cian should  also  carefully  refrain 
from  any  of  those  extraordinary  at- 
tentions or  assiduities,  which  are 
too  often  practiced  by  the  dishonest 
for  the  base  purpose  of  gaining 
applause,  or  ingratiating  themselves 
into  the  favor  of  families  and  indi- 
viduals. 
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Art.  V — Duties  of  physicians  in 
cases  of  interference . 

1.  Medicine  is  a liberal  profes- 
sion, and  those  admitted  into  its 
ranks  should  found  their  expecta- 
tions of  practice  upon  the  extent  of 
their  qualifications,  not  on  intrigue 
or  artifice. 

2.  A physician,  in  his  intercourse 
with  a patient  under  the  care  of 
another  practitioner,  should  ob- 
serve the  strictest  caution  and  re- 
serve. No  meddling  inquiries  should 
be  made ; no  disingenuous  hint  given 
relative  to  the  nature  and  treatment 
of  his  disorder;  nor  any  course  of 
conduct  pursued  that  may  directly 
or  indirectly  tend  to  diminish  the 
trust  reposed  in  the  physician  em- 
ployed. 

3.  The  same  circumspection  and 
reserve  should  be  observed  when 
from  motives  of  business  or  friend- 
ship, a physician  is  prompted  to  visit 
an  individual  who  is  under  the  di- 
rection of  another  practitioner.  In- 
deed, such  visits  should  be  avoided, 
except  under  peculiar  circum- 
stances, and  when  they  are  made, 
no  particular  inquiries  should  be  in- 
stituted relative  to  the  nature  of  the 
disease,  or  the  remedies  employed, 
but  the  topics  of  conversation 
should  be  as  foreign  to  the  case  as 
circumstances  will  admit. 

4.  A physician  ought  not  to  take 
charge  of,  or  prescribe  for  a patient 
who  has  recently  been  under  the 
care  of  another  member  of  the  fac- 
ulty in  the  same  illness,  except  in 
cases  of  sudden  emergency,  or  in 
consultation  with  the  physician 
previously  in  attendance,  or  when 
the  latter  has  relinquished  the  case 
or  been  regularly  notified  that  his 
services  are  no  longer  desired. 
Under  such  circumstances  no  un- 
just and  illiberal  insinuations  should 
be  thrown  out  in  relation  to  the  con- 
duct or  practice  previously  pur- 
sued, which  should  be  justified  as 
far  as  candor,  and  regard  for  truth 
and  probity  will  permit;  for  it  often 
happens,  that  patients  become  dis- 
satisfied when  they  do  not  ex- 
perience immediate  relief,  and,  as 
many  diseases  are  naturally  pro- 


tracted, the  want  of  success,  in  the 
first  stage  of  treatment,  affords  no 
evidence  of  a lack  of  professional 
knowledge  and  skill. 

5.  When  a physician  is  called  to  an 
urgent  case,  because  the  family  at- 
tendant is  not  at  hand,  he  ought, 
unless  his  assistance  in  consultation 
be  desired,  to  resign  the  care  of  the 
patient  to  the  latter  immediately  on 
his  arrival. 

6.  It  often  happens,  in  cases  of 
sudden  illness,  or  of  recent  acci- 
dents and  injuries,  owing  to  the 
alarm  and  anxiety  of  friends,  that  a 
number  of  physicians  are  simul- 
taneously sent  for.  Under  these  cir- 
cumstances courtesy  should  assign 
the  patient  to  the  first  who  arrives, 
who  should  select  from  those  pres- 
ent, any  additional  assistance  that 
he  may  deem  necessary.  In  all  such 
cases,  however,  the  practitioner 
who  officiates,  should  request  the 
family  physician,  if  there  be  one,  to 
be  called,  and  unless  his  further  at- 
tendance be  requested,  should  re- 
sign the  case  to  the  latter  on  his  arri- 
val. 

7.  When  a physician  is  called  to 
the  patient  of  another  practitioner, 
in  consequence  of  the  sickness  or 
absence  of  the  latter,  he  ought,  on 
the  return  or  recovery  of  the  regular 
attendant,  and  with  the  consent  of 
the  patient,  to  surrender  the  case. 

8.  A physician,  when  visiting  a 
sick  person  in  the  country,  may  be 
desired  to  see  a neighboring  patient 
who  is  under  the  regular  direction  of 
another  physician,  in  consequence 
of  some  sudden  change  or  aggrava- 
tion of  symptoms.  The  conduct  to 
be  pursued  on  such  an  occasion  is  to 
give  advice  adapted  to  present  cir- 
cumstances; to  interfere  no  farther 
than  is  absolutely  necessary  with 
the  general  plan  of  treatment;  to  as- 
sume no  future  direction,  unless  it 
be  expressly  desired;  and,  in  this 
last  case,  to  request  an  immediate 
consultation  with  the  practitioner 
previously  employed. 

9.  A wealthy  physician  should  not 
give  advice  gratis  to  the  affluent; 
because  his  doing  so  is  an  injury  to 
his  professional  brethren.  The  of- 


fice of  a physician  can  never  be  sup- 
ported as  an  exclusively  beneficent 
one;  and  it  is  defrauding,  in  some 
degree,  the  common  funds  for  its 
support,  when  fees  are  dispensed 
with,  which  might  justly  be  claimed. 

10.  When  a physician  who  has 
been  engaged  to  attend  a case  of 
midwifery  is  absent,  and  another  is 
sent  for,  if  delivery  is  accomplished 
during  the  attendance  of  the  latter, 
he  is  entitled  to  the  fee,  but  should 
resign  the  patient  to  the  practitioner 
first  engaged. 

Art.  VI  — Of  differences  between 
physicians. 

1.  Diversity  of  opinion,  and  op- 
position of  interest,  may,  in  the 
medical,  as  in  other  professions, 
sometimes  occasion  controversy 
and  even  contention.  Whenever 
such  cases  unfortunately  occur,  and 
cannot  be  immediately  terminated, 
they  should  be  referred  to  the  arbi- 
tration of  a sufficient  number  of 
physicians,  or  a court-medical. 

As  peculiar  reserve  must  be 
maintained  by  physicians  towards 
the  public,  in  regard  to  professional 
matters,  and  as  there  exist  numer- 
ous points  in  medical  ethics  and 
etiquette  through  which  the  feeling 
of  medical  men  may  be  painfully  as- 
sailed in  their  intercourse  with  each 
other,  and  which  cannot  be  under- 
stood or  appreciated  by  general  so- 
ciety, neither  the  subject  matter  of 
such  differences  nor  the  adjudica- 
tion of  the  arbitrators  should  be 
made  public,  as  publicity  in  a case  of 
this  nature  may  be  personally  in- 
jurious to  the  individuals  con- 
cerned, and  can  hardly  fail  to  bring 
discredit  on  the  faculty. 

Art.  VII  — Of  pecuniary  acknowl- 
edgments. 

1.  Some  general  rules  should  be 
adopted  by  the  faculty,  in  every 
town  or  district,  relative  to  pecu- 
niary acknowledgments  from  their 
patients;  and  it  should  be  deemed  a 
point  of  honor  to  adhere  to  these 
rules  with  as  much  uniformity  as 
varying  circumstances  will  admit. 
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CHAPTER  THREE 

OF  THE  DUTIES  OF  THE  PROFESSION  TO  THE  PUBLIC, 

AND  OF  THE  OBLIGATIONS  OF  THE  PUBLIC  TO  THE  PROFESSION. 


Art.  I — Duties  of  the  profession  to 
the  public. 

1 . As  good  citizens,  it  is  the  duty 
of  physicians  to  be  ever  vigilant 
for  the  welfare  of  the  community, 
and  to  bear  their  part  in  sustaining 
its  institutions  and  burdens:  they 
should  also  be  ever  ready  to  give 
council  to  the  public  in  relation  to 
matters  especially  appertaining  to 
their  profession,  as  on  subjects  of 
medical  police,  public  hygiene,  and 
legal  medicine.  It  is  their  province 
to  enlighten  the  public  in  regard  to 
quarantine  regulations;  the  loca- 
tion, arrangement,  and  dietaries  of 
hospitals,  asylums,  schools,  pris- 
ons, and  similar  institutions,  in  re- 
lation to  the  medical  police  of 
towns,  as  drainage,  ventilation,  and 
in  regard  to  measures  for  the  pre- 
vention of  epidemic  and  contagious 
diseases;  and  when  pestilence  pre- 
vails, it  is  their  duty  to  face  the 
danger,  and  to  continue  their  labors 
for  the  alleviation  of  the  suffering, 
even  at  the  jeopardy  of  their  own 
lives. 

2.  Medical  men  should  also  be  al- 
ways ready,  when  called  on  by  the 
legally  constituted  authorities,  to 
enlighten  coroner’s  inquest  and 
courts  of  justice,  on  subjects  strictly 
medical,  such  as  involve  questions 
relating  to  sanity,  legitimacy,  mur- 
der by  poisons  or  other  violent 
means,  and  in  regard  to  the  various 
other  subjects  embraced  in  the  sci- 
ence of  Medical  Jurisprudence.  But 
in  these  cases,  and  especially  where 
they  are  required  to  make  a post- 


mortem examination,  it  is  just,  in 
consequence  of  the  time,  labor  and 
skill  required,  and  the  responsibility 
and  risk  they  incur,  that  the  public 
should  award  them  a proper  hon- 
orarium. 

3.  There  is  no  profession,  by  the 
members  of  which,  eleemosynary 
services  are  more  liberally  dis- 
pensed, than  the  medical,  but  jus- 
tice requires  that  some  limits  should 
be  placed  to  the  performance  of 
such  good  offices.  Poverty,  profes- 
sional brotherhood,  and  certain 
public  duties  referred  to  in  section  1 
of  this  chapter,  should  always  be 
recognized  as  presenting  valid 
claims  for  gratuitous  services;  but 
neither  institutions  endowed  by  the 
public  or  by  rich  individuals,  socie- 
ties for  mutual  benefit,  for  the  in- 
surance of  lives  or  for  analogous 
purposes,  nor  any  profession  or  oc- 
cupation, can  be  admitted  to  pos- 
sess such  privilege.  Nor  can  it  be 
justly  expected  of  physicians  to  fur- 
nish certificates  of  inability  to  serve 
on  juries,  to  perform  militia  duty,  or 
to  testify  to  the  state  of  health  of 
persons  wishing  to  insure  their 
lives,  obtain  pensions  or  the  like, 
without  a pecuniary  acknowledg- 
ment. But  to  individuals  in  indigent 
circumstances,  such  professional 
services  should  always  be  cheer- 
fully and  freely  accorded. 

4.  It  is  the  duty  of  physicians,  who 
are  frequent  witnesses  of  the  enor- 
mities committed  by  quackery,  and 
the  injury  to  health  and  even  de- 
struction of  life  caused  by  the  use  of 


quack  medicines,  to  enlighten  the 
public  on  these  subjects,  to  expose 
the  injuries  sustained  by  the  unwary 
from  the  devices  and  pretensions 
of  artful  empirics  and  impostors. 
Physicians  ought  to  use  all  the  influ- 
ence which  they  may  possess,  as 
professors  in  College  of  Pharmacy, 
and  by  exercising  their  option  in  re- 
gard to  the  shops  to  which  their  pre- 
scriptions shall  be  sent,  to  discour- 
age the  druggists  and  apothecaries 
from  vending  quack  or  secret  medi- 
cines or  from  being  in  any  way  en- 
gaged in  their  manufacture  and  sale. 

Art.  II  — Obligations  of  the  public 
to  Physicians. 

1.  The  benefits  accruing  to  the 
public  directly  and  indirectly  from 
the  active  and  unwearied  benefi- 
cence of  the  profession,  are  so  nu- 
merous and  important,  that  physi- 
cians are  justly  entitled  to  the  ut- 
most consideration  and  respect 
from  the  community.  The  public 
ought  likewise  to  entertain  a just 
appreciation  of  medical  qualifica- 
tions; to  make  a proper  discrimina- 
tion between  true  science  and  the 
assumptions  of  ignorance  and  em- 
piricism, to  afford  every  encour- 
agement and  facility  for  the  acquisi- 
tion of  medical  education,  and  no 
longer  to  allow  the  statute  books  to 
exhibit  the  anomaly  of  exacting 
knowledge  from  physicians,  under 
liability  to  heavy  penalties,  and  of 
making  them  obnoxious  to  punish- 
ment for  resorting  to  the  only  means 
of  obtaining  it. 


LUCRETIUS  [96?-55  B.C.] 

Nor  does  it  matter  a whit  with  what  food  the  body  is  nourished,  so  long  as  you  can  digest 
what  you  take,  and  distribute  it  abroad  through  the  limbs,  and  preserve  the  moisture  of  the 
stomach  uninterrupted. 

On  the  Nature  of  Things,  IV.  630  (tr.  by  W.  H.  D.  Rouse) 
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Toxic  Encounters 
of  the  Dangerous  Kind 


THE  NOT-ALWAYS-TRANQUILIZING 
PHENOTHIAZINES 

As  a class,  the  phenothiazines  are  a 
remarkable  group  of  drugs  and  are  among 
the  most  widely  prescribed  in  this  coun- 
try. They  are  used  as  antipsychotic,  anti- 
nausea, antiemetic  and  antihistaminic 
agents  as  well  as  for  their  ability  to  poten- 
tiate analgesics,  sedatives  and  general 
anesthetics.  Pharmacologically  they  are 
believed  to  block  post-synaptic  dopamine 
receptors  and  peripheral  cholinergic 
systems  as  well  as  to  exhibit  anticholin- 
ergic activity  in  the  brain  and  to  induce 
adrenergic  blockade  and  adrenergic  ac- 
tion secondary  to  the  inhibition  of  re-up- 
take  of  amines. 

Phenothiazines  are  divided  into  three 
classes,  based  on  side  chain  substitution, 
which  are  chemically  distinct  and  pro- 
duce different  clinical  effects. 


Chemical 

Trade  Name 

chlorpromazine 

Aliphatic 

Thorazine 

promethazine 

Phenergan 

promazine 

Sparine 

triflu  promazine 

Vesprin 

mesordazine 

Piperidine 

Serentil 

thioridazine 

Mellaril 

piperacetazine 

Quide 

perphenazine 

Piperazine 

Trilifon 

fluphenazine 

Prolixin 

prochlorperazine 

Compazine 

trifluoperazine 

Stelazine 

acetophenazine 

Tindal 

Because  of 

their  different 

properties 

their  effects  in 

i overdose  differ  as  well, 

although  there 

is  overlap. 

Aliphatic  Piperidine  Piperazine 

Antipsychotic 

effects 

+ + + 

+ + + 

Extrapyramidal 

reactions 

+ + + 

+ + + 

Hypotension 

+++  +++ 

+ 

Sedation 

+ + + +++ 

+ 

Cardiotoxicity 

+ + + + + 

+ + 

It  is  possible  to  predict  the  major  toxic 
reactions  resulting  from  an  overdose  by 
knowing  what  class  the  phenothiazine  is 
in.  Thus  the  following  generalizations 
concerning  overdose  can  be  made: 

The  aliphatic  group  is  likely  to  produce 


greatest  CNS  depression  including  coma, 
most  likely  to  exhibit  epileptogenic  po- 
tential and  most  likely  to  produce  hypo- 
tension. Little  tendency  for  ex- 
trapyramidal  reactions  is  exhibited. 

The  piperidine  group  has  the  least  po- 
tential for  producing  extrapyramidal  re- 
actions, but  causes  remarkable  sedation 
and  hypotension  and  has  the  greatest 
potential  for  cardiotoxicity. 

The  piperazine  group  is  probably  the 
most  interesting  because  it  is  by  far  the 
most  likely  to  produce  an  extrapyramidal 
reaction  (most  probably  on  an  idiosyn- 
cratic basis)  and  least  likely  to  induce 
hypotension,  seizures,  sedation  or  car- 
diotoxicity. (It  is  probably  the  most  anti- 
emetic.) 

Thus  the  reaction  of  a patient  taking  too 
much  phenothiazine  can  be  predicted  if 
the  offending  drug  can  be  identified.  (The 
toxic  doses  of  the  phenothiazines  are  not 
well  established  however.)  Toxic  reac- 
tions include  hypotension , miosis  (very 
important  diagnostically),  hypothermia 
(also  quite  important  diagnostically), 
myocardial  depression  (similar  to  quini- 
dine),  CNS  depression,  pseudo-intestinal 
obstruction  and  urinary  retention. 

By  far  the  most  dramatic  and  the  most 
bizarre  reactions  are  those  of  the  extra- 
pyramidal system.  These  are  of  three  basic 
types:  akinesia  — weakness  and  muscu- 
lar fatigue;  akathisia  — motor  restless- 
ness, jerking  movements,  “jitteriness,” 
chewing  movements;  and  dystonia,  best 
defined  as  an  extra-pyramidal  distur- 
bance consisting  of  uncoordinated  and 
involuntary  spasmatic  movements  of 
certain  muscle  groups. 

The  acute  dystonic  reaction  is  probably 
the  most  common  phenothiazine  reaction 
we  see.  Very  miserable,  uncomfortable 
patients  present  to  the  emergency  room 
in  a variety  of  dystonic  postures: 
oculogyric,  torticollic,  opisthotonic.  buc- 
colungual,  tortipelvic.  In  a typical  acute 
dystonic  reaction  there  is  trismus,  forced 
jaw  openings,  spasms  of  the  tongue  with 
occlusion  and  “growing”  movements, 
arching  and  twisting  of  the  back,  bizarre 
posturing  of  the  limbs,  upward  gaze 
paralysis  and  the  hands  in  a “tetanic  po- 
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sition.”  This  reaction  is  marked  by  abrupt 
onset,  periodicity  (lasting  1-3  minutes), 
full  consciousness  usually  and  muscle 
pain  during  the  “spells.” 

The  patient  appears  to  the  unexperi- 
enced health  care  professional  as  if  “pos- 
sessed by  demons”  and  needing  an  ex- 
orcist. These  peculiar  extrapyramidal 
reactions  are  more  common  in  children 
especially  those  who  are  febrile  and/or 
dehydrated.  In  younger  patients  the  dys- 
tonia is  more  likely  to  be  generalized 
whereas  in  adults  it  is  often  limited  to  the 
head,  neck  and  arms. 

Several  other  drugs  can  produce  a 
similar  acute  dystonic  reaction,  the  most 
prominent  being  halperidol  (Haldol)  but  it 
has  been  reported  following  the  use  of 
trimethobenzamide  (Tigan),  thiethy  1- 
perazine  (Torecan),  thioxanthines  (Tar- 
actan  and  Navane)  and  metoclopramide 
(Reglan).  Many  authorities  suggest  that 
the  acute  dystonic  reaction  is  not  neces- 
sarily a response  to  overdose  but  is  in 
fact,  an  idiosyncratic  reaction. 

Diagnosis  of  phenothiazine  toxicity  can 
be  aided  by  the  history  of  ingestion,  sus- 
picious physical  findings,  the  ferric  chlo- 
ride (Phenistix)  urine  test,  and  interest- 
ingly enough  by  a plain  abdominal  film  — 
phenothiazines  being  radio-opaque. 
Blood  levels  do  not  correlate  well  with 
symptoms  or  prognosis. 

The  general  treatment  of  phenothiazine 
overdose  includes  ipecac-induced  emesis 
if  the  patient  is  awake,  alert  and  has  a 
gag  reflex  (apparently  ipecac  will  induce 


emesis  in  the  face  of  the  antiemetic  prop- 
erties of  the  phenothiazines  especially  if  it 
is  given  early)  or  gastric  lavage  if  emesis 
would  be  dangerous,  activated  charcoal, 
and  a saline  cathartic.  Forced  diuresis, 
dialysis,  and  hemoperfusion  are  not 
helpful.  Specific  treatment  includes  the 
correction  of  hypothermia;  diazepam  or 
phenytoin  for  seizure  control;  IV  fluids 
and  norepinephrine  or  methoxamine  for 
hypotension  (epinephrine  or  dopamine 
can  make  the  hypotension  worse);  pro- 
pranolol for  supraventricular  tachy- 
cardia; and  NaHCCU,  lidocaine  or 
phenytoin  for  ventricular  arrhythmias 
(avoid  quinidine,  procainamide  or  dis- 
opyramide). 

The  treatment  for  the  acute  dystonia 
can  be  most  gratifying.  To  reverse  this 
uncomfortable  condition  quickly,  use 
benztropine  mesylate  (Cogentin)  IV  (cur- 
rently considered  by  many  the  drug  of 
choice)  or  diphenhydramine  (Benadryl) 
IV  which  also  produces  a dramatic  rever- 
sal of  the  process.  If  that  fails  call  an 
exorcist  or  wait  24  hours  because  dys- 
tonia is  for  most  patients,  a self-limiting 
process. 

Ronald  B.  Mack,  M.D. 

Department  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
of  Wake  Forest  University 
Winston-Salem,  N.C.,  and 
Chairman,  Committee  on  Accidents 
and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 


PARACELSUS  [14937-1541] 

Now  they  say  when  I come  to  a patient.  I know  not  immediately  what  ails  him,  but  I need 
time  to  find  out.  It  is  true.  That  they  judge  immediately  is  the  fault  of  foolishness;  for  in  the 
end  the  first  judgment  is  false  and  from  day  to  day  they  know  the  longer,  the  less,  what  it  is, 
and  make  liars  of  themselves.  Whereas  I desire  to  approach  from  day  to  day,  the  longer,  the 
closer  to  the  truth.  For  with  hidden  diseases  it  is  not  as  with  the  recognising  of  colours:  in 
colours  one  sees  well  what  is  black,  green,  blue,  etc.  But  if  there  were  a curtain  before  it,  thou 
also  wouldst  not  know.  To  see  through  a curtain  requires  effort  where  there  has  been  none 
before.  What  the  eyes  see  can  well  be  judged  hurriedly,  but  what  is  hidden  from  the  eyes  it  is 
in  vain  to  conceive  as  though  it  were  visible. 

Seven  Defensiones,  “The  Seventh  Defense”  (tr.  by  Lilian  Temkin) 
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Editorials 


THANK  YOU 


Each  year  the  conscientious  efforts  of  those  who 
review  manuscripts  for  us  make  a better  North  Caro- 
lina Medical  Journal  possible.  Without  their  in- 
dustry, we  could  not  have  a state  medical  society 
publication.  The  editor  and  the  society  stand  in  the 
debt  of  these  reviewers  who  helped  us  in  1981. 


Eben  Alexander,  Jr. 
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CLINICAL  DISAGREEMENT 

As  noted  elsewhere  in  this  issue  of  the  Journal 
(p  220),  our  clinical  forebears  were  rightly  concerned 
about  the  resolution  of  differences  between  physi- 
cians. In  these  times  of  subspecialization,  such  dan- 
gers can  be  even  greater  because  of  the  impossibility 
of  ever  knowing  enough  in  clinical  medicine.  But  we 
have  actually  advanced  medicine,  scientifically  and  as 
an  art,  by  encouraging  dissent  as  an  obligation. 

For  this  to  be  possible,  a mechanism  has  had  to 
evolve  toward  what  should  be  a fruitful  tradition  in 
patient  care.  The  dynamics  of  this  process  have  been 
recently  analyzed  by  members  of  the  Department  of 
Clinical  Epidemiology  and  Biostatistics  of  McMaster 
University  in  Hamilton,  Ontario,  and  certain  critical 
features  identified.1-2 

If  the  disease  process  is  to  be  understood  and  inter- 
rupted, its  etiology  must  be  recognized  and  means  of 
minimizing  serious  consequences  devised.  The  etiol- 
ogy of  clinical  disagreement  has  three  aspects  — the 
examiner  (doer),  the  examined  (source)  and  the  ex- 
amination (historical  and  physical).  Features  latent  in 
each  of  these  phases  must  be  recognized  (Table  I).1 

The  taking  and  giving  of  the  history  as  represen- 
tative of  the  doctor-patient  relationship  wherein  con- 
fidences are  being  expressed  and  offered  is  a partic- 
ularly critical  event.  Establishing  good  relationship 


requires  interpretation  of  body  language  and  even 
more  importantly  appreciating  that  doctor  and  patient 
must  share  a vocabulary.  Only  then  can  the  data  sup- 
plied be  logically  considered  and  diagnostic  hypoth- 
eses generated.  Knowing  when  to  listen  and  when  to 
interrupt  are  absolutely  necessary  if  a good  and  accu- 
rate history  is  to  be  obtained. 

Assuming  an  accurate  history  and  a definitive 
physical  examination,  what  steps  are  to  be  taken  to 
minimize  disagreement  and  simplify  management?2  It 
must  be  assumed  here  that  simplified  management 
means  better  management. 

First,  “Match  the  diagnostic  environment  to  the 
diagnostic  task.” 

Then,  “Seek  corroboration  of  key  findings:” 

1.  “Repeat  key  elements  of  your  examination.” 

2.  “Corroborate  important  findings  with  docu- 
ments and  witnesses.” 

3.  “Confirm  key  clinical  findings  with  appropriate 
diagnostic  tests.” 

4.  “Ask  'blinded’  colleagues  to  examine  your  pa- 
tient.” 

Next,  “ ‘Blind’  your  assessments  of  diagnostic  test 
data.” 

Naturally,  “Report  evidence  as  well  as  inference.” 

Certainly,  “Use  appropriate  technical  aids.” 

Finally,  “Apply  the  social  sciences,  as  well  as  the 
biologic  sciences,  of  medicine.” 

While  the  founders  of  our  society  were  rightly  con- 
cerned about  the  ethics  of  consultation,  the  Canadian 
group  refers  to  such  situations  only  indirectly.  After 
all  if  their  directions  are  followed,  there  should  be  little 
difficulty  for  patient,  physician  or  consultant  in 
resolving  such  problems. 

One  phenomenon  our  forebears  could  not  anticipate 
is  the  academic  consultation,  both  as  teaching  tool  and 


Table  I Etiology  of  clinical  disagreement 

The  examiner 

Biologic  variation  in  the  senses 

The  tendency  to  record  inference  rather  than  evidence 
Ensnarement  by  diagnostic  classification  schemes 
Entrapment  by  prior  expectation 

The  examined 

Biologic  variation  in  the  system  being  examined 
Effects  of  illness  and  medication 
Memory  and  rumination 

The  examination 

Disruptive  environments  for  the  examination 
Disruptive  interactions  between  examiners  and  examined 
Incorrect  function  or  use  of  diagnostic  tools 
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as  a diagnostic  or  therapeutic  exercise.  The  academic 
physician  all  too  often  has  seen  little  more  of  the 
clinical  world  than  his  students  or  house  officers  and  is 
occupied  primarily  with  research,  appreciating  the 
continuity  of  disease  in  his  patient  more  in  the  abstract 
than  in  the  actuality. 

The  satisfactory  etiquette  for  such  situations  is  yet 
to  evolve.  The  academic  team  is  often  engaged  in  a 
single  medical  episode  so  unbound  by  time  that  they 
sometimes  feel  compelled  to  do  more  than  is  neces- 
sary or  can  be  justified.  The  problems  met  within  such 
situations  have  been  recently  considered  very  nicely 
by  Rudd3  whose  review  deserves  careful  attention 
from  all  involved  in  consultation  and  clinical  dis- 
agreement. 

J.H.F. 
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DOES  THE  SEBRIGHT  BANTAM  HAVE 
THE  ‘SEABRIGHT-BANTAM  SYNDROME’? 

Sebright  bantam  roosters  develop  female  feathering 
on  sexual  maturation,  a finding  which  led  Albright1  to 
postulate  that  some  endocrinopathies  could  be  attrib- 
uted to  failure  of  end-organ  response  to  stimulation. 
He  classified  such  patients  with  endocrine  deficien- 
cies as  having  the  "Seabright-Bantam  Syndrome.” 
Although  there  seems  to  be  some  difference  of  opinion 
as  to  the  preferred  spelling  — Sebright  vs.  Seabright 


— it  cannot  be  denied  that  Albright’s  postulate  has 
been  quite  fruitful. 

Pseudo-hypoparathyroidism  differs  from  hypo- 
thyroidism in  that  patients  with  the  former  who  are 
given  parathyroid  hormone  intravenously  do  not  have 
the  expected  phosphate  diuresis  nor  do  they  excrete 
increased  amounts  of  cyclic  AMP.  Congenital  neph- 
rogenic diabetes  insipidus  is  also  a member  of  the 
family  because  patients  with  it  exhibit  vasopressin- 
resistant  polyuria  and  also  do  not  increase  cyclic  AMP 
excretion  when  vasopressin  is  administered.  Thus 
both  can  be  considered  as  having  a "Seabright-Bantam 
Syndrome”  although  the  category  no  longer  serves  a 
useful  clinical  purpose. 

But  what  of  the  Sebright  bantam  rooster?  Why  does 
he  have  such  problems  with  his  sexual  decoration?2 
Surprisingly,  in  the  Sebright  bantam  formation  of  male 
plumage  is  not  directly  under  gonadal  control.  When  a 
mature  cock,  however,  is  castrated,  female  feathering 
is  lost  and  the  male  pattern  regained.  Female  plumage 
is  restored  when  testosterone  is  then  given,  but  not 
with  dihydrotestosterone  treatment.  Testosterone  is 
converted  in  the  bantam  skin  to  estradiol  which  pro- 
vokes the  feminine  response  but  dihydrotestosterone 
is  not  so  it  can  maintain  male  feathering.  We  really 
can't  tell  whether  the  Sebright  bantam  has  the  "Sea- 
bright-Bantam  Syndrome.”  Feathers  never  have  the 
opportunity  to  respond  to  enough  testosterone  for  us 
to  find  out. 

J.H.F. 
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It  therefore  becomes  necessary  to  view  the  phenomena  of  disease  with  a single,  cautious, 
scrutinizing  and  unprejudiced  eye;  to  trace,  as  far  as  can  be  done,  every  cause  to  its  source, 
and  to  relieve  the  subject  from  embarrassing  theories  and  hypotheses.  From  the  limited 
nature  of  our  powers,  the  phenomena  are  all  we  know;  and  it  is  the  connection  of  two  facts,  in 
indissoluble  and  invariable  succession,  which  constitutes  the  essence  of  causation,  and  it  is 
the  proper  contemplation  of  this  connection,  which  forms  the  real  and  solid  acquisitions  of 
science;  for  the  whole  operations  of  nature  are  nothing  more  than  an  uninterrupted  series  of 
phenomena  in  this  relation.  In  tracing  the  union  of  a cause  with  its  effect,  the  mind,  from  the 
constant  observance  of  succession,  invests  the  cause  with  a quality,  called  power,  the  result 
of  an  instinct,  which  nature  has  implanted  in  us,  and  it  is  to  the  proper  estimate  of  this  agent, 
to  the  assignment  to  every  body,  its  proper  degree  of  power,  and  to  the  faithful  record  for  the 
good  of  others,  of  the  effects  it  may  produce,  that  men  derive  character  in  the  pursuit  of 
science,  for  accuracy  of  thought  or  the  contrary;  and  it  is  also  to  the  proper  appreciation  of 
the  relative  strength  of  the  phenomena  of  nature,  and  the  development  of  our  resources, 
according  to  that  appreciation,  that  history  stamps  with  the  epithets  of  folly  or  of  wisdom,  of 
weakness  or  of  strength,  the  various  nations  and  ages  of  the  world.  — Elements  of  the  Theory 
and  Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions,  adapted  to  the 
Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and  S.  Colhoun,  M.D.,  Vol.  I, 
Philadelphia,  Towar  & Hogan,  1829. 
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CARE  FOR  YOUR 
COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ^ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams.  You  will  all  share  the  bond  of 
being  civic'minded  physicians  who  are  also  commis' 
sioned  officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE 


CPT  Gilmer  M.  Hayes,  MSC 

USAR  AMEDD  Procurement,  5529  Chapel  Hill  Boulevard,  Durham,  NC  27701 

(919)  439-1364/4107 


From  The  Desk  of 
The  Managing  Editor 


ONLY  YOU 

CAN  BUILD  MEMBERSHIP 

In  March  of  1981  the  North  Carolina  Board  of  Medi- 
cal Examiners  reported  having  13,361  registered 
physicians,  8,639  of  whom  had  North  Carolina  ad- 
dresses. In  April  of  1981  the  North  Carolina  Medical 
Society’s  membership  totalled  5,454,  making  a differ- 
ence of  3,185,  the  number  of  North  Carolina  physi- 
cians who  are  not  members  of  the  society.  Of  the 
non-members  1,110,  almost  35%,  live  in  the  Dur- 
ham-Orange County  area;  370,  in  Forsyth  County; 
159,  in  Mecklenburg;  147,  in  Wake;  122.  in  Guilford; 
118,  in  Buncombe;  113,  in  Cumberland;  52,  in  New 
Hanover;  and  60,  in  Pitt  County.  Overall,  2,266,  or 
71.16%,  of  the  3,185  non-members  live  in  a 10-county 
area.* 

Competition  for  the  professional’s  time  and  money 
seems  to  have  an  effect;  these  figures  show  that  there 
is  a fairly  large  group  of  physicians  in  our  state  who  are 
not  members  of  the  medical  society.  Membership  re- 
cruitment is  an  on-going,  never-ending  process,  and 
our  Committee  on  Membership,  acutely  aware  of  this 
fact,  continues  in  its  efforts  to  sign  up  new  members. 
Some  of  those  efforts  include;  identification  and  sur- 
vey of  the  non-members,  the  development  of  a slide 
presentation  by  the  Committee  on  Communications 
which  is  available  for  use  as  an  introduction  to  the 
Medical  Society,  and  the  re-evaluation  of  the  mem- 
bership program. 

Certainly,  it  is  vital  in  a membership  campaign  to 
define  the  reasons  people  do  not  join  the  organization. 
However,  some  thoughts  on  why  one  does  join  should 
prove  fruitful  as  well. 


*These  statistics  were  compiled  by  the  North  Carolina  Medical  Society  staff. 


With  the  encroachment  by  government  on  the 
medical  profession,  physicians  must  strive  to  retain 
their  independence.  Physicians  want  to  decide  for 
themselves  how  and  where  they  practice,  but  they 
must  strive  to  be  heard  above  the  many  voices  com- 
peting for  a say  in  the  direction  that  medicine  will  take. 
Organized  medicine  provides  a voice  that  can  be 
heard;  indeed,  it  is  the  voice  which  speaks  for  the 
individual  physician. 

One  must  acknowledge  that,  from  this  perspective, 
quantity  means  strength,  unity,  effectiveness.  While 
individual  action  is  not  to  be  discouraged,  there  are 
many  complex  issues  today  which  require  collective 
action.  Professional  standards  cannot  be  set  without 
the  input  of  the  profession.  In  our  own  state  legisla- 
ture, physicians  have  seen  problems  addressed  and 
favorable  solutions  agreed  upon  through  organized, 
collective  action  by  their  colleagues. 

Physicians  in  organized  medicine  have  reaped  the 
benefits  of  the  various  services  provided,  information 
exchanged,  issues  debated  and  opinions  supported.  It 
is  important  to  be  a part  of  the  group  that  is  concerned 
with  the  practice  of  medicine  and  does  something 
about  those  concerns. 

Defining  how  both  members  and  non-members 
view  the  North  Carolina  Medical  Society  is  a neces- 
sary part  of  membership  recruitment.  But  only  mem- 
bers can  build  membership.  In  the  interest  of  the 
physician,  in  the  interest  of  the  patient,  in  the  interest 
of  the  public  health,  call  a prospective  member  and 
urge  him  or  her  to  join.  For  information  contact  your 
county  medical  society  or  the  North  Carolina  Medical 
Society,  Box  27167,  Raleigh,  N.C.  27611  (919-833- 
3836). 

A.A.H. 


RUDOLF  VIRCHOW  [1821-1902] 

Ever  since  we  recognized  that  diseases  are  neither  self-subsistent,  circumscribed,  au- 
tonomous organisms,  nor  entities  which  have  forced  their  way  into  the  body,  nor  parasites 
rooted  on  it,  but . . . the  course  of  physiological  phenomena  under  altered  conditions  . . .the 
goal  of  therapy  has  had  to  be  the  maintenance  or  the  reestablishment  of  normal  physiological 
conditions. 

Disease,  Life , and  Man,  “Standpoints  in  Scientific  Medicine” 

(tr.  by  L.  .!.  Rather) 
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60  minutes) 


sillopharyngitis1 


(cyclacillin) 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 
Zweighaft  TC,  Clahsen  JC:  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2 Multicenter  trials.  Data  to  be 
published. 


See  important  information  on  page 
after  next. 


hour  earlier. 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  organisms 
3 Data  on  file.  Wyeth  Laboratories. 
Copyright  © 1981,  Wyeth  Laboratories. 
All  rights  reserved 

See  important  information  on 


CYCWPENW  (cydacillin) 

Indications 

Cydacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

’Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . co li  and  P . mirabilis. 
(This  drug  should  not  be  used  in  anyE.  co  li  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cvclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cydacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cydacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cydacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cydacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cydacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cydacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cydacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give  ii 

i equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q. i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.  i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q. i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q. i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.i.d.f 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q.  i.d.  t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.  i.d. 

100  mg/kg/day 

’Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

L AA 


Laboratories 

Philadelphia,  Pa.  19101 


1 

The  NME 

"establish 

your 

practice" 

benefits 

package: 


*0ver  60  well  equipped  acute 
care  hospitals. 

*Selected  financial  assistance. 

* Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  you’re  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nnnonHL  mmm 
emeRPRises,  inc. 


"The  Total  Health  care  company." 

An  Equal  Opportunity  Employer  M/F 


Correspondence 


LETTER  FROM  THE  EDITOR 

It  has  been  brought  to  the  editor’s  attention  that  his 
Report  from  West  Germany  in  the  October  issue  of  the 
Journal  contained  a serious  error.  According  to  that 
report  subcutaneous  infections  were  available  in  West 
Germany  in  1974,  at  the  remarkably  low  price  of  3 
DM.  Intravenous  infections  were  somewhat  dearer, 
priced  at  4 DM.  Of  course  injections,  not  infections, 
was  the  word  intended.  The  eminent  Viennese 
speculator.  Dr.  Sigmund  Freud,  gave  little  or  no  at- 


tention in  his  Psychopathology  of  Everyday  Life  to 
typographical  errors,  being  most  concerned  with  slips 
of  the  tongue.  So  the  editor  can  offer  only  an  apology, 
not  an  explanation,  for  such  a serious  lapse. 

While  on  the  subject  of  injections,  it  is  worth  noting 
that  we  have  given  little  attention  to  the  benefactors  of 
mankind  who  devised  hollow  needles  and  developed 
them  for  clinical  use  else  the  subject  would  not  have 
come  up  at  all. 

J.H.F. 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 


Free,  professional  problem  pregnancy  counseling. 
If  she  can’t  come  to  us,  we’ll  come  to  her. 


The  Children’s  Home  Society  of  North  Carolina,  Inc. 


Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 


i 


Member  Child  Welfare  League  of  America.  Founded  1902. 
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Bulletin  Board 


What?  When?  Where? 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

April  2-3 

“Frank  R.  Lock  Symposium  in  Obstetrics  & Gynecology” 

Place:  Bowman  Gray  School  of  Medicine 

Fee:  $150 

Credit:  10  hours.  AAFP  applied  for 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

April  5-6 

“Genetic  Mechanisms  in  Chemical  Carcinogenesis" 

Place:  Chapel  Hill 

Info:  Ms.  Mimi  Minkoff,  Cancer  Research  Center,  Box  30, 

MacNider  Bldg.,  UNC-CH,  Chapel  Hill,  NC  27514 

April  6 

“Greensboro  Academy  of  Medicine  Spring  Symposium  — Com- 
bined Approach  to  Common  Medical  Problems” 

Place:  jefferson  Standard  Country  Club,  Greensboro 

Credit:  6 hours 

Info:  W.  H.  Turner,  M.D.,  919-373-1383 

April  5-7 

“Options  and  Controversies  in  Coronary  Disease” 

Place:  Pinehurst  Hotel  and  Country  Club 

Fee:  $225 

Credit:  18  hours.  AAFP  will  be  applied  for 
Info:  Betty  Neilson,  231  MacNider  Bldg.,  202H,  UNC-CH 

School  of  Medicine,  Chapel  Hill,  NC  27514 

April  14 

“Infectious  Diseases  Update  1982” 

Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville 

Fee:  $50 

Credit:  6 hours.  AAFP  applied  for 

Info:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean  for  Con- 

tinuing Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  NC  27834 

April  19-22 

“Current  Concepts  in  Diagnostic  Imaging” 

Place:  Duke  University  Medical  Center 

Fee:  $400  ($200  if  in  training) 

Credit:  30  hours 

Info:  Donald  R.  Kirks,  M.D..  Program  Director,  Department  of 

Radiology — Box  3834,  Duke  University  Medical  Center, 
Durham,  NC  27710 

April  23-24 

“Practical  Pediatrics” 

Place:  Bowman  Gray  School  of  Medicine 

Fee:  $50 

Credit:  9 hours.  AAFP  applied  for 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 


April  24-25 

“7th  Annual  Radiology  Update” 

Place:  Bowman  Gray  School  of  Medicine 

Fee:  $75 

Credit:  9 hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  S. 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

April  29 

“11th  Annual  New  Bern  Symposium:  Emergency  Medicine” 
Place:  Ramada  Inn,  New  Bern 

Info:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director,  P.O. 

Box  2157,  New  Bern,  NC  28560 

May  14-15 

“Chronic  Disease  Prevention  and  Health  Promotion” 

Place:  Asheville 

Info:  Paula  Schubert,  Office  of  Continuing  Ed.,  UNC-CH 

School  of  Public  Health  251-H,  Chapel  Hill,  NC  27514, 
919-966-4032 

May  19-21 

“North  Carolina  Heart  Association  Scientific  Sessions” 

Place:  Winston-Salem 

Info:  The  N.C.  Heart  Association,  PO  Box  2636,  Chapel  Hill, 

NC  27514.  919-968-4453 


Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 

Victor  B.  Taube 
Private  Ledger  Financial 

Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 
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May  21 

“Pediatrics  Day  1982” 

Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville 

Fee:  $50 

Credit:  6 hours.  AAFP  applied  for 

Info:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean  for  Con- 

tinuing Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  NC  27834 

May  21-23 

“Eleventh  Annual  Pediatric  Pulmonary  Disease  Conference” 
Place:  Searle  Center,  Duke  University  Medical  Center 

Fee:  $50 

Credit:  12  hours 

Info:  Alexander  Spock,  M.D..  Box  2994,  Duke  University  Med- 

ical Center,  Durham,  NC  27710,  919-681-3364 

Out  of  State  — Southeastern  Region 
March  30-April  2 

“Recent  Advances  in  Gastroenterology:  Pathophysiology,  Diag- 
nosis and  Treatment” 

Place:  Bethesda.  Maryland 

Info:  Postgraduate  Courses  Department,  American  College  of 

Physicians,  4200  Pine  Street,  Philadelphia,  PA  19104 

March  31-April  2 

“Current  Concepts  of  Clinical  Infectious  Diseases” 

Place:  Charlottesville,  Virginia 

Info:  Postgraduate  Courses  Department,  American  College  of 

Physicians,  4200  Pine  Street,  Philadelphia,  PA  19104 

March  31-April  2 

“Internal  Medicine-Advances  and  Review" 

Place:  Baltimore.  Maryland 

Info:  Postgraduate  Courses  Department,  American  College  of 

Physicians.  4200  Pine  Street,  Philadelphia,  PA  19104 

April  4-6 

“National  Conference  on  Primary  Care” 

Place:  Jackson,  Mississippi 

Credit:  15  hours,  AAFP 

Info:  Nellie  Brown.  NRPCA,  Box  121 1 , Waterville.  ME  04901- 

1211.  207-873-7784 

April  16-18 

“EKG  Interpretation  and  Arrhythmia  Management" 

Place:  Williamsburg,  Virginia 

Fee:  $245 

Credit:  13  hours.  Category  1;  AAFP 

Info:  International  Medical  Education  Corp.,  64  Inverness  Drive 

East,  Englewood,  Colo.  80112,  800-525-8651 

April  22-24 

“Pediatric  Springfest” 

Place:  Williamsburg,  Virginia 

Info:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Richmond.  VA 

23298.  804-786-0494 


Medical  Clinics  Only 

High  Limit  group  Life  and  Disability  Income  Insurance  Available  only  to 
medical  clinics  and  their  employees  (not  available  to  general  public). 
Guarantee-issue  (no  medical)  for  five  or  more  participants.  Discount  to 
clinics  whose  manager  is  a member  of  MEDICAL  GROUP  MANAGEMENT 
ASSOCIATION 


Plyler  Financial  Services 

P O.  Box  576  • Wilson,  N.C.  27893 
Telephone  (919)  291-3333 


April  23-24 

“Arrhythmia  and  Cardiac  Ischemia:  Diagnosis  and  Management” 
Place:  Atlanta,  Georgia 

Fee:  $245 

Credit:  13  hours.  Category  1:13  hours,  AAFP 
Info:  International  Medical  Education  Corp.,  64  Inverness 

Drive,  East.  Englewood,  Colo.  80112,  800-525-8651 

April  23-25 

“Emergency  Medicine  for  the  Primary  Care  Physician” 

Place:  Williamsburg,  Virginia 

Fee:  $195 

Credit:  17  hours 

Info:  Glenda  Snow,  Box  48,  MCV  Station,  Richmond,  VA 

23298.  804-786-0494 

April  25-29 

“American  College  of  Cardiology  Annual  Scientific  Session” 
Place:  Atlanta,  Georgia 

Info:  Meeting  Services  Dept.,  American  College  of  Cardiology, 

91 1 1 Old  Georgetown  Road,  Bethesda,  MD  20814 

May  5-8 

“63rd  Annual  Meeting  of  the  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  Inc.” 

Place:  Williamsburg,  Virginia 

Info:  Donna  Strawderman,  4205  Dover  Road.  Richmond,  VA 

23221,  804-353-2721 

May  12-14 

“Clinical  Auscultation  of  the  Heart” 

Place:  Georgetown  University  Medical  Center,  Washington, 

D.C. 

Info:  Extramural  Programs  Department.  American  College  of 

Cardiology,  911  Old  Georgetown  Road,  Bethesda,  MD 
20014 

June  10-12 

“Rehabilitation  of  the  Brain-Injured  Adult” 

Place:  Williamsburg,  Virginia 

Info:  Ellen  F.  Walsh,  School  of  Allied  Health  Professions,  Box 

233.  MCV  Station.  Richmond.  VA  23298,  804-231-901 1 

The  items  listed  in  the  above  column  are  for  the  three  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  Raleigh  2761 1 , two  months  prior  to  the  month  in  which  they 
are  to  appear.  A “Request  for  listing"  form  is  available  upon  re- 
quest. 


North  Carolina 
Medical  Society  Auxiliary 

WOMEN  PHYSICIANS  AND 

THE  IMPLICATIONS  FOR  THE  AUXILIARY 

A study  of  the  126  United  States  medical  schools  by 
the  Association  of  American  Medical  Colleges  shows 
that  female  enrollments  in  medical  school  are  at  a 
record  high.  The  number  of  women  has  increased 
consistently  over  the  past  ten  years.  The  1981-82  first 
year  class  nationwide  is  composed  of  5,3 1 7 women  or 
30.8%  of  the  total.  In  1969-70,  952  women  (9.2%  of  the 
total)  were  accepted  to  the  first  year  class  of  medical 
schools  in  the  United  States. 

In  1973  the  AM  A Auxiliary  Bylaws  were  revised  to 
include  male  spouses  in  the  membership  of  the  AMA 
Auxiliary.  Eight  years  ago,  the  AMA  Auxiliary  House 
of  Delegates  approved  a name  change  from  “Wom- 
an's Auxiliary  to  the  AMA”  to  the  “AMA  Auxiliary." 
By  1981  approximately  65  men  had  joined  the  AMA 
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Auxiliary.  In  the  November  issue  of  FACETS,  the 
AMA  Auxiliary  magazine,  an  article  on  the  future  of 
the  AMA  Auxiliary  cites  the  potential  for  more  male 
members  because  of  the  increasing  numbers  of  female 
physicians. 

Why  would  a male  spouse  join  the  auxiliary,  an 
organization  that  has  been  identified  as,  and  has  been, 
a woman's  organization  for  50  years?  There  will  be 
those  who  feel  that  they  want  to  support  their  wife’s 
profession  and  become  better  acquainted  with  the 
medical  community.  Others  may  see  it  as  a way  to  do 
meaningful  volunteer  service  in  their  community. 
Male  physicians  who  are  married  to  female  physicians 
may  view  their  memberships  in  both  the  medical  soci- 
ety and  auxiliary  as  an  effective  communications 
bridge.  And  there  are  always  those  who  will  join  to  be 
the  first  male  in  the  group  and  “just  for  the  fun  of  it.” 

In  the  May  1981  issue  of  FACETS  the  article, 
“Male  Auxiliary  Members:  Who  They  Are  and  Why 
They’re  Involved,’’  reported  that  “the  vast  majority 


re  the  results  of 
00  million  worth  of 
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n hypertension 
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of  auxiliaries  have  been  delighted  with  their  new  male 
auxilians,  welcoming  them  with  open  arms.’’  It  is 
logical  that  the  rhale  members  will  bring  different 
perspectives,  skills  and  knowledge  acquired  in  their 
respective  fields.  One  county  auxiliary  president  in 
Texas  says,  “It’s  a joy  to  work  together  because  we 
complement  each  other  so  well.” 

Other  positive  results  might  be  a different  concept 
of  auxiliary  work  by  the  public  since  the  addition  of 
men  would  eliminate  the  stereotype  of  a “woman’s 
club.”  Instead,  the  auxiliaries  would  receive  well-de- 
served credit  for  community  projects  and  service. 

For  those  auxiliaries  that  see  a need  to  interest  men 
in  membership,  the  first  step  would  be  scheduling 
meetings  so  that  a broader  based  membership  could  be 
achieved.  This  is  becoming  a topic  of  discussion 
among  women  themselves  since  so  many  auxiliary 
members  are  gainfully  employed  and  both  older  and 
younger  prospective  members  cannot  attend  daytime 
meetings.  Programs  also  would  have  to  appeal  to  both 
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men  and  women.  As  with  any  prospective  member, 
the  greatest  incentive  for  joining  will  be  a personal 
invitation  delivered  with  a sincere  desire  to  integrate 
male  members  into  the  organization. 

As  the  number  of  female  physicians  increases,  the 
number  of  prospective  female  members  for  the  AMA 
Auxiliary  will  decline.  To  keep  the  auxiliary  a vital. 


growing  organization  it  will  be  necessary  to  attract 
male  spouses.  The  National  AMA  Auxiliary  has  rec- 
ognized this  need  for  nine  years  — since  male  spouse 
membership  was  approved.  It  is  time  for  county  aux- 
iliaries to  consider  how  they  can  meet  the  challenge. 

Anita  D.  Taylor 
Winston-Salem,  N.C. 
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News  Notes 


Duke  University 
Medical  Center 

The  new  DUPAC  (Duke  University’s  Preventive 
Approach  to  Cardiovascular  Disease)  Activities 
Center  opened  in  January . The  center  is  located  on  top 
of  Wallace  Wade  Stadium  on  the  University’s  West 
Campus. 

The  DUPAC  Activities  Center  — which  also  houses 
the  press  box  for  the  Blue  Devils’  home  games  — 
provides  30.000  square  feet  of  space  for  health-related 
activities.  The  new  center  makes  it  possible  for  the 
first  time  for  DUPAC  to  offer  memberships  to  persons 
in  the  Durham  community  who  are  not  necessarily  at 
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risk  of  heart  disease,  but  who  are  interested  in  a medi- 
cally supervised  health  enhancement  program. 

Included  in  the  center  are  a swimming  pool  for 
tethered  and  lap  swimming,  air  conditioned  locker 
rooms  with  individual  kit  lockers,  dressing  rooms, 
stationary  bicycles,  a banked  indoor  jogging  track, 
exercise  equipment  and  Jacuzzi  baths  and  saunas  for 
men  and  women.  The  center  also  has  a cafeteria  which 
will  serve  well-balanced  breakfasts  and  lunches  for 
DUPAC  members  Mondays  through  Fridays. 

Dr.  R.  Sanders  Williams,  assistant  professor  of  car- 
diology is  medical  director  of  DUPAC.  Paul  Kolsch  is 
administrative  director. 

DUPAC  memberships  are  $400.  Additional  family 
members  pay  $350  a year  to  join. 


A physician  known  internationally  for  his  expertise 
in  health  policy  matters  has  been  appointed  director  of 
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Duke  University’s  Center  for  Health  and  Clinical 
Policy.  Research  in  health  policy  and  courses  in  health 
policy  will  be  offered  through  the  center,  which  for- 
mally opened  in  January. 

Dr.  David  M.  Eddy  is  an  advisor  or  consultant  to 
numerous  national  and  international  health  organiza- 
tions including  the  World  Health  Organization,  the 
National  Cancer  Institute  and  the  National  Commis- 
sion for  Cancer  Prevention  and  Detection. 

He  is  the  first  physician  to  receive  the  Lanchester 
Prize,  given  by  the  Operations  Research  Society  of 
America  (ORS)  for  the  most  important  contribution  to 
the  field  of  applied  mathematics  and  systems  analysis. 
He  received  the  prize  this  fall  for  his  book  on  screen- 
ing for  cancer.  He  is  the  author  of  the  American 
Cancer  Society  report  that  led  to  the  new  recom- 
mendations for  cancer  screening. 

“We  are  fortunate  to  have  an  internationally  recog- 
nized specialist  such  as  Dr.  Eddy  to  direct  this  new 
program,”  said  Dr.  William  G.  Anlyan,  vice  president 
for  health  affairs.  “He  was  selected  because  of  his 
active  interest  in  health  policy  and  his  active  interest 
in  health  policy  research.  It  is  crucial  that  private 
medical  centers  such  as  Duke  play  an  active  role  in 
influencing  health  care  policy.” 

Eddy  said  each  of  the  center’s  professors  also  will 
have  appointments  in  other  departments  within  the 
university.  “The  courses  offered  through  these  de- 
partments will  be  designed  to  complete  the  curriculum 
in  health  policy  analysis  here  at  Duke,”  he  said. 


A Duke  University  Medical  Center  researcher  says 
a disease  afflicting  homosexual  men  may  be  the  result 
of  drug  abuse  — not  repeated  exposure  to  a virus,  as 
some  researchers  contend. 

But  Dr.  David  T.  Durack  of  Duke’s  communicable 
disease  section  said  it  would  be  hard  to  discover  which 
drug,  if  any,  reduces  natural  immunity  among  the 
victims  because  some  victims  use  recreational  drugs. 

Three  studies  reported  Dec.  10  in  the  New  England 
Journal  of  Medicine  documented  the  disease  in  180 
victims,  165  of  which  were  young  homosexual  men. 
So  far,  75  of  the  victims  have  died,  and  most  of  the 
deaths  have  been  attributed  to  rare  forms  of  pneu- 
monia and  cancer. 

Patients  showed  an  unusual  resistance  to  treatment, 
Durack  said.  About  a dozen  microbes  considered 
harmless  in  normal  adults  became  life-threatening  due 
to  the  mysterious  breakdown  of  the  body’s  disease- 
fighting mechanism,  he  said. 

Durack  said  in-depth  research  currently  is  being 
conducted  by  the  Centers  for  Disease  Control  in  At- 
lanta to  unravel  the  individual  cases  and  come  up  with 
a common  factor  for  the  disease  outbreak. 

Meanwhile,  he  said,  young  homosexual  men  living 
in  large  cities  and  having  many  sexual  partners  have 
the  greatest  risk  and  should  be  wary  of  any  symptoms. 

“Someone  like  that  who  detects  a slight  weight  loss, 
a fever  or  any  kind  of  infection  should  consider  seeing 
:>ctor,”  Durack  said.  “If  he  develops  pneumonia,  I 


would  advise  that  the  doctor  investigate  it  very  care- 
fully.” 


A distinguished  professorship  has  been  established 
at  the  medical  center  to  honor  a recently  retired  Duke 
neurosurgeon.  Dr.  Guy  Leary  Odom.  Odom,  a James 
B.  Duke  Professor  of  Neurosurgery,  retired  from  ac- 
tive faculty  status  Aug.  31  after  38  years  at  Duke. 

The  distinguished  chair  will  support  a full  professor 
in  neurosurgery. 

“The  Odom  Chair  is  extremely  important  to  Duke 
because  it  will  perpetually  honor  a contributor  who 
has  risen  to  the  very  top  of  his  field,  nationally  and 
internationally,  as  a teacher,  investigator  and  clinical 
neurosurgeon,”  said  Dr.  David  C.  Sabiston  Jr.,  James 
B.  Duke  Professor  of  Surgery  and  chairman  of  the 
department.  “Moreover  it  will  establish  an  unusually 
high  standard  of  excellence  far  into  the  future  for  those 
who  follow  him  in  neurosurgery  at  Duke.” 

Odom  served  as  chief  of  the  division  of  neuro- 
surgery from  1960-1976  and  was  appointed  James  B. 
Duke  Professor  of  Neurosurgery  in  1974.  He  is  an 
active  member  of  more  than  30  professional  com- 
mittees and  societies. 


W.  David  Sedwick,  assistant  medical  research  pro- 
fessor in  the  departments  of  Medicine  and  Micro- 
biology, received  a $67,157  research  grant  from  the 
National  Cancer  Institute.  He  is  studying  “Anti- 
folate-Induced  Misincorporation  of  UDR  in  Human 
Cell.” 

Roger  J . Kurlander,  assistant  professor  of  hematol- 
ogy and  medical  oncology  in  the  Department  of  Medi- 
cine, received  an  $81 ,398  grant  for  his  program  “De- 
pletion of  PC  Receptors  during  Immune  Clearance” 
from  the  National  Institute  of  Allergy  and  Infectious 
Diseases. 

Rebecca  H.  Buckley,  professor  in  the  departments 
of  Pediatrics  and  Microbiology  and  Immunology,  re- 
ceived a $73,417  grant  from  the  National  Institute  of 
Allergy  and  Infectious  Diseases.  Buckley  is  studying 
“Immunoregulation  in  Atopic  Eczema.” 

Ilene  C.  Siegler,  associate  professor  of  medical 
psychology  and  training  coordinator  for  the  Center  for 
the  Study  of  Aging  and  Human  Development,  re- 
ceived a $96,375  grant  from  the  National  Institute  of 
Mental  Health.  Siegler  is  studying  adult  human  de- 
velopment and  adaption. 

George  K.  Michalopoulos,  assistant  professor  in 
the  Department  of  Pathology,  received  a $103,870 
grant  from  the  National  Cancer  Institute.  Michalo- 
poulos is  studying  “Cell  Culture  and  Transplantation 
of  Human  Hepatocytes.” 

Ralph  R.  Bollinger,  assistant  professor  in  the  divi- 
sion of  general  and  thoracic  surgery,  received  a 
$48,943  grant  from  the  National  Institute  of  Allergy 
and  Infectious  Diseases  to  study  “Tolerance  Induc- 
tion with  HC  Antigen-Conjugates.” 

Charles  Tanford,  professor  in  the  Department  of 
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Biochemistry,  received  an  $80,150  grant  to  study 
protein  interactions  and  biological  function.  The  grant 
was  awarded  by  the  National  Institute  of  Arthritis, 
Metabolism  and  Digestive  Diseases. 

Lee  Tyrey,  associate  professor  in  the  Department 
of  Obstetrics  and  Gynecology,  received  a $74,391  re- 
search grant  from  the  National  Institute  on  Drug 
Abuse.  Tyrey  is  studying  “Cannabinoid  Effects  on 
Female  Reproductive  Function.” 

Paul  L.  Modrich,  associate  professor  of  biochemis- 
try, received  a $38,362  grant  from  the  National  Cancer 
Institute  for  his  program,  “Molecular  Basis  of  Ecori 
DNA  Restriction  Modification.” 

Richard  D.  Weiner,  assistant  professor  of  biological 
psychology  in  the  Department  of  Psychiatry,  received 
a $75,644  grant  from  the  National  Institute  of  Mental 
Health.  Weiner  is  studying  the  long  term  effects  of 
electroconvulsive  therapy. 

Walter  R.  Guild,  professor  in  the  Department  of 
Biochemistry,  received  a $60,433  grant  for  the  studies 


in  “Drug  Resistance  and  Conjunction  in  Pneumococ- 
cus” from  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases. 

John  W.  Moore,  professor  of  physiology,  received  a 
$68,650  grant  from  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and 
Stroke.  Moore  is  studying  “Physiology  of  Excitable 
Membranes.” 

David  L.  Straight,  research  associate  in  the  division 
of  general  medicine,  was  awarded  a $19,040  research 
service  award  from  the  National  Heart,  Lung  and 
Blood  Institute  to  study  thrombosis. 

David  S.  Pisetsky,  assistant  professor  in  the  divi- 
sion of  rheumatic  and  genetic  diseases  and  the  division 
of  immunology,  received  a $33,200  grant  from  the 
National  Institute  of  Arthritis,  Metabolism  and  Di- 
gestive Diseases.  Pisetsky  is  studying  idiotype  ex- 
pression in  murine  autoimmune  disease.  Pisetsky  also 
received  a $24,200  grant  from  the  March  of  Dimes 
Birth  Defects  Foundation. 


1 1979,  when  results  were  published 
jr  the  five-year,  10,000-patient 
lypertension  Detection  and 
ollow-up  Program  (HDFP  study), 

4iich  Step-2  regimen  was  preferred 
nd  was  deemed  effective 
without  significant  adverse  effects?2 


March  1982,  NCMJ 


239 


Dolph  O.  Adams,  professor  of  pathology,  received 
a $397,783  grant  from  the  National  Cancer  Institute  for 
his  project,  “Macrophage  Activation:  Development 
and  Regulation.” 

Mary  A.  Morris,  assistant  professor  of  pediatrics, 
received  a $16,369  research  award  from  the  National 
Institute  of  Arthritis,  Diabetes,  Digestive  and  Kidney 
Diseases  for  her  study  of  diabetes  mellitus. 

Rona  L.  Levy,  in  the  division  of  medical  psychol- 
ogy, received  a $35,000  national  research  service 
award  from  the  National  Heart,  Lung  and  Blood  In- 
stitute to  study  hypertension. 

Michael  K.  Pasque,  in  the  division  of  general  and 
thoracic  surgery,  received  a $20,468  national  research 
service  award  from  the  National  Heart,  Lung  and 
Blood  Institute  to  study  coronary  heart  disease. 

Fidel  Ramon,  assistant  professor  in  the  Department 
of  Physiology,  received  a $2,442  grant  from  the  Na- 
tional Heart,  Lung  and  Blood  Institute  for  his  pro- 
gram, “A  Model  System  for  Cardiac  Action  Poten- 
tials.” 

Nels  C.  Anderson  Jr.,  associate  professor  in  the 
Department  of  Physiology  and  assistant  professor  of 
obstetrics  and  gynecology,  received  a $36,872  grant 
for  his  program,  “Biophysics  of  Parathyroid  Calcium 
Sensing  Mechanism”  from  the  National  Institute  of 
Arthritis.  Metabolism  and  Digestive  Diseases. 

John  V.  Salzano,  professor  of  physiology,  received 
a research  award  from  the  National  Heart,  Lung  and 
Blood  Institute  for  $54,092.  The  funds  will  support 
research  on  “Regulation  of  Airway  Smooth  Muscle 
Tone.” 

Thomas  R.  Snow,  assistant  medical  research  pro- 
fessor of  physiology,  received  a $52,078  research 
award  from  the  National  Heart,  Lung  and  Blood  In- 
stitute to  study  “Mechanisms  of  Myocardial  Re- 
sponse to  Hypoxia.” 

Dolph  O.  Adams,  professor  of  pathology,  was 
awarded  a research  grant  of  $70,862  from  the  National 
Cancer  Institute  to  study  tumoricidal  effects  of  mac- 
rophages. 

James  E.  Niedel,  assistant  professor  of  hematology 
and  medical  oncology,  received  a $92,694  grant  from 
the  National  Institute  of  Allergy  and  Infectious  Dis- 
eases for  his  program  “Human  Myeloid  Chemotactic 
Receptor:  Structure-Function.”  He  also  received  a 
Basil  O'Connor  Starter  Research  Grant  for  $24,988 
from  the  March  of  Dimes  Birth  Defects  Foundation  to 
study  the  development  and  nature  of  cell-surface  re- 
ceptors. 

Ralph  Snyderman,  professor  of  medicine,  received 
a $49,241  service  award  from  the  National  Institute  of 
Allergy  and  Infectious  Diseases  for  work  on  inflam- 
matory and  immunological  diseases. 

John  J.  Gallagher,  professor  of  cardiology,  received 
a $133,011  research  award  from  the  National  Heart, 
Lung  and  Blood  Institute  for  the  study  of  arrhythmias. 

Saul  M.  Schanberg,  professor  of  pharmacology,  re- 
ceived a National  Institute  of  Mental  Health  award  for 
$ 1 75.645  to  study  drugs,  hormones  and  brain  function. 

James  A.  Green,  assistant  medical  research  profes- 


sor in  the  division  of  medical  psychiatry,  received  a 
$13,034  grant  from  the  National  Institute  of  Mental 
Health.  The  grant  will  support  study  of  “Visual  At- 
tention Vocalization  and  Social  Communication.” 

D.  Bernard  Amos,  professor  of  immunology,  re- 
ceived from  the  National  Institute  of  Allergy  and 
Infectious  Diseases  a $31,995  grant  for  his  study, 
“Fundamentals  of  the  Mechanisms  of  Homograft 
Immunity.” 

Wolfgang  K.  Joklik,  professor  and  chairman  of  the 
Department  of  Microbiology  and  Immunology,  was 
awarded  a $177,902  research  grant  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases.  Joklik 
will  investigate  “Macromolecular  Synthesis  in  Virus- 
Infected  Cells.” 

William  W.  Anderson,  in  the  Department  of  Phar- 
macology, received  a $19,040  national  research  ser- 
vice award  from  the  National  Institute  of  Neurological 
and  Communicative  Disorders  and  Stroke.  Anderson 
is  studying  neurophysiology. 

Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

Dr.  Courtland  H.  Davis  Jr.,  professor  of  neu- 
rosurgery at  the  Bowman  Gray  School  of  Medicine, 
has  been  named  chief  of  professional  services  at  North 
Carolina  Baptist  Hospital. 

He  succeeds  Dr.  Robert  N.  Headley,  professor  of 
medicine  (cardiology),  who  held  the  position  for  four 
years.  Headley  will  continue  to  serve  as  an  associate 
chief  of  professional  services. 

Dr.  Thomas  H.  Irving,  professor  and  chairman  of 
the  Department  of  Anesthesia  and  a former  chief  of 
professional  services,  also  serves  as  an  associate  chief 
of  professional  services. 

Davis  was  appointed  to  the  Bowman  Gray  faculty  in 
1952,  and  has  served  as  an  associate  chief  of  profes- 
sional services  since  1975.  He  is  a past  president  of  the 
Neurosurgical  Society  of  America  and  the  Southern 
Neurosurgical  Society.  Currently,  he  is  vice  president 
of  the  American  Academy  of  Neurological  Surgery. 


The  National  Cancer  Institute  has  awarded  a $1 
million  grant  to  the  Bowman  Gray  School  of  Medicine 
to  train  cancer  researchers. 

The  program,  supported  by  the  five-year  grant,  will 
provide  three  years  of  additional  training  to  those  who 
already  hold  the  Ph.D.  or  M.D.  degrees  and  four  years 
of  training  for  students  pursuing  the  Ph.D.  degree. 

The  grant  supports  the  type  of  academic  training 
which  is  critical  if  progress  is  to  be  made  in  under- 
standing and  treating  the  many  kinds  of  cancer. 

The  multidisciplinary  program  involves  'the  de- 
partments of  biochemistry,  pathology,  microbiology 
and  immunology,  internal  medicine,  radiology  and 
obstetrics  and  gynecology. 

Initially,  four  graduate  students  and  three  postdoc- 
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toral  fellows  will  be  enrolled  in  the  training  program. 
Eventually.  14  people  will  be  in  the  program  each 
year. 

The  four  areas  of  cancer  research  which  the  pro- 
gram will  emphasize  are  oncogenesis,  cancer  cell 
biology,  the  interaction  of  tumors  and  cancer  victims, 
and  experimental  therapeutics.  They  are  the  areas  of 
expertise  within  the  Bowman  Gray’s  Cancer  Research 
Center. 


A basic  research  project  at  Bowman  Gray  has 
uncovered  evidence  in  animals  that  the  brain’s  aging 
process  can  be  slowed  through  drug  therapy. 

The  work  was  conducted  by  Dr.  Philip  Landfield,  a 
neurophysiologist,  and  by  a graduate  student  and  lab- 
oratory technician. 

The  research,  supported  by  a grant  from  the  Na- 
tional Institute  on  Aging,  opens  up  the  possibility  that 


the  human  brain  aging  process  eventually  may  re- 
spond to  drug  therapy.  The  findings  are  the  first  based 
on  comprehensive  morphologic  and  behavioral 
studies  to  show  that  brain  aging  is  not  a fixed  process. 

In  work  with  rats,  Landfield’ s group  demonstrated 
that  steroids  produced  by  the  adrenal  gland  have  a role 
in  causing  brain  tissue  to  age  and  that  the  removal  of 
the  adrenal  gland  has  a significant  effect  on  retarding 
brain  aging. 

The  work  also  showed  that  two  chemical  com- 
pounds which  stimulate  brain  cell  activity  also  retard 
the  brain  aging  process. 

Removal  of  the  adrenal  gland  produced  the  most 
dramatic  effects  on  the  brain.  Giving  the  chemical 
compounds  produced  less  dramatic  but  more  consis- 
tent results,  and  they  improved  the  learning  abilities  in 
aged  rats. 

Landfield’s  work  was  reported  in  the  journal  “Sci- 
ence.” 
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Two  prominent  North  Carolina  industrialists  have 
been  appointed  to  the  Board  of  Visitors  of  the  Bow- 
man Gray/Baptist  Hospital  Medical  Center. 

They  are  Claude  S.  Ramsey  Jr.  of  Asheville,  chair- 
man of  the  board  and  president  of  Akzona  Inc.,  and 
Herbert  Brenner  of  Winston-Salem,  executive  vice 
president  of  Brenner  Companies,  Inc. 

The  new  members  join  15  other  business,  profes- 
sional and  civic  leaders  already  on  the  board. 

The  Board  of  Visitors  is  an  official  advisory  council 
to  the  administration  of  the  medical  center  and  to  the 
Boards  of  Trustees  of  Wake  Forest  University  and 
North  Carolina  Baptist  Hospital. 


Three  assistant  professors  and  several  instructors 
have  been  appointed  to  the  fulltime  faculty  at  Bow- 
man Gray. 

The  assistant  professors  are  Dr.  Maureen  M. 


Aaron,  family  medicine;  Dr.  John  S.  Parks,  compara- 
tive medicine;  and  Dr.  Rosalind  M.  Vaz,  pediatrics. 

Aaron  will  develop  a geriatrics  curriculum  for  resi- 
dents in  the  Department  of  Family  and  Community 
Medicine.  She  holds  the  M.D.  degree  from  the  Uni- 
versity of  Saskatchewan  College  of  Medicine. 

Parks  is  a biochemist  and  biophysicist  whose  work 
at  Bowman  Gray  will  be  in  the  school's  Specialized 
Center  of  Research  (SCOR)  in  Arteriosclerosis.  His 
interest  is  lipoprotein  metabolism  and  biophysical 
studies  of  non-human  primates.  He  holds  the  M.D. 
and  Ph.D.  degrees  from  Wake  Forest  University. 

Vaz  will  supervise  the  new  Brenner  Center  for 
Adolescent  Medicine  at  the  Medical  Center.  She  holds 
the  M.D.C.M.  degree  from  McGill  University  in 
Montreal. 

Those  appointed  as  instructors  are  Dr.  Gloria  J. 
Colurso,  physiology  and  pharmacology;  Dr.  Caro- 
lyn F.  Pedley,  medicine  (general  medicine/ 
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endocrinology);  Richard  E.  Snow,  allied  health 
(physician  assistant  program);  and  Dr.  Michael  V. 
Ward,  comparative  medicine. 


Roy  Gallinger,  a second-year  medical  student  at 
Bowman  Gray,  has  received  a community  service 
award  from  the  CIBA  Pharmaceutical  Co. 

The  award,  which  consists  of  books  from  the  CIBA 
collection  of  medical  illustrations  by  Dr.  Frank  Net- 
ter,  recognizes  Gallinger’s  work  last  summer  in  a 
health  project  with  migrant  farm  workers  in  Newton 
Grove,  N.C. 

Gallinger  spent  eight  weeks  as  a member  of  a medi- 
cal screening  team  at  the  Tri-County  Clinic  in  Newton 
Grove.  The  team  screened  migrant  workers  for  occu- 
pational illnesses  and  provided  them  with  transporta- 
tion for  medical  appointments. 


The  project  was  sponsored  by  the  North  Carolina 
Rural  Health  Coalition. 


Bowman  Gray  research  suggests  that  aggressive 
monkeys  develop  more  coronary  heart  disease  than 
submissive  monkeys  only  if  they  live  in  stressful  social 
situations  that  encourage  competition. 

In  stable,  non-threatening  social  environments, 
competitive  and  dominant  monkeys  have  significantly 
less  coronary  disease  than  their  subordinates. 

The  research  was  headed  by  Dr.  Jay  R.  Kaplan, 
assistant  professor  of  comparative  medicine.  He  ex- 
plains that  the  research  is  relevant  to  humans  because 
the  aggressive,  competitive  individual  has  been 
thought  of  as  prone  to  coronary  heart  disease  and 
heart  attacks.  But  Kaplan’s  work  suggests  that  that  is 
most  likely  to  be  true  in  highly  competitive  environ- 
ments. 


And  there’s  more  proof  on  the  way! 

1982  will  see  the  completion  of  the  Multiple  Risk 
Factor  Intervention  Trial  (MRFIT)— a six-year, 
12,000-patient  study  assessing  the  factors  that 
increase  risk  of  cardiovascular  disease.  For  the 
management  of  hypertension,  the  preferred  | 
Step-2  regimen  in  this  study  is  reserpine-thi azide.  | 
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According  to  Kaplan,  the  work  is  the  first  to  cor- 
roborate in  a relevant  animal  model  the  interaction  of 
social  environment  and  social  status  that  is  thought  to 
be  important  in  the  development  of  human  coronary 
heart  disease. 


Dr.  M.  Gene  Bond,  assistant  professor  of  compara- 
tive medicine,  has  been  named  co-chairman  of  an 
interdisciplinary  “Workshop  on  Quantitative  Evalu- 
ation of  Atherosclerosis”  to  be  held  in  Silver  Spring, 
Md. 


Margaret  Ann  Chatham,  instructor  in  family  and 
community  medicine  (nurse  education)  and  assistant 
director  of  nursing  education  for  the  Northwest 
AHEC,  has  been  elected  secretary  of  the  North  Caro- 
lina Nurses  Association  for  1982-84.  She  also  was 
elected  a delegate  to  the  1982  national  convention  of 
the  American  Nurses  Association. 


Dr.  George  Podgorny,  clinical  associate  professor 


of  surgery  (emergency  medicine)  was  elected  chair- 
man of  the  Forsyth  County/City  of  Winston-Salem 
Advisory  Council  of  the  Emergency  Management 
Agency  at  its  annual  meeting. 


Robert  E.  Rose,  controller  in  the  Bowman  Gray 
School  of  Medicine’s  Division  of  Resource  Manage- 
ment, has  been  elected  to  a regional  office  in  the 
Association  of  American  Medical  Colleges’  Group  on 
Business  Affairs.  He  was  elected  chairman-elect  of 
the  Southern  region.  He  also  is  chairman  of  the  Ex- 
ternal Relations  Committee  of  the  Group  on  Business 
Affairs. 


Dr.  Elias  G.  Theros,  professor  of  radiology,  has 
been  named  editor-in-chief  of  the  American  College  of 
Radiology  Atlas  of  Tumor  Radiology.  The  atlas  will 
consist  of  about  20  diagnostic  texts  to  be  written  dur- 
ing the  next  five  years  by  authors  chosen  for  their 
expertise  in  particular  areas  in  the  radiologic  diagnosis 
of  neoplasms. 
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University  of  N.C. 

School  of  Medicine 

And  N.C.  Memorial  Hospital 


Scientists  at  the  University  of  North  Carolina  at 
Chapel  Hill  have  found  new  evidence  that  only  one  or 
two  episodes  of  heavy  drinking  by  a woman  early  in 
pregnancy  can  seriously  damage  her  unborn  child. 

The  evidence,  which  comes  from  animal  studies, 
indicates  that  the  condition  known  as  fetal  alcohol 
syndrome  may  start  as  early  as  the  third  week  after 
conception,  well  before  most  women  suspect  they  are 
pregnant. 

Drs.  Kathleen  Sulik  of  the  School  of  Medicine  and 
Malcolm  Johnston  of  the  Dental  Research  Center 
conducted  their  experiments  on  laboratory  mice. 

‘'Most  scientists  who  study  alcohol-induced  birth 
defects  have  been  concerned  with  chronic  exposure  to 
alcohol,  but  with  that  approach  it  has  been  impossible 
to  pinpoint  the  stages  in  pregnancy  when  injury  oc- 


curs,” Sulik  explained.  ‘‘Most  of  them  have  believed 
that  if  you  damage  the  embryo  very  early  in  develop- 
ment, then  it  cannot  survive.” 

For  the  first  time,  she  and  Johnston  have  shown  that 
mouse  embryos  can  survive  early  injury  by  alcohol 
and  be  born  with  subtle  defects  in  appearance  remark- 
ably similar  to  those  seen  in  human  fetal  alcohol  syn- 
drome. 

In  children,  the  defects  appear  as  smaller  eyelid 
openings,  flat  nasal  bridges,  shorter  noses  and  longer 
upper  lips.  Mental  retardation  and  hyperactivity  are 
the  most  serious  results. 


Students  who  have  received  federal  loans  to  attend 
the  School  of  Medicine  at  the  University  of  North 
Carolina  at  Chapel  Hill  have  a loan  repayment  rate 
that  is  significantly  better  than  the  national  average. 

As  of  June  30  of  this  year,  479  of  the  medical 
school’s  former  students  were  in  the  process  of 
repaying  funds  borrowed  under  the  Health  Profes- 
sionals Student  Loan  Program.  Twenty-three  of  those 
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borrowers  were  delinquent  in  their  payments,  for  a 
delinquency  rate  of  4.8%. 

The  UNC-CH  medical  school’s  loan  collection  rate 
was  15th  best  among  the  32  medical  schools  nation- 
wide that  responded  to  a survey  conducted  by  the 
federal  Health  Services  Administration.  The  average 
delinquency  rate  was  15%.  For  the  purposes  of  this 
survey,  borrowers  were  considered  delinquent  if  they 
were  more  than  30  days  behind  in  their  loan  payments. 

Clarence  M.  Stover  Jr.,  associate  dean  for  adminis- 
tration of  the  UNC-CH  medical  school,  said  the 
school’s  good  loan  collection  rate  can  be  attributed  to 
several  factors. 

“The  high  quality  of  the  operation  of  the  univer- 
sity’s student  aid  personnel  ensure  that  this  loan  pro- 
gram is  administered  efficiently,”  Stover  said.  “We 
also  believe  that  our  good  record  in  this  area  reflects 
the  fact  that  we  have  a very  high  caliber  of  medical 
students  who  try  to  live  up  to  their  obligations.” 

A total  of  $2.17  million  has  been  borrowed  by 
UNC-CH  medical  students  under  the  federal  loan 
program,  and  only  $22,005  of  that  amount  — about 
one  percent  — was  past  due  at  the  time  of  the  school’s 
last  report  on  the  program. 

“These  loans  are  exceedingly  important  to  many  of 
our  students,”  said  Dr.  Stuart  Bondurant,  dean  of  the 
medical  school.  “So  we  take  our  responsibilities  re- 
garding this  program  very  seriously  and  do  our  best  to 
see  that  these  loans  are  repaid  rapidly. 

“If  this  program  were  ever  lost,  many  qualified 
students  from  disadvantaged  and  even  middle-income 
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families  would  be  unable  to  pursue  careers  in  medi- 
cine,” Bondurant  added. 

Of  the  641  students  currently  enrolled  in  the 
UNC-CH  School  of  Medicine,  59  have  received  fed- 
eral loans. 


Dr.  Eugene  S.  Mayer  recently  completed  giving  the 
Area  Health  Education  Center  (AHEC)  program  a 
complete  checkup,  and  the  innovative  program  was 
found  to  be  healthy  and  thriving. 

Between  February  and  July  of  this  year,  AHEC 
Director  Mayer  and  various  members  of  his  staff 
traveled  to  all  nine  AHEC  regions  and  visited  33 
towns.  The  site  visits  included  one  day  in  the  regional 
offices  and  a second  day  meeting  with  health  profes- 
sionals and  officials  in  at  least  two  small  towns  in  the 
area. 

The  following  AHEC  program  accomplishments 
were  noted: 

• A network  of  nine  AHECs  now  is  functioning  in 
partnership  with  the  four  university  medical  centers  in 
the  state. 

• Community-based  continuing  education  is  acces- 
sible to  health  practitioners  and  support  personnel 
throughout  the  state. 

• A network  of  libraries  and  learning  resource 
centers  now  connects  almost  all  community  hospitals 
to  an  AHEC  and,  in  turn,  to  a university  health  sci- 
ences library. 

• New  or  renovated  educational  facilities  have 
been  completed  in  33  sites  across  the  state. 

• Cooperative  assistance  has  been  provided  to 
other  statewide  initiatives  concerned  with  the  educa- 
tion, training,  and  retention  of  health  professionals 
and  support  personnel. 


Rehabilitation  specialists  at  the  medical  center  in 
Chapel  Hill  and  their  counterparts  in  Mexico  will  visit 
each  other  and  share  information  under  a cooperative 
program  being  established  by  the  University  of  North 
Carolina  at  Chapel  Hill  and  Mexican  health  officials. 

The  program  is  an  outgrowth  of  a recent  visit  to 
Chapel  Hill  by  Dr.  Alicia  Castaneda,  director  of  re- 
habilitation training  for  the  Mexican  government.  She 
attended  a seminar  on  “functional  electrical  stimula- 
tion” sponsored  by  the  Department  of  Physical 
Therapy  at  North  Carolina  Memorial  Hospital.  The 
seminar  taught  physical  and  occupational  therapists 
how  to  use  electrical  stimulation  to  re-educate  and 
strengthen  muscles  in  patients  who  have  suffered 
nerve  damage. 

Physical  therapist  Mike  Thomas,  spokesman  for  the 
seminar  organizing  committee,  said  Castaneda’s  visit 
was  quite  productive.  “I  think  we  have  made  a good 
impression  on  each  other,  and  she  has  collected  a lot 
of  information  to  take  back  with  her. 

“I  think  this  is  the  beginning  of  a very  mutually 
beneficial  exchange,”  Thomas  said. 


For  several  years,  North  Carolina  Memorial  Hos- 
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pital  has  been  providing  medical  support  for  Orange 
County's  emergency  services  on  an  informal  basis. 

This  summer  that  relationship  was  made  official. 
The  hospital  signed  an  agreement  with  the  county 
commissioners  to  provide  free  training  and  medical 
supervision  for  both  the  Orange  County  and  South 
Orange  rescue  squads. 

Dr.  Thomas  Griggs  is  director  of  the  hospital’s 
Emergency  Medical  Technician  training  program. 

He  explained  that,  under  the  agreement  with  the 
county,  hospital  personnel  train  rescue  squad  mem- 
bers above  the  basic  EMT  level. 

"We  are  responsible  for  training  those  who  are 
permitted  to  start  IV  solutions  in  the  field,  on  orders 
from  a physician  at  the  hospital.  We  also  train 
paramedics,  who  are  certified  to  startJVs,  administer 
medications  and  do  cardiac  defibrillation  on  heart  at- 
tack victims,  also  under  close  medical  supervision.” 

The  hospital  has  designated  a nurse,  Lucy  Fort,  to 
be  fulltime  coordinator  of  the  EMT  training  program. 


Helping  families  cope  with  the  normal  changes  that 
occur  during  a divorce  is  the  focus  of  a study  at  the 
Department  of  Psychiatry. 

"We  want  to  educate  people  about  what  they  can 
expect  during  a divorce,  about  the  feelings  they  may 
have  and  how  their  children  may  feel,”  said  Dr. 
Nancy  Warren,  assistant  professor  of  psychology  and 
project  director. 

"Divorce  occurs  so  frequently  now  that  by  1990, 
30%  to  40%  of  all  children  will  have  had  some  ex- 
perience in  a single  parent  home,”  said  Dr.  Robert 
Grew,  project  co-director.  "Divorce  isn’t  a single 
event.  It’s  a full  process  of  change  for  a family  — a 
change  that  is  largely  predictable.” 

This  normal,  predictable  process  is  what  Warren, 
Grew  and  associates  in  the  School  of  Medicine  are 
studying.  They  hope  to  find  out  what  type  of  educa- 
tional support  program  works  best  while  providing  a 
needed  service  for  single  parents. 

The  program  focuses  on  an  "off-the-wall  period  of 
adjustment,  which  usually  is  quite  lengthy,  usually 
two  or  three  years,”  Grew  said. 

The  continuing  study,  now  in  its  second  year,  is  a 
cooperative  effort  between  the  UNC-CH  Department 
of  Psychiatry  and  the  Orange-Person-Chatham  Men- 
tal Health  Center.  It  is  being  funded  for  three  years  by 
the  National  Institute  of  Mental  Health. 


Dr.  Raymond  P.  White,  associate  chief  of  staff  and 
associate  dean  of  the  medical  school,  received  the 
Distinguished  Service  Award  of  the  Dental  Founda- 
tion of  North  Carolina  Dec.  4. 

Former  dean  of  the  School  of  Dentistry,  White  was 
given  the  award  for  his  service  as  ex-officio  member  of 
the  foundation's  board  of  directors  and  executive 
committee. 
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Larry  R.  Churchill  has  been  promoted  to  associate 
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professor  of  social  and  administrative  medicine  effec- 
tive Jan.  1 . 


The  appointments  of  two  faculty  members  to  the 
School  of  Medicine’s  Department  of  Surgery  have 
been  announced  by  Chancellor  Christopher  C.  Ford- 
ham  III. 

Drs.  Alfred  R.  Hansen  and  Blair  A.  Keagy  were 
both  appointed  assistant  professors  of  surgery  effec- 
tive Dec.  1. 

Hansen  has  been  a visiting  assistant  professor  here 
since  June,  and  he  has  been  at  N.C.  Memorial  Hospi- 
tal since  1977,  most  recently  as  acting  director  of 
emergency  room  and  outpatient  surgical  services. 
Previously  he  held  faculty  or  research  appointments 
at  the  University  of  Minnesota,  Riker  Research 
Laboratories  and  the  University  of  Iowa. 

A Montana  native,  he  earned  his  B.S.  in  1965  from 
Michigan  Technological  University  and  his  M.S.  in 
1968,  Ph.D.  in  1970  and  M.D.  in  1977  from  the  Univer- 
sity of  Iowa. 

Keagy  returns  to  Chapel  Hill  after  having  held  sev- 
eral positions  here  from  1970-78.  He  interned  and  held 
residencies  at  N.C.  Memorial  Hospital  and  was  a fel- 
low and  part-time  instructor  in  the  School  of  Medicine 
during  that  time. 

From  1978-81  he  was  an  associate  in  cardiovascular 
and  thoracic  surgery  at  Geisinger  Medical  Center  in 
Danville,  Pa. 

A Pennsylvania  native,  he  earned  his  B.A.  in  1966 
from  Duke  University  and  his  M.D.  in  1970  from  the 
University  of  Pittsburgh. 


Dr.  John  J.  Lemasters,  an  associate  professor  of 
anatomy  at  the  University  of  North  Carolina  at  Chapel 
Hill,  has  received  an  established  investigatorship 
award  of  the  American  Heart  Association. 

Lemasters’  primary  field  of  study  is  bioenergetics, 
which  deals  with  the  transformation  of  energy  within 
living  organisms.  Not  only  has  his  research  increased 
the  scientific  understanding  of  cell  and  molecular 
biology,  but  also  laboratory  techniques  he  has  de- 
veloped have  been  adopted  by  other  medical  scien- 
tists. 

A 1969  graduate  of  Yale  University,  Lemasters 
earned  M.D.  and  Ph.D.  degrees  from  Johns  Hopkins 
University  in  1975.  He  was  appointed  to  the  UNC-CH 
School  of  Medicine  faculty  in  1977  as  an  assistant 
professor.  Lemasters,  who  also  serves  as  director  of 
graduate  studies  in  the  Department  of  Anatomy,  was 
promoted  to  associate  professor  this  year. 

The  American  Heart  Association  established  in- 
vestigatorship is  a five-year  award,  covering  the 
period  July  1,  1982-June  30,  1987. 


Dr.  Rita  Valentino,  a postdoctoral  research  as- 
sociate in  pharmacology,  has  won  an  American  Col- 
lege of  Neuropsychopharmacology-Mead  Johnson 


Travel  Award.  The  $1,000  award  covered  Valentino’s 
travel  and  expenses  associated  with  the  annual  meet- 
ing of  the  American  College  of  Neuropsychopharma- 
cology. The  meeting  was  held  Dec.  14-18  in  San 
Diego,  Calif. 

Valentino,  who  is  from  Scoth  Plains,  N.J.,  is  one  of 
10  recipients  of  the  award.  She  is  working  with  Dr. 
Raymond  Dingledine,  assistant  professor  of  phar- 
macology, on  the  effects  opiates  have  on  the  brain. 

Valentino  received  a B.S.  degree  in  pharmacy  from 
the  University  of  Rhode  Island  in  1975  and  a Ph.D.  in 
pharmacology  from  the  University  of  Michigan  in 
1980.  She  is  working  at  UNC-CH  on  a National  Insti- 
tute of  Drug  Abuse  Postdoctoral  Fellowship  Award. 


The  Department  of  Family  Medicine  at  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill  School  of  Medi- 
cine has  been  awarded  a grant  to  report  on  how  the 
inpatient  care  experiences  of  family  medicine  resi- 
dents through  the  country  are  documented. 

The  $5,583  grant,  awarded  by  the  Family  Health 
Foundation  of  America,  will  be  used  to  develop  a 
detailed  report  on  the  various  ways  family  medicine 
programs  in  the  United  States  document  the  diagnoses 
and  procedures  their  residents  perform  while  treating 
inpatients. 

“The  monograph  developed  through  this  grant  will 
be  a resource  document  for  family  medicine  programs 
throughout  the  country,”  said  Jacqueline  Resnick,  a 
social  research  assistant  and  co-author  of  the  project. 
“Documenting  inpatient  experiences  will  help  resi- 
dents obtain  hospital  privileges  and  will  be  important 
to  improving  curricula  for  family  medicine  pro- 
grams.” 

The  grant  was  awarded  as  the  result  of  a national 
survey  conducted  in  May  by  the  Department  of  Fam- 
ily Medicine  on  behalf  of  the  North  Carolina  Academy 
of  Family  Practice.  Under  the  grant.  Dr.  Peter  Curtis, 
associate  professor  of  family  medicine  and  director  of 
research,  and  Resnick  will  be  conducting  two  fol- 
low-up surveys  and  reporting  the  results  of  all  three 
surveys  to  other  family  medicine  programs. 

Included  in  the  monograph  will  be  a commentary  on 
hospital  privileges  for  family  practitioners  by  Dr. 
Samuel  W.  Warburton,  chief  of  the  division  of  family 
medicine  and  director  of  the  Duke-Watts  family  medi- 
cine program. 


R.  Hal  Shigley,  clinical  director  of  the 
T.E.A.C.C.H.  division,  presented  a paper  at  the 
Texas  Research  Institute  of  Mental  Sciences  regional 
symposium  on  individualized  program  planning  for 
autistic  citizens  Aug.  17-18  in  Dallas. 


Charles  R.  Hackenbrock,  professor  and  chairman 
of  the  Anatomy  Department,  spoke  at  a symposium  on 
membrane  dynamics  at  the  VII  International  Bio- 
physics Congress  and  III  Pan-American  Biochemistry 
Congress  Aug.  23-28  in  Mexico  City. 
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James  W.  Lea,  director  of  the  Program  for  Interna- 
tional Training  in  Health,  and  Dr.  Eugene  S.  Mayer, 
director  of  Area  Health  Education  Centers,  worked 
with  officials  in  completing  the  development  and 
planning  of  a INTRAH/Government  of  Turkey  pro- 
gram that  will  design  and  validate  an  inservice  training 
system.  They  met  with  officials  Aug.  28-Sept.  6 in 
Ankara,  Turkey. 


Dr.  John  L.  Lemasters,  assistant  professor  of  anat- 
omy and  cell  biology,  was  a guest  speaker  at  the  Gor- 
don Research  Conference  on  Energy  Coupling  Mech- 
anisms Aug.  17-21  in  Hoderness,  N.H.  Lemasters  also 
gave  a seminar  at  the  Pennsylvania  State  University 
College  of  Medicine  Aug.  31  in  Hershey. 


Michael  Topal,  assistant  professor  of  pathology  and 
a member  of  the  Cancer  Research  Center,  presented 
a paper  at  the  second  European  Molecular  Biology 
Organization  Meeting  on  Accuracy  in  Biological 
Processes  Sept.  3 in  Paris. 


Dr.  Walter  E.  Stumpf,  professor  of  anatomy  and 
pharmacology,  gave  lectures  and  conducted  seminars 
recently  at  the  University  of  Ulm,  West  Germany. 
Stumpf  also  gave  a seminar  in  Tubingen. 


Dr.  David  G.  Kaufman,  professor  of  pathology, 
biochemistry  and  nutrition  and  a member  of  the 
Cancer  Research  Center,  participated  in  a site  visit  at 
Boston  University  School  of  Medicine  Sept.  18. 


Eng-Shang  Huang,  associate  professor  of  medicine, 
bacteriology  and  immunology  and  a member  of  the 
Cancer  Research  Center,  participated  in  a Kaposi 
Sarcoma  Workshop  sponsored  by  the  Division  of 
Cancer  Treatment  and  the  Division  of  Cancer  Cause 
and  Prevention  at  the  National  Cancer  Institute  and 
the  Center  for  Disease  Control  Sept.  15  in  Bethesda, 
Md. 


Dr.  Joseph  S.  Pagano,  professor  of  medicine,  bac- 
teriology and  immunology  and  director  of  the  Cancer 
Research  Center,  presented  a talk  on  Acyclovir 
Mechanism  on  Epstein-Barr  Replication  at  the  Inter- 
national Acyclovir  Symposium  Sept.  9 in  Washington, 
D.C. 


Three  members  of  the  Cancer  Research  Center  who 
presented  posters  at  the  International  Acyclovir  Sym- 
posium in  Washington.  D.C.  on  Sept.  9 were:  James 
Shaw,  research  assistant  professor  of  bacteriology 
and  immunology.  Herpes  Simplex  Virus  Resistance  to 
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of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world's 
largest  health-care  companies  — over  S2.5  billion  in  sales 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


•Reference:  ll)81.'-IS2  American  Dntaf’i.u  Blue  Book 
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Liquid  Tonic 

A Tonic  for  Geriatric  Patients 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals, 
and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
deficiency  prevention.  Just  one  tablespoon  before  each  meal. 


DESCRIPTION  Forty-live  milliliters  ol  SU-TON  contains  the  following  ingredients;  Pentylenetetrazol 
30  mg  • Niacin.  50  mg  • Vitamin  B-1 , 10  mg  • Vitamin  B-2,  5 mg  • Vitamin  B-6,  1 mg  • Vitamin 
B-12.  3 meg  • Manganese  (as  Manganese  Sulfate) . 1 mg  • Magnesium  (as  Magnesium  Sulfate) , 2 
mg  • Zinc  (as  Zinc  Sulfate),  1 mg  • Iron  (as  Ferric  Pyrophosphate,  Soluble),  22  mg  • Alcohol,  18% 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  confusion  and  memory  defects  are  present  SU-TON  also 
contains  vitamins,  trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by  preventing  the 
development  of  a deficiency 

CONTRAINDICATIONS  Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to  any  of  the 
listed  active  ingredients 

WARNINGS  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  of  this  drug  requires  that  the  physician  evaluate  the  potential  benefits  of  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients  with  high  doses  of  SU-TON  who 
have  heart  disease  While  pentylenetetrazol  does  not  act  directly  on  the  myocardium  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms  typ 
central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers  and  the  spinal 
Convulsions  resulting  from  this  drug  are  spontaneous  and  are  not  induced  by  external  stimuli 
usually  last  for  several  minutes  and  are  followed  by  profound  depression  and  respiratory  par; 
Death  has  been  reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON 
OVERDOSAGE  Signs  and  symptoms  of  acute  overdose  may  be  due  principally  from  overstimula 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  ne 
system  imbalance  The  symptoms  may  include  the  following  vomiting  agitation,  tremors,  f 
retlexia,  sweating,  contusion,  hallucinations,  headache  hyperpyrexia,  tachycardia  Trea 
consists  of  appropriate  supportive  measures  If  signs  and  symptoms  are  not  too  severe  at 
patient  is  conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or  5 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exch 
DOSAGE  AND  ADMINISTRATION  One  tablespoonful  (15  mil  3 times  a day  20-30  minutes  I 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 
HOW  SUPPLIED  Bottles  Of  473  ml  ( 16  fl  OZ  ) NDC  0524-K 

Federal  law  prohibits  dispensing  without  prescription  February  1982 

MANUFACTURED  & DISTRIBUTED  BY 


Acyclovir  in  Persistently  Infected  Lymphoblastoid 
Cell  Lines;  Brenda  Colby,  postdoctoral  fellow.  Repli- 
cation of  Epstein-Barr  Virus  DNA  in  Human  B-Lym- 
phoblastoic  Cells  Treated  for  Extended  Periods  with 
Acyclovir;  and  Eng-Chun  Mar,  research  associate. 
The  Effect  of  Acyclovir  on  Protein  and  DNA  Syn- 
thesis in  Human  Cytomegalovirus-Infected  Cells. 


Dr.  Arthur  J.  Prange,  professor  of  psychiatry,  has 
been  elected  for  a three-year  term  to  the  Council  of  the 
American  College  of  Neuropsychopharmacology. 


Dr.  W.  Ray  Gammon,  assistant  professor  of  der- 
matology, was  a lecturer  at  the  “Westwood  Pre-Board 
Examination”  Sept.  10-13  in  Chicago. 


Dr.  Charles  H.  Hendricks,  professor  of  obstetrics 
and  gynecology,  became  a fellow  ad  eudem  of  the 
Royal  College  of  Obstetricians  and  Gynecologists 
June  3 in  London.  He  was  the  dedication  speaker  for 
the  Theobald  Seminar  Room  at  University  College 
Hospital  June  2.  He  also  gave  lectures  at  University 
College  Hospital,  University  of  Bristol,  and  Univer- 
sity of  Newcastle  Upon  Tyne. 


Dr.  Edward  V.  Stabb,  professor  and  associate 
chairman  of  radiology,  and  Dr.  Ali  Shirkhoda,  assis- 
tant professor  of  radiology,  displayed  an  exhibit 
entitled  “Pitfalls  in  Computed  Tomography  of  the 
Abdomen  and  Pelvis”  at  the  67th  annual  meeting  of 
the  Radiological  Society  of  North  America  Nov.  14-20 
in  Chicago.  Shirkhoda  also  presented  a paper  co-au- 
thored  by  Dr.  Paul  Biggers,  professor  of  surgery,  enti- 
tled “Computed  Tomography  in  Choanalatresia.” 


Dr.  Gustavo  S.  Montana,  professor  of  surgery,  pre- 
sented a paper  entitled  “Carcinoma  of  the  Cervix 
Stage  IB,  Analysis  of  Treatment  Failures  and  Compli- 
cations,” at  the  67th  annual  meeting  of  the  Radiologi- 
cal Society  of  North  America  Nov.  14-20  in  Chicago. 
The  paper  was  co-authored  by  Dr.  W.  C.  Fowler, 
associate  professor  of  obstetrics  and  gynecology;  Dr. 
M.  A.  Varia;  Dr.  L.  A.  Walton,  associate  professor  of 
obstetrics  and  gynecology;  Dr.  M.  Kirsch;  and  Dr. 
McCafferty,  assistant  professor  of  radiology.  Mon- 
tana also  displayed  an  exhibit  entitled  “The  Oncology 
Case  of  the  Day”  co-prepared  by  Dr.  Kirsch;  Dr. 
J.  Roseman;  J.  Halle;  and  Dr.  M.  A.  Varia. 


Dr.  Carol  A.  Mittelstaedt,  assistant  professor  of 


Since  7976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
profit  hospital Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

THE  FUTURE  COMES  FAST. 


1980,  Saint  Albans  opened  a $7.8 
i i 1 1 ion  building  with  162  beds  and 
janded  clinical  facilities.  Special- 
services  include  adolescent,  sub- 
ce  abuse,  and  geriatric  programs, 
it  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 

ACTIVE  MEDICAL  STAFF  — December,  1981 
Rolfe  B.  Finn,  M.D. 

William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

Orren  LeRoyce  Royal,  M.D. 


Saint  Albans 
Psychiatric  Hospital 

Radford,  Virginia  703-639-2481 


Admission  to  Saint  Al- 
bans can  be  arranged 
24  hours  a day  by  call 
ing  703-639-2481.  Sain ; 
Albans  is  accredited  b 
the  joint  Commission 
on  the  Accreditation  c 
Hospitals  and  is  ap- 
proved for  Blue  Cross, 
Champus,  Medicare, 
and  most  major  com- 
mercial insurance  corr 
pames.  For  more  infor 
mation,  contact  Rolfe 
B Finn,  M D , medica 
director,  or  Robert  L 
Ferrell,  lr.,  administra- 
tor, P O Box  3608, 
Radford,  Virginia 
24143. 
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radiology,  was  a moderator  of  an  ultrasound  works  in 
progress  session  at  the  67th  annual  meeting  of  the 
Radiological  Society  of  North  America  Nov.  14-20  in 
Chicago. 


Dr.  J.  Randolph  Perry,  assistant  professor  of  radi- 
ology, presented  a paper  entitled  “Performance  Char- 
acteristics of  a Digital  Gamma  Camera"  at  the  67th 
annual  meeting  of  the  Radiological  Society  of  North 
America  Nov.  14-20  in  Chicago. 


Dr.  W.  Bonner  Guilford,  assistant  professor  of 
radiology,  presented  an  exhibit  and  paper  entitled 
“Vascular  Fracture:  New  Meaning  for  Monckeberg's 
Medial  Sclerosis"  at  the  67th  annual  meeting  of  the 
Radiological  Society  of  North  America  Nov.  14-20  in 
Chicago.  The  presentation  was  co-authored  by  Dr. 
L.  Kwock,  assistant  professor  of  radiology;  Dr.  R.  L. 
Reddick,  assistant  professor  of  pathology;  Dr.  W.  D. 
Mattern,  associate  professor  of  medicine;  Dr.  R.  J. 
Falk;  and  Dr.  L.  V.  Pacilio. 


B.  G.  Thompson,  chief  radiological  engineer,  pre- 
sented a physics  works  in  progress  paper  entitled 
“Performance  Evaluation  of  an  Ionization  Chamber 
Phototimer  for  Portable  X-Ray  Machines"  at  the  67th 
annual  meeting  of  the  Radiological  Society  of  North 
America  Nov.  14-20  in  Chicago. 


Dr.  Gordon  F.  Murray,  professor  of  cardiothoracic 
surgery,  has  been  named  associate  chief  of  the  divi- 
sion, effective  immediately.  The  appointment  was  an- 
nounced by  Benson  R.  Wilcox,  M.D.,  Chief,  Division 
of  Cardiothoracic  Surgery. 

East  Carolina  University 
School  of  Medicine 

A Charlotte-based  architectural  firm  has  been 
selected  to  design  the  School  of  Medicine’s  new  radi- 
ation therapy  center,  a $5.3  million  project  that  re- 
ceived final  approval  from  the  UNC  Board  of  Gover- 
nors in  November. 

The  building  committee  for  the  ECU  board  of 
trustees  and  medical  school  representatives  selected 
J.  N.  Pease  Associates  as  the  architect  after  examining 
proposed  designs  for  the  12,000-square-foot  building. 

The  facility  will  be  a comprehensive  radiation 
therapy  center  for  Eastern  North  Carolina  and  will 
support  existing  therapy  units  in  New  Bern,  Kinston 
and  Goldsboro.  The  center’s  staff  will  work  closely 
with  the  New  Bern  unit  which  offers  regional  service. 

“The  radiation  therapy  center  will  occupy  a very 
prominent  place  in  our  cancer  program,”  said  Dr. 
William  E.  Laupus,  medical  school  dean.  “Its  success 
will  contribute  to  improved  and  comprehensive  care 
for  cancer  patients  in  our  region." 


The  ECU  facility  will  house  two  medical  linear  ac- 
celerators, a 4-million-volt  unit  and  an  18-million-volt 
unit,  said  Eaupus.  The  unit  will  also  include  a radia- 
tion therapy  simulator  that  provides  the  high  quality 
radiographic  images  necessary  for  planning  radiation 
treatment  and  determining  the  appropriate  doses. 
About  40%  of  the  budget  will  be  used  for  equipment. 

The  center  will  be  located  at  the  university’s  health 
science  campus  adjacent  to  the  Brody  Medical  Sci- 
ence Building  and  Pitt  County  Memorial  Hospital. 
Construction,  scheduled  to  begin  in  late  1982,  will  take 
18  to  24  months  to  complete.  Laupus  said  the  medical 
school  expects  to  open  the  center  in  1984. 


Three  students  received  awards  this  fall  at  the 
School  of  Medicine’s  annual  awards  ceremony.  Mario 
Turi,  Greenville,  Class  of  1984,  received  the  Huffman 
Award  for  demonstrating  the  highest  level  of 
academic  achievement  and  personal  stature  in  his 
class.  John  Dew,  Raleigh,  Class  of  1983,  received  the 
Vivian  Neal  Barnes  Memorial  Award  for  achievement 
in  pharmacology.  Lee  Pippin,  Kinston,  Class  of  1983, 
received  the  CIBA  Award  for  outstanding  community 
service. 


More  than  100  infants  and  toddlers  attended  the 
second  annual  neonatal  intensive  care  unit  graduate 
party  on  December  6.  Nearly  1 , 100  critically  ill  babies 
have  been  patients  in  the  NICU  since  it  opened  in 
1978. 

The  unit,  located  at  Pitt  County  Memorial  Hospital, 
is  operated  by  the  Department  of  Pediatrics  and  sup- 
ported with  funds  from  the  statewide  perinatal  pro- 
gram. 


Dr.  Sudhakar  Madakasira,  assistant  professor  of 
psychiatric  medicine,  has  published  an  article  entitled 
“Capgras  Syndrome  in  a Patient  with  Myxedema.” 
The  article  appears  in  the  November  issue  of  the 
American  Journal  of  Psychiatry. 


Dr.  Thomas  F.  O’Brien,  professor  of  medicine,  re- 
cently was  named  president-elect  of  the  Pitt  County 
Medical  Society.  O'Brien  also  has  been  appointed 
chairman  of  the  Audit  Committee  of  the  N.C.  Medical 
Society. 


Dr.  James  G.  Jones,  professor  and  chairman  of  the 
Department  of  Family  Medicine,  authored  a chapter 
appearing  in  the  book  Principles  of  Family  Practice 
published  by  Springer  Verlag,  N.Y.  The  chapter  is 
entitled  “Patient  Management  Skills." 

Jones  also  has  been  appointed  to  serve  on  the 
American  Academy  of  Family  Physicians’  Committee 
on  Aging. 
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Dr.  Loretta  Kopelman,  associate  professor  of 
pediatrics  and  humanities,  has  been  selected  to  serve  a 
three-year  term  on  the  Committee  of  Philosophy  and 
Medicine  of  the  American  Philosophical  Association. 


Dr.  Phillip  H.  Pekala,  assistant  professor  of 
biochemistry,  recently  was  invited  to  lecture  at 
Rockefeller  University  by  Dr.  Anathony  Cerami,  di- 
rector of  Rockefeller’s  Laboratory  of  Medical 
Biochemistry.  Pekala  presented  “Growth  and  Differ- 
entiation of  3T3-L1  Preadipocytes. ” He  also  estab- 
lished conditions  for  growth  of  the  3T3-L1  cells  in  the 
Rockefeller  laboratory. 

Pekala  also  traveled  to  Anaheim  for  the  21st  annual 
meeting  of  the  American  Society  for  Cell  Biology.  At 
the  meeting,  he  presented  a paper  entitled  “Indepen- 
dent Effects  of  Differentiating  Conditions  and  Time  in 
Culture  on  Hormone  Responsiveness  and  Guanine 
Nucleotide  Regulatory  Proteins  of  3T3-L1  Preadipo- 
cytes and  3T3-C2  Fibroblasts.” 

Pekala  was  selected  as  chairman  for  the  society’s 
session  on  “Hormones  and  Receptors  1:  Protein 
Phosphorylation  and  Hormonal  Regulation.” 


Three  faculty  members  presented  a paper  at  the 
regional  meeting  of  the  American  Society  for  Mi- 
crobiology held  in  Williamsburg  December  4-6. 

Dr.  Robert  S.  Fulghum,  associate  professor  of  mi- 
crobiology, Dr.  Jack  E.  Brinn  Jr.,  associate  professor 
of  anatomy,  and  John  M.  Worthington,  research  tech- 
nician, presented  “Induced  Otitis  Media  in  Chinchil- 
las and  Gerbils  Using  Streptococcus  pneumoniae, 
Haemophilus  influenzae  and  a Polymicrobic  Culture 
with  Anaerobic  Bacteria”  during  the  meeting. 


Several  School  of  Medicine  faculty  have  received 
research  grants  recently. 

Dr.  Alvin  Volkman,  professor  of  pathology  and  lab- 
oratory medicine,  has  received  $74,650  to  study 
“Mechanisms  of  Macrophage  Diversity”  from  the 
National  Institutes  of  Health. 

Dr.  Judith  M.  Thomas,  associate  professor  of  surgi- 
cal research,  was  granted  $87,157  from  the  Depart- 
ment of  Health  and  Human  Services  to  study  “Action 
of  Rabbit  Anti-human  Thymocyte  Globulin.” 

The  Department  of  Health  and  Human  Services 
also  granted  $60,490  to  Dr.  S.  Jamal  Mustafa,  as- 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  22  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient’s 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 
Mary  Donnelly,  Administrator 
Dr.  Robert  L Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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sociate  professor  of  pharmacology,  for  the  study  of 
“Mechanisms  of  Coronary  Flow  Regulation  by 
Adenosine.” 

Dr.  Ronald  W.  Dudek,  assistant  professor  of 
anatomy,  was  awarded  $31,751  by  the  Juvenile  Dia- 
betes Foundation.  Dudek’s  research  examines  the 
“Ultrastructural  Study  on  Maturation  of  Insulin  Se- 
cretion.” 


AMERICAN  COLLEGE  OF  PHYSICIANS 

Eight  North  Carolinians  have  been  chosen  Fellows 
of  the  American  College  of  Physicians.  They  are  Drs. 
Myron  S.  Cohen,  Romulo  E.  Colindres  and  David  S. 
Sheps  of  Chapel  Hill,  Drs.  Jack  D.  McCue  and  David 
R.  Patterson  of  Greensboro,  Dr.  William  F.  Bobzien 
III  of  Rocky  Mount,  Dr.  John  A.  Boice  of  Wilmington, 
and  Dr.  James  A.  Whitaker  III  of  Wilson. 


The  removal  of  the  inflammation  is  as  indissolubly  connected  with  venesection  as  its 
cause,  as  the  extinction  of  the  spark  when  it  falls  upon  snow,  or  with  an  explosion  when  it 
falls  upon  gunpowder  with  these  substances  respectively,  and  its  operation  is  with  equal 
difficulty  explained:  for  the  mind,  in  contemplating  the  abstraction  of  blood  from  the  vessels, 
sees  nothing  more  than  the  simple  phenomenon  and  its  effects,  the  debility  and  the  removal 
of  the  disease,  its  consequent.  Why  the  abstraction  of  the  blood,  should  produce  a diminished 
action  of  the  heart,  is  equally  inexplicable  with  the  power  of  snow  to  extinguish  th  spark,  or  of 
gunpowder  to  produce  an  explosion,  on  the  contact  of  that  body.  Reasoning  from  analogy, 
we  should  expect  that  the  diminution  of  the  quantity  of  blood  in  the  vascular  system,  would 
lessen  the  mass  to  be  propelled,  and  enable  the  heart  to  act  with  more  vigour;  but  the  contrary 
is  the  case;  debility  takes  place  long  before  a sufficient  quantity  is  abstracted  to  lessen  the 
mass  of  the  blood,  so  as  to  aid  its  propulsion  by  diminishing  its  volume  and  weight.  The 
phenomenon  is  purely  vital;  we  see  that  it  is  followed  by  its  effect,  the  removal  of  the  disease, 
and  this  is  all  we  know  upon  the  subject.  This  naked  manner  of  contemplating  the  operation 
of  the  causes,  which  affect  the  human  body,  produces  great  certainty,  as  it  is  continually  the 
subject  of  observation,  and  experience  will  rectify  its  errors.  A cause,  then,  is  merely  a 
phenomenon,  which  is  invarably  antecedent  and  connected  with  another,  as  its  consquent; 
and  this  connection  is  expressed  by  the  word  power,  which  is  given  to  the  antecedent 
phenomenon,  from  its  invariable  order  of  occurrence.  — Elements  of  the  Theory  and 
Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions,  adapted  to  the 
Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and  S.  Colhoun,  M.D.,  Vol.  I, 
Philadelphia,  Towar  & Hogan,  1829. 
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In  Memoriam 


DAVID  EARL  SMITH 

David  Earl  Smith  was  born  on  January  26,  1938,  in 
Bluefield,  West  Virginia.  He  received  his  Bachelor  of 
Science  and  medical  degrees  at  West  Virginia  Univer- 
sity and  completed  an  internship  at  Lankenau  Hospi- 
tal in  Philadelphia.  After  two  years  of  active  duty  in 
the  U.S.  Navy,  he  went  to  New  York  City  to  pursue 
residency  training  in  ophthalmology  at  the  New  York 
Eye  and  Ear  Infirmary.  In  1969  he  joined  the  Charlotte 
Eye,  Ear  and  Throat  Associates,  where  he  was  serv- 
ing as  President  of  the  Medical  Staff  of  the  Charlotte 
Eye,  Ear,  and  Throat  Hospital  at  the  time  of  his  death, 
July  18,  1981. 

He  died  in  a drowning  accident  in  a rain  swollen 
mountain  river  near  Cherokee  while  vacationing  with 
his  family.  He  is  survived  by  his  wife,  Carolyn,  and 
sons,  Danny,  Timmy  and  Steve. 

Dave  was  a special  friend  to  many  people.  He  was  a 
dedicated  Christian  of  deep  convictions  who,  with  the 
love  and  support  of  his  wife  and  his  boys,  tried  to  live 
each  day  of  his  life  as  a witness  to  his  belief  in  the 
Lord.  He  had  an  abiding  faith  in  the  basic  goodness  of 
people. 

Dave  had  an  intuitive  sense  of  human  needs  of  his 
patients,  took  the  time  to  listen  to  his  patients,  and 
tried  to  minister  to  their  emotional  and  spiritual  needs 
in  the  best  way  that  he  could.  He  was  an  effective 
listener  and  counselor. 

Dave’s  Christian  activity  centered  chiefly  around 
Calvary  Church,  a very  active  evangelical  church  with 
a strong  missionary  program.  He  was  Clerk  of  Ses- 
sion, the  most  highly  respected  position  for  an  elder 
and  one  which  calls  for  extraordinary  communica- 
tions skills,  sound  judgment  and  sensitivity.  In  addi- 
tion, he  spent  several  years  as  Chairman  of  the  Mis- 
sions and  Evangelism  Committee  and  served  on  the 
Finance  and  Christian  Education  Committees  as  well. 
He  served  on  the  home  board  of  Wycliffe  Bible 
Translators  and  was  intimately  associated  with  their 
support  group  in  Waxhaw,  the  Jungle  Aviation  and 
Radio  Service. 

As  President  of  the  Charlotte  Eye,  Ear,  and  Throat 
Hospital  Medical  Staff,  Dave  was  an  effective  leader. 
As  a skilled  ophthalmologist  and  eye  surgeon,  he 
strove  to  remain  current  in  new  techniques. 

Dave  managed  to  live  each  day  to  the  fullest  and  put 
a tremendous  amount  of  productive  activity  into  his 
allotted  forty-three  years.  Although  Dave  was  under- 
standably proud  of  his  professional  attainments,  he 
would  be  most  pleased  to  be  remembered  for  his  ef- 
forts on  behalf  of  Christian  evangelism. 

Julian  C.  Culton,  M.D. 

Mecklenburg  County  Medical  Society 


TIFFANY  NOLAN  BARNES,  M.D. 

Dr.  Tiffany  Nolan  Barnes  died  October  20,  1 98 1 . He 
was  born  October  10,  1930,  in  Asheboro,  the  son  of 
Dr.  Tiffany  Barnes  and  Doris  Nolan.  He  attended 
Wake  Forest  University  where  he  received  his  B.S. 
degree  in  1952.  In  1957  he  completed  his  medical 
training  at  the  Medical  College  of  Virginia.  He  com- 
pleted his  internship  at  DePaul  Hospital,  Norfolk,  and 
his  residency  at  Petersburg,  Va.,  Sanatorium  in  1959. 

Dr.  Barnes  served  on  active  duty  with  the  U.S. 
Navy  from  1959  to  1961 . From  active  duty  he  returned 
to  Asheboro  to  pursue  his  family  practice.  During  this 
time  he  was  a member  of  the  medical  staff  of  the 
Randolph  Hospital,  the  North  Carolina  Medical  Soci- 
ety, the  American  Medical  Association  and  the 
American  Academy  of  Family  Practice. 

Dr.  Barnes  exhibited  a love  and  concern  for  his 
patients  and  was  dedicated  to  his  profession  and  the 
cause  of  good  medical  care. 

He  and  his  wife,  the  former  Dorothy  Bennett,  had 
three  children.  Tiffany,  Doris  Lake  and  Angela. 

RANDOLPH  COUNTY  MEDICAL  SOCIETY 

THORNTON  RITENOUR  CLEEK,  M.D. 

Dr.  Thornton  Ritenour  Cleek  died  September  20, 
1981.  He  was  bom  June  24,  1919,  in  Warm  Springs, 
Va.,  to  George  Washington  Cleek  and  Seraphine 
Ritenour.  He  attended  Washington  and  Lee  Univer- 
sity where  he  received  his  B.A.  In  1950  he  completed 
medical  training  at  the  Medical  College  of  Virginia, 
and  completed  his  internship  and  residency  at  Brooks 
General  Hospital,  Fort  Sam  Houston,  Texas.  After  his 
residency  he  served  two  years  in  the  Army  Medical 
Corps  and  retired  from  the  Army  Reserve  as  a captain. 

Thornton  served  organized  medicine  in  numerous 
capacities.  He  was  a member  of  the  staff  of  Randolph 
Hospital,  the  Randolph  County  Medical  Society,  the 
North  Carolina  Medical  Society,  the  North  Carolina 
Academy  of  Family  Practice,  the  American  Academy 
of  Family  Practice  and  the  American  Medical  Associ- 
ation. He  served  the  North  Carolina  Medical  Society 
as  Counselor  for  the  Eighth  District  from  1971  to  1973. 
He  was  a member  of  the  Peer  Review  Commission  and 
director  of  the  Peer  Review  Foundation,  the  Medi- 
cal-Legal Commission  and  the  Headquarters  Com- 
mission of  the  medical  society.  He  was  also  a member 
of  the  Commission  of  Health  Services  of  the  North 
Carolina  Division  of  Human  Resources.  In  the  North 
Carolina  Academy  of  Family  Practice  he  served  as  a 
director  from  1961  to  1963,  as  vice-president  in  1965, 
secretary-treasurer  1966  to  1969,  and  president  in 
1971 . In  the  American  Academy  of  Family  Practice  he 
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served  on  the  Finance  Committee  as  an  alternate  dele- 
gate from  North  Carolina  1977-1981,  and  a Charter 
Fellow  of  the  American  Board  of  Family  Practice. 

In  his  community  he  was  a member  of  the  First 
Presbyterian  Church  and  served  as  deacon.  He  was 
active  in  scouting  and  was  a member  of  the  board  of 
trustees  of  the  Medical  Alumni  Association  of  the 
Medical  College  of  Virginia  and  a member  of  the  Sons 
of  the  American  Revolution. 


Thornton  exhibited  not  only  a love  for  his  profes- 
sion but  a sense  of  responsibility  and  dedication  to  his 
patients.  He  was  kind,  thoughtful  and  understanding 
and  made  himself  available  always  as  a primary  care 
physician.  His  friends  and  colleagues  will  long  re- 
member him  as  being  sincere  and  dedicated  to  the 
principles  of  accuracy  and  understanding. 

RANDOLPH  COUNTY  MEDICAL  SOCIETY 


In  Paris,  there  has  arisen  a new  fancy,  which  fixes  this  imaginary  being,  intervening 
between  the  primary  cause  and  the  disease,  in  the  intestines  and  stomach.  Instead  of  the 
spasm  of  Cullen  seated  in  the  skin,  and  the  excitability  of  Brown  dispersed  over  the  whole 
system,  Broussais  imagines  the  disease  to  consist  of  an  inflamed  state  of  the  intestinal  canal. 
As  few  persons  die  in  the  first  attack  of  fever,  it  is  difficult  to  prove  the  existence  of  this 
inflamed  state  of  the  lining  membrane  of  this  passage;  and  besides,  appearances  of  inflam- 
mation occur  without  any  other  cause  than  the  simple  powers  of  the  arteries,  and  therefore 
any  proof  drawn  from  this  source  must  be  equivocal.  Yelloly  found  that  persons  who  had 
died  from  hanging,  exhibited  the  mucous  membrane  of  the  intestines  in  a high  state  of 
apparent  inflammation.  Dr.  Seeds  and  Dr.  Parrish,  state  that  animals  bled  to  death,  exhibited 
the  same  appearances.  As  it  has  been  found,  too,  in  cases  of  death  from  other  causes,  it  is 
certain  that  when  discovered  after  fever,  particularly  a long  time  after  the  first  cause  has 
ceased  to  operate,  it  cannot  be  considered  in  any  other  light,  than  as  an  hypothesis.  Dr.  W. 
Phillips  proved  that  the  lungs  and  the  stomach,  were  covered  with  injected  vessels,  in 
animals  who  died  from  dividing  the  par  vagum.  Mr.  Brodie  has  shown,  that  arsenic  applied  to 
wounds,  kills  animals,  and  the  stomach  is  found  apparently  inflamed,  though  no  poison  has 
been  applied  to  it.  These  facts  then  show,  that  an  inflamed  state  of  the  capillaries  occurs  from 
other  causes,  and  in  other  situations;  and  that  it  can  by  no  means  be  regarded  as  the  result  of 
the  operation  of  miasmata,  though  it  is  found  among  the  morbid  phenomena,  which  are 
discovered  after  death.  It  might  with  more  propriety  be  considered  as  a result,  than  as  a cause 
of  that  class  of  diseases;  though  even  this  is  problematical,  since  it  is  discovered  in  subjects 
who  have  died  suddenly  from  a state  of  the  most  perfect  health.  It  is  therefore  only  a 
concomitant  of  these  affections,  and  must,  when  regarded  as  their  cause,  be  considered  as 
entirely  hypothetical.  — Elements  of  the  Theory  and  Practice  of  Physic,  by  George  Gregory, 
M.D.,  with  notes  and  additions,  adapted  to  the  practice  of  the  United  States,  by  Nathaniel 
Potter,  M.D.,  and  S.  Colhoun,  M.D.,  Vol.  I,  Philadelphia,  Towar  & Hogan,  1829. 
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Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

SEW  3 BEDROOM,  3Vz  bath  Condo  in  Hilton  Head.  On  Golf  Course 
with  Private  Tennis  and  Pool.  One  mile  to  ocean.  Taking  applica- 
tions for  1982.  Contact  John  M.  Wendell,  Jr.,  at  804-874-4428. 

POSITION  AVAILABLE:  Medical  Director,  Henderson  County 
Health  Department  located  in  Hendersonville,  N.C.  Responsibility 
for  medical  leadership  of  40+  employees  in  a progressive  county 
health  department  and  includes  a considerable  amount  of  direct 
patient  care  time.  A background  in  family  practice  is  highly  desira- 
ble, although  pediatrics  and  OB/GYN  would  also  be  quite  useful. 
Salary  range  from  $40,668  — $51,937.  For  further  information  call 
George  Bond  at  704-692-4223  or  address  inquiries  to  Henderson 
County  Health  Department,  1347  Spartanburg  Highway,  Hender- 
sonville, N.C.  28739. 

PHYSICIANS,  AN  EXCITING  OPPORTUNITY  AWAITS  YOU  ON 
THE  SUBTROPICAL  NORTH  CAROLINA  COAST  — Practice 
opportunities  in  Internal  Medicine,  Family  Practice,  General 
Surgery  and  Obstetrics/Gynecology  are  available  at  Brunswick 
County  Hospital,  a new  modern  60  bed  facility  in  Supply,  North 
Carolina,  a coastal  community  in  the  vicinity  of  Myrtle  Beach, 
South  Carolina.  Favorable  earnings  potential,  start-up  financial 
incentives  and  physicians’  offices  next  to  the  hospital  are  available. 
Partnership  possibilities  exist.  Low  malpractice  rates.  Practice 
location  qualifies  for  repayment  of  student  loan  obligations. 

ACTIVE  FAMILY  PRACTICE  FOR  SALE,  TRYON,  N.C.  Retire- 
ment town  with  small  industries.  Retiring  after  34  years.  Excellent 
hospital  nearby.  (704)  859-9468;  900  Lynn  Rd.,  Tryon,  N.C.  28782. 

PALM  SPRINGS,  CA.  — Large  medical  practice  located  in  center  of 
the  fastest-growing  U.S.  resort/retirement  area.  1980  gross 
$600,000+.  Perfect  for  one  or  more  physicians  or  physicians-in- 
vestor  group.  Full  information  re.  this  complete  medical  facility 
upon  request.  Desert  Medical  Center,  43-576  Washington  St.,  Palm 
Desert,  Ca.  92260.  (714)  345-2696. 


PHYSICIAN  ASSISTANT  — Recent  grad.,  interested  in  North  Car- 
olina Primary  Care  — Internal  Medicine,  Family  Practice,  E.R., 
Pediatrics.  Contact:  Gregg  Oehler,  Box  883,  Elmira,  N.Y.  14901 
(607)  734-8611. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

PSYCHIATRIC  TREATMENT  FACILITY  FOR  SALE.  35  beds,  7Vi 
acres  in  lovely  setting  in  Shenandoah  Valley  near  Waynesboro, 
Virginia.  Owner  retiring.  Financing.  Call  for  brochure.  703/942- 
5101. 

EQUIPMENT  FOR  SALE:  Monroe  LCC/60  Medical  Office  System 
purchased  August  1980.  Automated  posting  and  billing.  Ames 
Blood  Analyzer  Model  6200  purchased  August  1980.  Contact  Wake 
Internal  Medicine,  2800  Blue  Ridge  Blvd.,  Raleigh,  North  Carolina 
27607.  Telephone:  781-7500. 

SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDI- 
CAL ISSUES  — 10  day  Caribbean  cruise  departs  July  28,  1982 
visiting  five  picturesque  islands.  14  day  Mediterranean  cruise  de- 
parts August  21, 1982  visiting  Italy,  Greece,  Egypt,  Israel,  Turkey, 
Yugoslavia.  Seminars  led  by  distinguished  professors.  Approved 
for  24  CME  Cat.  1 credits.  Excellent  Fly/Cruise  group  fares  on 
finest  ships.  Both  conferences,  scheduled  prior  to  12/13/80,  con- 
form to  IRS  tax  deductibility  requirements  under  1976  Tax  Reform 
Act.  Registration  limited.  For  color  brochures  contact:  Interna- 
tional Conferences,  189  Lodge  Avenue,  Huntington  Station,  NY 
11746.  Phone  (516)  549-0869. 

PHYSICIAN-ADMINISTRATIVE  MEDICINE  — VA  Regional  Of- 
fice recruiting  for  a Medical  Officer  to  determine  type  and  extent  of 
medical  disability.  License  any  state.  Citizenship  required.  No  OD, 
5 days,  40-hour  workweek.  Will  consider  part-time  and/or  handi- 
capped. $35,781  per  year  starting  salary.  Contact  Personnel  Office, 
VA  Regional  Office,  Winston-Salem,  NC  27155,  (919)  761-3501. 
Equal  Employment  Opportunity  Employer. 
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Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
Ef  Sleep  Disturbances 
M Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery. 

Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road  •Statesboro,  Georgia  30458 
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ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 
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Artisrs  conception. 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t. i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  1 2. 5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
Impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosmophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  Information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose*: 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


U.  S.  ARMY  MEDICAL  DEPARTMENT 


First  Year  Graduate  Medical  Education 

General 

The  Army  Medical  Department  (AMEDD)  operates  the  largest  unified  Graduate 
Medical  Education  (GME)  program  in  the  United  States  and  probably  in  the  free 
world.  The  AMEDD  is  one  of  the  most  mature  educational  systems  in  America.  The 
AMEDD’s  purpose  is  to  conduct  quality  GME  in  accredited  programs  of  the 
specialties  and  numbers  needed  to  produce  a Medical  Corps  composition  and 
strength  that  is  appropriate  to  the  needs  of  the  total  Army.  Programs  are  conducted 
at  all  eight  medical  centers  and  at  five  community  hospitals  (Forts  Benning,  Belvoir, 
Bragg,  Hood  and  Ord),  but  through  outreach  programs  from  these  parent  facilities 
many  other  Army  hospitals  are  involved  with  residency  training.  All  Army  medical 
training  programs  are  approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association.  Virtually  all  recognized  residencies  are  offered.  Each 
Army  training  hospital  is  affiliated  with  a leading  nearby  medical  school.  The  range 
of  cases,  both  in  complexity  and  age,  is  virtually  impossible  to  duplicate  and  medical 
records  keeping  is  excellent.  The  well  trained  and  competent  ancillary  support  staff 
of  an  Army  Hospital  allows  residents  to  spend  a majority  of  their  time  treating 
patients,  not  doing  chores.  Also,  we  have  designed  our  programs  to  ensure  that  our 
residents  are  used  as  full-time  doctors  — not  part-time,  tag-along  onlookers.  Total 
patient  care  responsibility  is  stressed. 

Application 

During  the  summer  of  1983  the  AMEDD  will  offer  approximately  350  First  Year 
Graduate  Medical  Education  (FYGME)  positions.  Historically,  most  positions  are  fill- 
ed by  medical  school  graduates  who  were  Army  scholarship  participants.  However, 
the  AMEDD  actively  seeks  highly  qualified  civilian  student  applicants  who  have  no 
current  affiliations.  FYGME  programs  are  available  in  the  flexible,  categorical  and 
categorical  diversified  categories. 

Deadline  for  applications  is  1 September  1982.  All  applicants  are  encouraged  to  also 
participate  in  the  NIRMP.  Selections  for  the  Army  FYGME  Program  will  be 
announced  in  sufficient  time  for  selectees  to  withdraw  from  the  NIRMP. 

To  find  out  more  information  concerning  this  program,  the  eligibility  criteria,  service 
obligation,  benefits,  and  application  procedures  contact: 


CPT  Edward  R.  Miller,  MSC 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 


GIARDIASIS. 

NOW  THERE 
IS  A BETTER  METHOD 
OF  DIAGNOSIS 
WHEN  STOOL  EXAMS  ARE 
NEGATIVE. 


ENTERO-TEST,®  A 140cm  nylon  line 
coiled  inside  of  a gelatin  capsule 
designed  to  retrieve  duodenal 
contents  without  intubation.  Easily 
administered  and  tolerated. 
ENTERO-TEST®  has  the  following 
advantages: 

• A \iable  alternative  to  intubation 

• Well  tolerated  by  all  age  groups 

• Pediatric  sizes  available 

• Useful  in  the  diagnosis  of  bleeding 
and  a variety  of  intestinal  parasites 

Rosenthal  and  Leibman  studied  23 
pediatric  patients  with  diarrhea.  All 
had  one  or  more  negative  stools.  Of 
these,  5 patients  had  Giardia  lamblia 


which  was  diagnosed  bv  the  simple 
ENTERO-TEST®  procedure.  Lopez 
and  co-wmrkers  diagnosed 
Giardiasis  in  22  patients 
with  the  ENTERO-TEST® 


compared  to  4 patients  by 
stool  exams.  ENTERO- 
TEST®  has  proved  to  be  a 
useful  and  effective  method 
for  the  localization  of  upper 
GI  bleeding,  and  the  diag- 
nosis of  Typhoid  carriers, 
strongyloidiasis  and  other 
parasitic  diseases. 
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study  of  stool  examinations,  duodenal  aspiration, 
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Thomas,  G.  E.,  et  al:  Use  of  the  Entero-Test 
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Gilman,  R.  H:  Identification  of  gall 
typhoid  carriers  by  a string 
bladder  device.  The  Lancet: 
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(800)  227-8162 


ENTERO-TEST,®  The  Solution.  Simple  And  Convenient. 


2551  Casey  Ave. 
Mountain  View 
California  94043 


DRAMATIC 

NEWCLNGAL 

PROOF’ 

In  the  treatment  of  impetigo - 

•100%  cure  rate  with 

Tegopentcloxacin  sodium) 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K  No  treatment  failures  occurred  with  Tegopen. 

'Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Information 

TEGOPEN* 

(cloxacillm  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality.  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 
potassium,  but  no  failures  with  Tegopen. 


Given  Tegopen®  Given 

(cloxacillin  sodium]  penicillin  V-K 


Staphylococcus  aureus 

(78  patients) 

39 

39 

38t 

Returned  to  clinic  at  one  week  . 

.29t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes 

(9 

patients) 

4 

5 

Returned  to  clinic  at  one  week  . 

. 4 

...5 

Treatment  failure  at  one  week 

. 0 

...2  (40%) 

No  initial  bacterial  growth 

(1 

4 patients) 

9 

5 

All  1 4 healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus 

(1 

patient) 

0 

1 

TOTALS: 

102  patients 

52  patients 

50  patients 

X 

tEleven  patients  did  not  return  for  their  one-week  checkup.  the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1 % beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whet  her  given  Tegopen  or  penicillin  V-K. 


TEGOPEN 

(doxacilin  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g , pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg  in  bottles  of  100. 

Oral  Solution— 125  mg./5  ml.  in  100  ml  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright  ® 1981 , Bristol  Laboratories 
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President-Elect  Marshall  S.  Redding,  M.D. 

1142  N.  Road  St..  Elizabeth  City  27909 

First  Vice-President John  W.  Foust,  M.D. 

3535  Randolph  Rd..  Charlotte  28222 

Second  Vice-President  Emery  C.  Miller,  Jr.,  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Secretary  Jack  Hughes,  M.D. 

923  Broad  St.,  Durham  27705  (1982) 

Speaker Henry  J.  Carr.  Jr.,  M.D. 

603  Beaman  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Past-President Frank  Sohmer,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

Executive  Director William  N.  Hilliard 

222  N.  Person  St..  Raleigh  27611 


Councilors  and  Vice-Councilors — 1981-1982 

First  District  Robert  E.  Lane,  M.D. 

Chowan  Med.  Ctr.,  Edenton  27932  (1983) 
Vice-Councilor James  M.  Watson,  M.D. 

1134  N.  Road  St..  Elizabeth  City  27909  ( 1983) 

Second  District  Charles  P.  Nicholson,  Jr.,  M.D. 

3108  Arendell  St..  Morehead  City  28557  (1982) 
Vice-Councilor Alfred  L.  Ferguson,  M.D. 

6 Doctors  Park,  Stantonsburg  Rd.,  Greenville  27834  (1982) 
Third  District R.  Bertram  Williams,  Jr.,  M.D. 

1414  Medical  Center  Dr..  Wilmington  28401  (1982) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358,  Jacksonville  28540  (1982) 

Fourth  District Robert  H.  Shackelford,  M.D. 

238  Smith  Chapel  Rd..  Mt.  Olive  28365  (1983) 
Vice-Councilor  Lawrence  M.  Cutchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  (1983) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1984) 
Vice-Councilor Giles  L.  Cloninger,  Jr.,  M.D. 

115  Main  St.,  Hamlet  28345  (1984) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1983) 
Vice-Councilor  C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1983) 
Seventh  District James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1984) 
Vice-Councilor Thomas  L.  Dulin,  M.D. 

P.O.  Box  220892,  Charlotte  28222  (1984) 

Eighth  District Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1982) 
Vice-Councilor  I.  Gordon  Early,  M.D. 

2240  Cloverdale  Ave..  Ste.  192.  Winston-Salem  27103  (1982) 
Ninth  District Jack  C.  Evans,  M.D. 

244  Fairview  Dr.,  Lexington  27292  (1982) 
Vice-Councilor Benjamin  W.  Goodman,  M.D. 

24  Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clinic,  Doctors  Dt  .,  Asheville  28801  (1984) 
Vice-Councilor George  W.  Brown,  M.D. 

102  Brown  Ave.,  Hazelwood  28738  (1984) 


Section  Chairmen  — 1981-1982 

& Clinical  Immunology  . . J.  Spencer  Atwater,  Jr.,  M.D. 
43  Oakland  Rd.,  Asheville  28801 


Anesthesiology J.  LeRoy  King,  M.D. 

3600  New  Bern  Ave.,  Raleigh  27610 

Dermatology Charles  E.  Cummings,  M.D. 

281  McDowell  Street,  Asheville  28803 

Emergency  Medicine  Daniel  G.  Sayers,  M.D. 

2841  Holyoke  PL,  Winston-Salem  27106 

Family  Practice  Hai  M.  Stuart,  M.D. 

180-C  Parkwood  Dr.,  Elkin  28621 

Internal  Medicine  William  R.  Bullock,  M.D. 

217  Travis  Avenue,  Charlotte  28204 

Neurological  Surgery  Robert  E.  Price,  Jr.,  M.D. 

1830  Hillandale  Rd.,  Durham  27705 

Neurology  & Psychiatry Assad  Meymandi,  M.D. 

1212  Walter  Reed  Road,  Fayetteville  28304 

Nuclear  Medicine William  McCartney.  M.D. 

N.C.  Memorial  Hosp.,  Dept,  of  Nuclear  Medicine, 

Chapel  Hill  27514 

Obstetrics  & Gynecology  Talbot  E.  Parker,  Jr.,  M.D. 

2400  Wayne  Memorial  Drive.  Ste.  K,  Goldsboro  27530 

Ophthalmology  J.  Lawrence  Sippe,  M.D. 

1350  S.  Kings  Drive,  Charlotte  28207 

Orthopaedics Richard  N.  Wrenn,  M.D. 

1822  Brunswick  Avenue.  Charlotte  28207 
Otolaryngology  & Maxillofacial 

Surgery  Walter  R.  Sabiston,  M.D. 

400  Glenwood  Ave.,  Kinston  28501 

Pathology  Ron  Edwards,  M.D. 

3000  New  Bern  Ave.,  Raleigh  27610 

Pediatrics  DavidT.  Tayloe,  M.D. 

608  E.  12th  St.,  Washington  27889 
Plastic  tV  Re  constructive 

Surgery  Andrew  W.  Walker,  M.D. 

2215  Randolph  Rd.,  Charlotte  28207 

Public  Health  & Education  Verna  Y.  Barefoot,  M.D. 

2504  Old  Cherry  Point  Rd.,  New  Bern  28560 

Radiology  Luther  E.  Barnhardt.  Jr..  M.D. 

Executive  Park,  Ste.  203,  Asheville  28801 

Surgery  Carl  A.  Sardi,  M.D. 

Climax  27233 

Urology Donald  T.  Lucey.  M.D. 

P.O.  Box  17908.  Raleigh  27619 

Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D..  2609  N.  Duke  St..  Ste.  402.  Durham  27704 

— 2-year  term  (January  I,  1981-December  3 1 , 1982) 

John  Glasson,  M.D.,  2609  N.  Duke  St.,  Ste.  301 , Durham  27704  — 
2-year  term  (January  1,  1981-December  31,  1982) 

Frank  R.  Reynolds.  M.D.,  1613  Dock  St..  Wilmington  28401  — 
2-year  term  (January  I.  1981-December  31,  1982) 

Louis  deS.  Shaffner,  M.D..  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1982-December  31,  1983) 
Jesse  Caldwell,  Jr.,  M.D..  1307  Park  Lane.  Gastonia  28052  — 
2-year  term  (January  1.  1982-December  3 1 , 1983) 

Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes.  Jr.,  M.D..  Duke  Med.  Ctr..  Box  2914.  Durham 
27710  — 2-year  term  (January  1.  1981-December  31,  1982) 

D.  E.  Ward.  Jr..  M.D..  2604  N.  Elm  St.,  Lumberton  28358  — 
2-year  term  (January  I,  1982-December  31,  1983) 

Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave.,  Ste.  88,  Winston- 
Salem27103  — 2-year  term  (January  I,  1981-December  31.  1982) 
Thomas  B.  Dameron,  Jr..  M.D.,  P.O.  Box  10707.  Raleigh  27605 

— 2-year  term  (January  I.  1982-December  3 1 . 1983) 

Josephine  E.  Newell.  M.D..  Raleigh  Townes,  Apt.  47.  525  Wade 

Ave..  Raleigh  27605  — 2-year  term  (January  1,  1982-December 
31,  1983) 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 

The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  1 00  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  — No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


J.  L.  & J.  Slade  Crumpton,  Inc. 

Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.'s  — N.C.  Engineers  — N.C.C.P.A.'s 


Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  - — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 


MEDICAL  STAFF 


David  B.  Marcotte,  M.D  , Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 

James  O.  Mattox,  Jr.,  M.D 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C  Hospital  Association 
National  Association  of  Private 


For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


Selwyn  Rose,  M.D. 
Glenn  N.  Burgess,  M.D. 
Ali  Jarrahi,  M.D. 


Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


An  ounce 
of  prevention . . . 

is  worth  a pound  of  cure. 


Good  advice?  You  know  it 
is.  As  a doctor,  you’ve 
seen  what  prevention  can 
do  for  people.  Prevention 
is  an  important  part  of 
staying  healthy. 

The  same  prevention  can  be 
applied  to  insurance  . . . 
prevention  against  financial 
hardships  caused  by  a covered 
sickness  or  injury  that  may 
keep  you  from  your  practice. 

As  a member  of  the  North 
Carolina  Medical  Society,  you 
are  eligible  to  apply  for 
disability  income  protection  for 
younger  doctors.  This  plan 
can  provide  you  with  regular 
monthly  benefits. 

You  can  use  your  benefits  any  way 
you  choose  — to  buy  groceries, 
make  house  payments  or  provide 
for  your  children’s  education.  If  you 
are  under  the  age  of  55  and  are 
active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below 
and  return  it  today.  Mutual  of 
Omaha,  underwriter  of  this  plan, 
will  provide  personal,  courteous 
service  in 

furnishing  full  IVIlltllOl 

details  of  gtfQmaho 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Oimiho 

Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


coverage. 


Mutual  of  Omaha  Insurance  Company 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55. 


Name 


Address. 


City . 


State 


ZIP 


v> 


^°ce  c°% 


C9 


5 Medical 


O 


'V, 


Mutual  <& 

c 


°ft  h Ca< 


o 


N> 


PHYSICIAN  OWNED  in  the 
PHYSICIAN’S  INTEREST 


North  Carolina's  LARGEST  insuror  of  physicians’  and  surgeons’  professional 
liability  in  the  private  practice  market  offering  our  insured: 

— availability  of  limits  up  to  $5,000,000 

— experienced  judicious  claims  service 

— active  malpractice  prevention/occurrence  management  program 

— participation  in  the  company  through  a Board  of  Directors  elected  entirely 
by  policyholders  and  guaranty  capital  holders 

— many  other  advantages 


Medical  Mutual  Insurance  Company 
of  North  Carolina 
and  MEDICAL  INSURANCE  AGENCY 

222  N.  Person  Street,  P.O.  Box  27444  • Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


An  added  complication... 
n the  treatment  of  bacterial  bronchitis* 


let  Summary. 

insult  the  package  literature  tor  prescribing  Information. 
Jlcatlons  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
: treatment  of  the  following  infections  when  caused  by  susceptible 
ains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
yptococcus  pneumoniae  (Diplococcus  pneumoniae), 
emophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
eptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
determine  susceptibility  of  the  causative  organism  to  Ceclor 
mtralndlcatlon:  Ceclor  is  contraindicated  in  patients  with 
own  allergy  to  the  cephalosporin  group  of  antibiotics 
amlngs:  in  penicillin-sensitive  patients,  cephalosporin 

ITIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
INICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
LERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 

ID  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
ACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
any  patient  who  has  demonstrated  some  form  of  allergy, 
rticularly  to  drugs 

••cautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
ould  be  discontinued,  and,  if  necessary,  the  patient  should  be 
ated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nsusceptible  organisms  Careful  observation  of  the  patient  is 
sential  If  superinfection  occurs  during  therapy,  appropriate 
insures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
atment  with  the  cephalosporin  antibiotics  In  hematologic 
jdies  or  in  transfusion  cross-matching  procedures  when 
tiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
sting  of  newborns  whose  mothers  have  received  cephalosporin 
tibiotics  before  parturition,  it  should  be  recognized  that  a 
sitive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
[irkedly  impaired  renal  function  Under  such  a condition,  careful 
nical  observation  and  laboratory  studies  should  be  made 
cause  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
r glucose  in  the  urine  may  occur  This  has  been  observed  with 
inedict’s  and  Fehlmg's  solutions  and  also  with  Clinitest* 

Diets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 

BP,  Lilly). 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
facts  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
|i  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
ines  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
,iman  pregnancy  has  not  been  established  The  benefits  of  the 
ug  in  pregnant  women  should  be  weighed  against  a possible 
* to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
Iss  than  one  month  of  age  has  not  been  established 
lv»fw  Reactions:  Adverse  effects  considered  related  to 
.factor  therapy  are  uncommon  and  are  listed  below 
' Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
■itients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
in  90). 

I As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
i stances  of  pseudomembranous  colitis,  has  been  reported  in 
injunction  with  therapy  with  Ceclor 
! Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  e fleets  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain— Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  110028IR] 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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8.  Principles  and  Practice  of  Infectious  Diseases  (edited  by 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 

200066 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
compiicafion  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®,  250  and  500  mg 


Candidates  for 

nutritional  therapy.. 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgici 

patients.  Nutritional  sta 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorf 
tion  of  food.1 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca*  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  1U 
vitamin  E (as  d/-alpha  tocopheryl  acetate). 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  Bh 
(as  pyridoxine  HC1),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B 12 
(cyanocobalamin).  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depiction,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B]2  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B|:  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B^. 

Precautions:  General:  Certain  conditio 
may  require  additional  nutritional  sup[ 
mentation  During  pregnancy,  suppletr 
tation  with  vitamin  D and  calcium  may 
required  Not  intended  for  treatment  c 
severe  specific  deficiencies.  Informalio 
for  the  Patient  Toxic  reactions  have  be 
reported  with  injudicious  use  of  certaii 
vitamins  and  minerals  Urge  patients  t< 
follow  specific  dosage  instructions  Ket 
out  of  reach  of  children  Drug  and  Tret 
merit  Interactions  As  little  as  5 mg  pyr 
doxinc  daily  can  decrease  the  efficacy  ( 
levodopa  in  the  treatment  of  parkinsor 
ism  Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  1 
been  reported  with  specific  vitamins  ar 


)00,000  hospital 
itients  with 

fections.4  Many  are  ano- 
ic  and  may  have  a markedly 
reed  food  intake.  Supplements 
often  provided  as  a prudent 
isure  because  the  vitamin  sta- 
of  critically  ill  patients  cannot 
eadily  determined.3 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S,  Lieber  CS:  Nutrition 
and  alcoholism,  chap  40.  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980,  pp  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28.  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114  4.  Dixon  RE:  Ann 
Intern  Med  89  ( Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington, 
National  Academy  of  Sciences,  1980,  p.  13. 


rals,  but  generally  at  levels  substan- 
higher  than  those  in  Berocca  Plus. 
:ver,  allergic  and  idiosyncratic  reac- 
arc  possible  at  lower  levels.  Iron, 
at  the  usual  recommended  levels, 
een  associated  with  gastrointestinal 
ranee  in  some  patients. 

;e  and  Administration:  Usual  adult 
;e:  one  tablet  daily.  Not  recom- 
cd  for  children.  Available  on  pre- 
ion only. 

Supplied:  Golden  yellow,  capsule- 
d tablets — bottles  of  100. 
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Fight  cancer 
with  your 
bare  hands. 


The  best  way  to  guard  against  breast 
cancer  is  right  in  your  hands.  It's 
called  breast  self-examination. 

You  see,  changes  are  continuously 
taking  place  in  your  body.  That's  why 
a monthly  breast  self-examination  is 
so  important.  As  you  become  familiar 
with  how  your  breasts  feel,  you'll  be 
better  able  to  notice  changes.  Any 
change,  like  a lump,  should  send  you 
to  the  doctor  promptly.  Fortunately, 
most  lumps  are  benign,  but  finding  a 
cancer  at  an  early  stage  greatly 
increases  the  chance  of  survival. 

So  ask  your  doctor  to  teach  you  breast 
self-examination.  And  while  you're  at  it, 

ask  him  about  mammography  

—a  low-dose  breast  x-ray 
that  can  detect  a cancer 
even  before  the  most  *5 

experienced  doctor 
can  find  it.  / 

For  more  / 

information,  J 


American  Cancer  Society 
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Lopurin R is  a product  of  Boots  Pharmaceuticals,  Inc.,  a subsidiary 
of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world's 
largest  health-care  companies— over  $2.5  billion  in  sales 
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Liquid  Tonic 

A Tonic  for  Geriatric  Patients 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals, 
and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
deficiency  prevention.  Just  one  tablespoon  before  each  meal. 


DESCRIPTION  Forty-five  milliliters  of  SU-TON  contains  the  following  ingredients  Pentylenetetrazol, 
30  mg  • Niacin,  50  mg  • Vitamin  B-1 , 10  mg  • Vitamin  B-2.  5 mg  • Vitamin  B 6 , 1 mg  • Vitamin 
B-12,  3 meg  • Manganese  (as  Manganese  Sulfate),  1 mg  • Magnesium  (as  Magnesium  Sulfate),  2 
mg  • Zinc  (as  Zinc  Sulfate),  1 mg  • Iron  (as  Ferric  Pyrophosphate,  Soluble),  22  mg  • Alcohol, 18%, 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  confusion  and  memory  defects  are  present,  SU-TON  also 
contains  vitamins,  trace  minerals,  and  iron,  for  those  patients  who  may  Benefit  by  preventing  the 
development  of  a deficiency 

CONTRAINDICATIONS  Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to  any  of  the 
listed  active  ingredients. 

WARNINGS  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  of  this  drug  requires  that  the  physician  evaluate  the  potential  benefits  of  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients  with  high  doses  of  SU-TON  who 
have  heart  disease  While  pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms  typic; 
central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers  and  the  spinal  ci 
Convulsions  resulting  from  this  drug  are  spontaneous  and  are  not  induced  by  external  stimuli  T 
usually  last  tor  several  minutes  and  are  followed  by  profound  depression  and  respiratory  paraly 
Death  has  been  reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON 
0VER00SAGE  Signs  and  symptoms  ot  acute  overdose  may  be  due  principally  from  overstimulatic 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  nerv 
system  imbalance  The  symptoms  may  include  the  following  vomiting,  agitation,  tremors,  hyi 
retlexia.  sweating,  confusion,  hallucinations,  headache  hyperpyrexia,  tachycardia  Treatrr 
consists  of  appropriate  supportive  measures  If  signs  and  symptoms  are  not  too  severe  and 
patient  is  conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or  gat 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exchar 
DOSAGE  AND  ADMINISTRATION  One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  be 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED  Bottles  ot  473  ml  (16  ft  NDC  0524-1011 

Federal  law  prohibits  dispensing  without  prescription  February  1982 

MANUFACTURED  & DISTRIBUTED  BY 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  11  APRIL  1982 

Dear  Colleagues: 

The  Pre-Proposal  Conference  for  "Potential  Offerers"  was  attended  by  representatives 
of  twenty-one  (21)  large  corporations,  on  March  2,  1982.  Attendance  at  this 
Conference  makes  it  possible  for  each  of  these  corporations  to  submit  a proposal 
in  bid  for  the  contract  to  administer  the  State  Employees'  Health  Plan.  Some  who 
attended  may  choose  not  to  submit  a proposal,  but  proposals  will  not  be  accepted 
from  anyone  who  did  not  attend  the  Conference.  All  proposals  must  be  submitted 
on  April  8,  and  the  successful  bidder  will  be  announced  on  May  10.  In  the  last 
NEWSLETTER,  I discussed  some  of  the  criteria  for  the  Plan.  Some  of  our  members 
wrote  to  request  additional  information  and,  thus  far,  all  concerned  the  "second 
surgical  opinion"  requirement. 

Councilor  Robert  H.  Shackelford,  also  Speaker  of  the  Congress  of  Delegates  of  the 
American  Academy  of  Family  Practice,  wrote:  "It  would  appear  to  me  that  any  pa- 

tient's primary  physician  would  be  in  a much  better  position  to  render  second 
opinion  on  cholecystectomy,  total  hysterectomy,  tonsillectomy,  and  adenoidectomy 
than  another  surgically  trained  individual."  I share  the  concern  of  each  of  you. 
The  North  Carolina  Medical  Society  representatives,  who  met  with  the  appropriate 
Legislative  Committee,  addressed  the  "second  surgical  opinion,"  but  we  met  with 
no  success  and  the  provision  remained  unchanged.  However,  the  potential  offerers 
were  allowed  to  submit  written  questions  which  were  answered  by  the  State's  Con- 
tract Office,  as  follows: 

Q.  "What  are  the  requirements  for  contracting  with  physicians  for  the  second 
opinion  program?  What  current  arrangements  does  BCBS  have?" 

A.  "New  administrator  will  set  up  own  procedure." 

Q.  "Can  a patient  only  get  second  surgical  opinions  from  surgeons  whose  names 
are  provided  by  the  Plan  Administrator?" 

A.  "Yes." 

Q.  "Can  the  patient  pick  his/her  own  surgeon  for  the  second  opinion?" 

A.  "No." 

Q.  "Is  the  intent  to  pay  80%  of  90%  of  Plan  benefits  in  the  absence  of  a second 
surgical  opinion  to  apply  this  reduction  only  to  physician  charges  and  room 
and  board  to  the  exclusion  of  ancillary  charges?" 

A.  "Yes." 

Q.  Most  effective  second  opinion  programs  do  not  limit  second  opinions  to  surgeons 
since  medical  conditions  may  indicate  that  the  patient's  condition  for  which 
the  surgery  is  being  considered  may  be  better  treated  conservatively  without 
surgery.  Is  it  recommended  that  the  second  opinion  benefits  be  extended  to 
'medical  specialists'?" 

A.  "Yes,  if  Board  Certified"  (Note:  This  is  contradictory  to  statements  in  the 

criteria  of  the  "Request  for  Proposal".) 

It  is  always  good  to  receive  answers  to  the  NEWSLETTER,  if  only  to  know  that  it 
is  being  read.  The  Council  was  advised  that  we  would  probably  receive  no  more  than 


-2- 


an  18%  response  to  the  Questionnaire  distributed  to  our  members.  I am  delighted 
to  tell  you  that  we  have  been  overwhelmed  by  your  response!  Thus  far,  with  another 
week  to  go,  42%  of  the  6,100  Questionnaires  have  been  completed  and  returned.  After 
careful  evaluation  by  an  "Overview  Committee"  of  physician  members,  your  opinions 
will  be  reported  to  the  Executive  Council  on  April  3 and  to  the  House  of  Delegates 
for  action  at  the  Annual  Meeting.  I am  deeply  grateful  for  your  interest  and 
response.  One  exhausted  "wag"  on  the  committee  remarked,  "Jo,  you  may  not  have 
done  anything  else  this  year,  but  you  surely  stirred  them  up."  I plead  guilty  to 
wanting  every  one  of  our  members  to  be  "stirred  up"  so  that  this  Society  can  be 
1007o  effective  in  its  undertakings! 

All  resolutions  to  be  deliberated  by  the  House  of  Delegates  have  been  received. 

Seven  (7)  County  Societies  have  submitted  resolutions  concerning  drunken  drivers 
as  a public  health  menace.  Other  resolutions  concern  requirements  and  qualifica- 
tions of  local  health  directors,  "no  code  blue"  legislation,  community  mental  health 
programs,  the  living  will,  AMA  recruitment,  repeal  of  the  PSRO  legislation,  method 
of  election  of  North  Carolina  Medical  Society  Officers,  campaign  expenses  of  North 
Carolina  Medical  Society  candidates  for  AMA  office,  the  North  Carolina  Medical 
Journal,  medical  malpractice  legislation,  and  medical  student  loans.  Various 
reports  to  be  deliberated  concern  physician  assistants,  psychiatric  care  of  pri- 
soners, a statewide  Medicaid  fee  schedule,  and  an  increase  in  North  Carolina  Medical 
Society  dues.  Each  of  these  issues  will  be  discussed  in  Reference  Committees  on 
Thursday,  May  6,  at  2:00  p.m.  in  the  Pinehurst  Hotel.  Every  member  of  the  Society 
can  attend  and  enter  into  all  discussions.  This  is  the  membership's  forum  where 
policy  is  promulgated.  Come,  participate,  and  be  heard!  Show  the  House  of  Dele- 
gates that  you  are  concerned  with  these  issues  which  will  greatly  affect  your  prac- 
tice and  your  future  life! 

Governor  Hunt  has  appointed  Fred  G.  Patterson,  M.D.,  to  the  Governor's  Task  Force 
on  Drunken  Drivers.  For  many  years,  Fred  has  worked  with  the  NCMS  Traffic  Safety 
Committee  and  the  Highway  Safety  Branch  of  the  Division  of  Health  Services.  Since 
he  will  represent  the  Society  on  the  Task  Force,  he  is  anxious  to  hear  your  thoughts 
on  a solution  to  the  problem  of  drunken  drivers.  He  asks  that  you  write  him  at 
1001  S.  Hamilton  Rd. , Chapel  Hill,  N.C.  27514. 

I was  privileged  to  attend  the  first  presentation  of  MALPRACTICE  AWARENESS  STAT. 
Several  months  ago,  I wrote  you  that  Ira  Hardy's  ad  hoc  Committee  on  Risk  Management 
was  working  with  Medical  Mutual  Insurance  Company  and  St.  Paul  to  present  a three- 
hour  program  on  Risk  Management.  The  first  presentation  by  Medical  Mutual,  on 
March  13,  was  oversubscribed  and,  necessarily,  limited  to  Wake  County  physicians. 

It  was  so  good  that  I did  not  see  a single  eye  shut  or  head  nod  when  the  lights 
were  dimmed  for  slides.  Within  one  week,  each  of  us  received  official  credit  for 
3 hours  (Category  1)  CME  and  "5%  individual  premium  discount  for  each  of  the  next 
three  (3)  years  (effective  with  policies  renewed  more  than  sixty  (60)  days  follow- 
ing the  presentation)".  This  commitment  is  from  Medical  Mutual  only,  but  I feel 
sure  that  St.  Paul  will  move  quickly  to  compete.  A second  presentation  will  come 
on  Wednesday,  May  5,  at  the  Pinehurst  Hotel,  just  prior  to  the  Annual  Meeting. 

Ira  Hardy,  the  ad  hoc  Committee  on  Risk  Management,  and  Wayne  Parker  (of  Medical 
Mutual)  deserve  our  gratitude  and  a tremendous  ovation  from  each  of  us! 

On  that  happy  note,  I wish  for  you  and  your  family  a happy  and  wonderful  Easter 
season ! 


My  best  to  you  and  your  family, 


Josephine  E.  Newell,  M.D. 
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Ultrasound  and  a Neural  Tube 
Screening  Program  in  North  Carolina 

Lewis  H.  Nelson,  M.D.,  Stephen  G.  Anderson,  M.D., 

Sherrin  G.  Sowers,  M.A.,  and  Barbara  K.  Burton,  M.D. 


ABSTRACT  In  the  United  States,  the  risk  of  a neural  tube  defect  (NTD)  is  approximately  two  per  thousand  births1 
with  90%  of  these  infants  born  to  families  with  no  history  of  the  disorder.  A pilot  study  for  the  prenatal 
detection  of  neural  tube  defects  has  been  conducted  in  Forsyth  County,  North  Carolina.  During 
1979-1980,  1,944  patients  were  screened  by  maternal  serum  alpha  fetoprotein  (MSAFP)  and  the  next 
year  2,339  patients  were  screened  representing  an  increase  from  42%  to  54.6%  of  total  births. 
Ultrasound  examinations  were  performed  on  116  of  the  4,283  patients  (2.7%).  Approximately  one- 
third  of  those  scanned  had  either  an  incorrectly  dated  last  menstrual  period,  multiple  gestation,  or 
fetal  death  in  utero.  Although  evaluation  of  pregnancies  for  birth  defects  requires  considerable  skill 
and  complex  equipment,  at  least  30%  of  the  initial  diagnoses  made  by  ultrasound  evaluation  can  be 
made  by  physicians  in  their  offices. 


IN  the  United  States,  the  risk  of 
a neural  tube  defect  (NTD)  is 
approximately  two  per  thousand 
births1  with  90%  of  these  infants 
born  to  families  with  no  known  his- 
tory of  a previous  disorder.  A pilot 
study  for  the  prenatal  detection  of 
neural  tube  defects  has  been  con- 
ducted in  Forsyth  County,  North 
Carolina.  Others2-7  have  described 
their  experiences  in  the  United  King- 
dom and  the  United  States  with  pre- 
natal NTD  detection  by  measuring 
the  concentration  of  maternal  serum 
alpha  fetoprotein  (MSAFP).  Ultra- 
sonography is  an  important  step  in 
the  evaluation  of  patients  with  ele- 
vated MSAFP.  We  present  here  our 
experience  with  ultrasound  as  it  re- 
lates to  screening  in  North  Carolina. 

MATERIALS  AND  METHODS 

The  protocol  for  screening  is 
shown  in  Figure  1 . We  defined  ele- 
vated MSAFP  as  2.5  times  the  me- 
dian value  and  low  MSAFP  as  ap- 
proximately 0.3  times  the  median. 
These  definitions  are  similar  to  the 
above  studies.2-7  All  patients  under- 
going ultrasound  examination  were 
initially  scanned  using  a real  time 
linear  array  scanner  with  double 
focused  3.5  mHz  or  5.0  mHz  trans- 
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Figure  1:  Flow  chart  for  the  pilot  project.  Amniography  is  generally  omitted  in  firm  diagnosis. 
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ducers.*  Amniography  is  performed 
for  diagnosis  unless  the  diagnosis  is 
certain  on  scanning. 

RESULTS 

During  1979-1980,  1,944  patients 
or  42%  of  the  total  births  were 
screened.  This  increased  to  2,339 
patients  or  54.6%  of  recorded  births 
in  the  next  year  (Table  I).  Ultra- 
sound examinations  were  performed 
on  1 16  patients  because  of  elevated 
or  low  MSAFP  and,  in  some  in- 
stances, maternal  anxiety  following 
only  one  elevated  MSAFP  (Table 
II).  Of  the  patients  who  underwent 
ultrasound  examination,  34.4%  had 
either  an  incorrectly  dated  last  men- 
strual period,  multiple  gestation,  or 
fetal  death  in  utero.  Nineteen  pa- 
tients with  elevated  MSAFP  declined 
any  further  study  after  their  initial 
ultrasound  examination  and  pre- 
sumably delivered  normal  infants. 
Seven  abnormalities  were  indicated 
by  elevated  serum  AFP  and  six 
were  detected  at  ultrasound  exam- 
ination. Following  amniocentesis 
and  amniography,  the  six  diagnosed 
were  an  open  neural  tube  with  con- 
comitant abnormalities  in  four  pa- 
tients, severe  oligohydramnios  in 
one,  and  multiple  congenital  anom- 


*  Advanced  Diagnostic  Research.  Tempe,  Arizona. 


Figure  2:  The  meningomyelocele  sac  (arrow)  is 
seen  posterior  to  the  fetal  sacrum  and  body 

(B>. 


TABLE  I 

Forsyth  County  NTD  Screening  Program 

1979-80  1980-81 


No. 

Percent 

No. 

Percent 

Total 

Percent 

Screened 

1944 

100.0 

2339 

100.0 

4273 

100.0 

1st  elevated  MSAFP 

89 

4.6 

93 

4.0 

182 

4.2 

2nd  elevated  MSAFP 

51 

2.6 

47 

2.0 

98 

2.3 

Ultrasound 

64 

3.3 

52 

2.2 

116 

2.7 

Amniocentesis 

29 

1.49 

25 

1.1 

54 

1.3 

TABLE  II 

Summary  of  Ultrasound  Examinations  — Elevated  MSAFP 


1979-1980 

1980-1981 

Percent  of 

Percent  of 

Patients 

Patients 

No.  Scanned 

No. 

Scanned 

Total 

Percent 

Scanned 

64  100.0 

52 

100.0 

116 

100.0 

Dates  in  error 

8 12.5 

10 

19.2 

18 

15.5 

Multiple  gestation 

7 10.9 

8 

15.4 

15 

12.9 

Fetal  death 

5 7.8 

2 

3.8 

7 

6.0 

Abnormality  detected 

5 7.8 

1 

1.9 

6 

5.2 

Declined  further  study 
Proceeded  to 

13  20.3 

6 

11.5 

19 

16.4 

amniocentesis 

29  43.8 

25 

48.1 

54 

46.6 

alies  in  one  (Figures  2-6).  The  multi- 
ple congenital  anomalies  were  con- 
sidered secondary  to  entrapment  of 
fetal  structure  by  amniotic  bands 
because  of  the  constrictions  found 
around  the  fetal  extremities  (Figure 
7).  The  case  missed  on  ultrasound  is 
discussed  below. 

Of  the  80  patients  with  low  serum 


AFP,  62  (77.5%)  had  incorrect  dates, 
a fetal  demise,  were  not  pregnant, 
or  had  a molar  pregnancy  (Table 
III).  The  remainder  had  correct  dates 
or  were  lost  to  follow-up. 

DISCUSSION 

Physicians  doing  office  ultra- 
sound need  adequate  training  which 


Figure  3:  The  defect  is  suggested  by  the  increased  width  (arrow)  of  the  fetal  spine  (S).  (P  = 
placenta). 
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Figure  4:  Dilated  ventricles  (arrow)  of  the  case  in  Figure  3.  (M  = falx). 


can  be  acquired  through  postgrad- 
uate courses  and  residency  training. 
Using  ultrasound  to  detect  fetal 
anomalies  requires  training  beyond 
that  of  most  programs.  We  agree 
that  diagnostic  ultrasound  should  be 
categorized  in  two  levels  of  skill 
designated  Stage  I and  Stage  II  as 
proposed  by  the  Society  of  Gyne- 
cologic and  Obstetrical  Ultrasonog- 
raphers  (SOGU)  of  the  American 
Institute  of  Ultrasound  in  Medicine 
(AIUM).8 

A Stage  II  sonographer  should 
have  available  such  ultrasound  equip- 


Figure  5:  Protrusion  of  the  pulsating  heart 
(arrow)  outside  the  fetal  body  (B)  was  noted  on 
ultrasound.  (SP  = spine). 


ment  as  a linear  array,  sector  scan- 
ner, static  B-scanner,  proper  re- 
cording equipment  and  a consultant 
who  can  do  amniography  if  neces- 
sary to  properly  evaluate  conditions 
associated  with  elevated  MSAFP 
(Table  IV).  Based  on  our  experi- 
ence, about  one-third  of  patients 
with  elevated  MSAFP  and  80%  of 
those  with  low  MSAFP  will  have 
findings  diagnosable  by  a Stage  I 
ultrasonographer.  The  correction  of 
gestational  age,  detection  of  mul- 
tiple gestations,  and  diagnosis  of 
fetal  death,  molar  pregnancy  and 
non-pregnancy  are  clearly  within 
those  capabilities.  The  two  physi- 
cians performing  advanced  diag- 
nostic ultrasound  for  this  project 
detected  six  of  seven  anomalies. 
The  one  NTD  missed  by  ultrasound 
and  amniography  could  not  be  posi- 
tively identified  by  amniography  or 
static  and  linear  array  scans.  This  pa- 
tient declined  fetoscopy  and  elected 
to  terminate  the  pregnancy  because 
of  suspicious  ultrasound  findings, 
two  elevated  MSAFP  values,  and 
positive  amniotic  fluid  acetylcholin- 
esterase and  AFP.  She  was  advised 
of  the  very  rare  possibility  of  a nor- 
mal fetus  with  these  findings.  The 
fetus  exhibited  a flat,  1 cm  sacral 
defect.  A sector  scanner  was  not 
available  at  that  time  but  recent  ex- 
perience suggests  that  such  a device 
may  help  in  confirming  the  presence 
of  such  an  NTD. 


Figure  6:  Fetus  in  Figure  5.  No  incision  was 
made  in  the  fetal  body.  All  of  the  abdominal 
contents  protrude  through  the  defect. 

Although  the  intent  of  a screening 
program  is  to  identify  pregnancies 
at  high  risk  for  NTD,  the  detection 
of  erroneous  gestational  age,  mul- 
tiple gestation,  fetal  death,  molar 
pregnancy,  and  non-pregnancy  are 
additional  positive  benefits.  This  is 
particularly  significant  in  that  ap- 
proximately one-third  of  the  pa- 
tients screened  with  ultrasound  had 
one  of  these  findings.  By  correction 


Figure  7:  Constriction  (arrow)  around  the 
fetal  fingers  caused  by  an  amniotic  band. 
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TABLE  III 


TABLE  IV 


Summary  of  Ultrasound  Patients  With  Low  MSAFP 

1979-1980  1980-1981 


No. 

Percent 

No. 

Percent 

Total 

Percent 

Scanned 

37 

100.0 

43 

100.0 

80 

100.0 

Dates  less  advanced 

21 

56.8 

24 

55.8 

45 

56.3 

Fetal  death 

5 

13.5 

5 

11.6 

10 

12.5 

Dates  correct 

5 

13.5 

7 

16.3 

12 

15.0 

Not  pregnant 

0 

0 

6 

14.0 

6 

7.5 

Molar  pregnancy 

0 

0 

1 

2.3 

1 

1.3 

No  follow-up 

6 

16.2 

0 

0 

6 

7.5 

Conditions  Associated  With 
Elevated  MSAFP 

1.  Incorrect  gestational  age 

2.  Multiple  gestation  — either  con- 
cordant or  discordant  for  defects 

3.  Neural  tube  defects 

4.  Omphalocele/gastroschisis 

5.  Congenital  nephrosis 

6.  Turner's  Syndrome 

7.  Extrophy  of  a fetal  organ 

8.  Fetal-maternal  hemorrhage 

9.  Fetal  death 

10.  Laboratory  error 


of  gestational  age  and  early  prenatal 
detection  of  multiple  gestations,  the 
management  of  high  risk  patients  is 
improved.  One  patient  who  elected 
to  continue  her  pregnancy  began 
early  preparations  for  caring  for 
a child  with  a NTD  by  talking  to 
neurosurgeons  and  neonatologists. 
Delivery  was  planned  to  avoid  in- 
jury to  the  sac  and  other  complica- 
tions. 

It  is  not  our  intent  to  evaluate  the 
pros  and  cons  of  a neural  tube  defect 
screening  program.  However,  it 
seems  likely  that  if  screening  were 


expanded  to  include  the  entire  state 
of  North  Carolina,  many  practicing 
physicians  and  ultrasound  labora- 
tories could  screen  at  least  one-third 
of  the  patients  requiring  such  ex- 
amination and  refer  the  remainder 
to  Stage  II  ultrasonographers.  Pre- 
natal screening  for  NTD  by  MSAFP 
appears  to  be  useful  in  identifying 
these  and  other  obstetrical  com- 
plications. 
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TOBIAS  SMOLLETT  [1721-1771] 

Had  it  been  simply  waking,  he  would  have  been  obliged  to  them  for  the  noise  that  disturbed 
him;  for,  in  that  case,  he  would  have  been  relieved  from  the  tortures  of  hell-fire,  to  which,  in 
his  dream,  he  fancied  himself  exposed.  But  this  dreadful  vision  had  been  the  result  of  that 
impression,  which  was  made  upon  his  brain  by  the  intolerable  anguish  of  his  joints;  so  that, 
when  he  awaked,  the  pain  instead  of  being  allayed,  was  rather  aggravated  by  a great 
acuteness  of  sensation. 
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Primary  Amenorrhea 

and  Short  Arm  Deletion 

of  the  X Chromosome,  46,X,del(Xp). 

Report  of  Two  Cases 

Doyce  G.  Payne,  M.D.,  and  Jamil  A.  Fayez,  M.D. 


ABSTRACT  Two  patients  with  primary  amenorrhea  were  evaluated  clinically  and  cytogenetically  and  found  to 
have  short  arm  deletion  of  the  X chromosome,  46,X,del(Xp).  Both  were  observed  to  have  stigmata 
suggesting  chromosomal  abnormalities  at  initial  presentation.  It  is  concluded  that  chromosomal 
evaluation  is  necessary  for  all  women  with  primary  amenorrhea  to  determine  the  precise  etiology  of  the 
amenorrhea. 


INTRODUCTION 

THE  advent  of  cytogenetics, 
radioimmunoassay,  and  im- 
proved methods  of  gonadal  visuali- 
zation has  led  to  improved  recogni- 
tion of  the  varied  causes  of  primary 
amenorrhea.  Chromosomal  abnor- 
malities are  found  more  often  in 
these  individuals  than  the  0.5%  fre- 
quency of  the  population  at  large.1 
For  the  ovaries  to  be  fully  and  nor- 
mally developed,  two  XX  chromo- 
somes are  needed.  If  one  whole  X 
chromosome  or  one  of  its  arms  (long 
or  short)  is  missing,  ovarian  streaks 
develop.  Simpson2  gives  an  excel- 
lent synopsis  of  the  abnormal  chro- 
mosomal complements  associated 
with  gonadal  dysgenesis,  one  of 
which  is  deletion  of  the  X short  arm. 
Two  additional  cases  of  this  cause 
of  primary  amenorrhea  are  pre- 
sented. 

Case  I:  A 22-year-old  married  fe- 
male, gravida  0,  had  presented  with 
primary  amenorrhea  at  age  14.  At 
that  time  she  had  been  examined 
and  told  that  she  would  begin  men- 
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struating  within  a year  or  so.  Repeat 
examination  at  age  1 7 was  performed 
by  a gynecologist  and  several  lab 
tests  were  performed  which  the  pa- 
tient did  not  recall.  She  was  advised 
then  that  she  would  never  menstru- 
ate but  was  not  told  why.  At  age  19, 
she  married  and  was  begun  on  oral 
contraceptives  to  initiate  monthly 
menstrual  periods.  When  she  was  22, 
the  patient  was  referred  for  diag- 
nosis and  decision  regarding  therapy. 

The  patient’s  mother  had  menar- 
che  at  age  14  and  two  sisters  were 
already  menstruating.  Past  history 
and  social  histories  were  noncon- 
tributory. 

Physical  examination  revealed  a 
healthy  woman,  weight  109  pounds, 
height  57  inches,  and  blood  pressure 
110/66  mm  Hg.  Breasts  were  ade- 
quately developed  as  were  the  pubic 
and  axillary  hair.  No  stigmata  of 
Turner’s  syndrome  were  present  ex- 
cept low  set  ears.  Pelvic  examina- 
tion was  within  normal  limits  except 
no  adnexa  were  appreciated. 

Laboratory  data  included:  serum 
follicle  stimulating  hormone  (FSH), 
97  mlU/ml  (normal  5-40);  serum  lute- 
inizing hormone  (LH),  58  mlU/ml 
(normal  2-35);  serum  prolactin  (PRL), 
1 1 ng/ml  (normal  less  than  25).  Thy- 
roid studies  were  all  normal.  Buccal 


smear  was  approximately  20%  posi- 
tive for  Barr  bodies.  Banding  tech- 
nique karyotype  demonstrated  one 
X chromosome  with  short  arm  dele- 
tion. No  mosaicism  was  detected. 

Laparoscopy  revealed  bilateral 
gonadal  streaks;  the  pelvis  was 
otherwise  normal.  Biopsies  from 
both  streaks  showed  fibrosis  with- 
out primordial  follicles. 

Case  2:  A 19-year-old  single  female, 
gravida  0,  was  referred  with  pri- 
mary amenorrhea.  The  patient’s 
general  health  has  been  good  and 
the  family  history  was  unremark- 
able. Her  mother  and  sister  had 
begun  menstruating  without  diffi- 
culty. 

Physical  examination  revealed  a 
healthy  woman,  weight  1 13  pounds, 
height  59  inches,  and  blood  pressure 
130/80  mm  Hg.  Breasts  were  small 
and  underdeveloped  and  axillary 
hair  was  absent.  A moderate  growth 
of  pubic  hair  was  present  in  female 
distribution.  No  other  stigmata  of 
Turner’s  syndrome  were  present. 
Pelvic  examination  revealed  under- 
developed external  genitalia.  The 
vagina  was  narrow  and  foreshort- 
ened with  a palpable  cervix  and 
uterus.  Ovaries  were  not  felt. 

Laboratory  data  revealed:  serum 
follicle  stimulating  hormone  (FSH), 
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64  mlU/ml  (normal  5-40);  serum  lute- 
inizing hormone  (LH),  70  mlU/ml 
(normal  2-35);  serum  prolactin  (FRL), 
8 ng/ml  (normal  less  than  25).  Thy- 
roid function  tests  were  normal. 
Maturation  index  revealed  0 super- 
ficial, 20%  intermediate,  and  80% 
parabasal  cells.  Buccal  smear  was 
20%  positive  for  Barr  bodies.  Band- 
ing technique  karyotype  demon- 
strated deletion  of  the  short  arm  of 
the  X chromosome  at  PI  1 . No  mosai- 
cism was  present.  The  patient's 
mother’s  karyotype  was  normal. 

Laparoscopy  revealed  bilateral 
gonadal  streaks  with  an  otherwise 
normal  pelvis.  Biopsies  from  both 
streaks  showed  fibrosis  without 
ova,  follicles  or  corpora  lutea.  Pa- 
tients’s karyotype  is  shown  in  Fig- 
ure 1 . 

DISCUSSION 

The  association  between  chromo- 
somal abnormalities  and  gyneco- 
logic endocrinology  is  well  known. 
Women  with  one  X chromosome 
missing  usually  have  stigmata  of 
Turner’s  syndrome.  Those  women 
with  long  arm  deletion  of  one  X 
chromosome  are  tall  and  do  not 
show  evidence  of  Turner’s  syn- 
drome. In  a recent  report,1  47% 
of  a selected  subfertile  population 
demonstrated  chromosomal  abnor- 


Fig.  1.  Karyotype  of  Patient#2, 46,  X,del(Xp). 
Note  the  difference  in  the  X chromosome. 

malities,  including  three  not  previ- 
ously described  and  five  various 
forms  of  X chromosome  deletions. 

Short  arm  deletions  of  an  X chro- 
mosome. del(Xp),  result  in  gonadal 
dysgenesis,  short  stature,  and  sev- 
eral somatic  anomalies.  Approxi- 
mately 40  cases  have  been  reported.2 
The  most  commonly  reported  ab- 
normality has  been  45,X,del(Xp) 
or  45,X/46,X.del(Xp).  Frequently, 
mosaicism  accompanies  the  dele- 
tion modifying  the  phenotypic  ex- 
pression of  the  chromosomal  anom- 
alies. 


Although  most  45,X.del(Xp)  pa- 
tients have  gonadal  dysgenesis,  some 
menstruate  or  show  breast  develop- 
ment.Specifically,  menstruation  oc- 
curred in  about  25%  of  45,X,del(X) 
(PI  1 ) individuals  (the  most  common 
deletion,  the  break  point  occurring 
near  the  centromere)  and  in  all  five 
individuals  in  whom  the  break  point 
was  more  distal  (Xp21  or  Xp22).2 

This  suggests  that  functioning 
ovarian  tissue  is  seen  more  often  in 
individuals  with  a short  arm  dele- 
tion than  in  45, X individuals.  Also, 
primary  amenorrhea  occurs  more 
commonly  if  both  the  proximal  and 
terminal  portions  of  the  short  arm 
are  deleted  rather  than  only  the  ter- 
minal portion  (i.e.,  Xp21  ter).2 

All  reported  46,X,del(Xp)  indi- 
viduals have  been  shorter  than  60 
inches  (152  cm).  Other  features  of 
the  Turner  stigmata  are  often,  but 
not  always,  present.  This  suggests 
that  the  short  arm  of  the  X chromo- 
some contains  not  only  an  ovarian 
but  also  a statural  determinant. 
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JACOB  BIGELOW  [1786-1879] 

Most  men  form  an  exaggerated  estimate  of  the  powers  of  medicine,  founded  on  the 
common  acceptance  of  the  name,  that  medicine  is  the  art  of  curing  diseases.  That  this  is  a 
false  definition  is  evident  from  the  fact  that  many  diseases  are  incurable,  and  that  one  such 
disease  must  at  last  happen  to  every  living  man.  A far  more  just  definition  would  be  that 
medicine  is  the  art  of  und  ;rstanding  diseases,  and  of  curing  or  relieving  them  when  possible. 
Under  this  acceptation  our  science  would,  at  least,  be  exonerated  from  reproach,  and  would 
stand  on  a basis  capable  of  supporting  a reasonable  and  durable  system  for  the  amelioration 
of  human  maladies. 
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Stroke  Rehabilitation 


Christian  F.  Siewers,  M.D. 


ABSTRACT  Stroke  is  a major  cause  of  disabling  illness  in  this  country  and  most  physicians  are  aware  of 
developments  in  prophylaxis  and  acute  medical  management.  Few  physicians,  however,  are  aware  of 
what  can  be  done  to  help  the  patient  with  residual  disability  reach  a more  independent  status  and 
higher  quality  of  life. 

Most  stroke  patients,  even  when  severely  impaired,  can  with  proper  care  and  instruction  reach  a 
level  of  independence  where  minimal  help  will  be  required  of  their  families  in  home  care.  Too  often, 
these  patients  are  relegated  to  nursing  homes  without  proper  consideration  of  the  benefits  of  a 
rehabilitation  program. 

A review  of  100  consecutive  stroke  patients  admitted  to  the  Southeastern  Regional  Rehabilitation 
Center  confirms  that  a high  percentage  of  those,  even  when  severely  disabled,  can  be  taught  self-care 
and  mobility  and  be  discharged  to  their  homes. 


THE  Comprehensive  Stroke 
Center  Program  of  North  Caro- 
lina has  been  in  effect  since  1978 
when  the  National  Institute  of  Neu- 
rological and  Communicative  Dis- 
orders and  Stroke,  National  Insti- 
tutes of  Health,  awarded  a contract 
to  the  North  Carolina  Heart  Asso- 
ciation with  the  Department  of  Neu- 
rology of  the  Bowman  Gray  School 
of  Medicine  of  Wake  Forest  Univer- 
sity, the  Department  of  Epidemiol- 
ogy of  the  University  of  North  Car- 
olina School  of  Public  Health,  the 
Center  of  Health  Studies  at  Research 
Triangle  Park,  and  the  Southeastern 
Regional  Rehabilitation  Center  in 
Fayetteville  participating. 

The  model  developed  at  South- 
eastern Regional  Rehabilitation  Cen- 
ter was  implemented  in  20  hospi- 
tals in  15  counties  of  Southeastern 
North  Carolina. 

Its  main  purpose  was  to  learn 
more  about  stroke  from  detailed 
data  collection,  to  educate  the  pub- 
lic, patients  and  physicians  on  risks 
from  stroke,  and  to  improve  tech- 
niques for  rehabilitation.  Patients 
suffering  stroke  were  to  be  eval- 
uated at  three-,  six-  and  12-month 


Southeastern  Regional  Rehabilitation  Center 
P.O.  Box  2000 
Fayetteville,  N.C.  28302 


intervals  after  the  acute  episode, 
and  functional  status,  social  support 
systems,  and  the  use  of  health  care 
services  assessed.  A stroke  nurse 
coordinator  was  identified  in  each 
hospital  to  supervise  and  coordinate 
the  work  of  the  therapeutic  team 
cooperating  with  the  patient’s  phy- 
sician. This  facilitated  referral  to  a 
Rehabilitation  Center,  often  accel- 
erating patient  recovery. 

Although  the  grant  supporting  the 
study  expired  in  May  of  1 98 1 , much 
has  been  learned.  Data  are  available 
for  analysis.  This  paper  describes 
our  experience  at  the  Cape  Fear 
Valley  Hospital  and  in  the  South- 
eastern Regional  Rehabilitation  Cen- 
ter in  Fayetteville  which  is  now 
supporting  the  stroke  nurse  and 
continuing  the  program  developed 
here. 

PATIENTS  AND  RESULTS 

I have  surveyed  100  consecutive 
admissions  for  stroke  to  the  reha- 
bilitation center  beginning  in  Jan- 
uary, 1980. 

Individuals  suffering  stroke  more 
than  six  months  before  entry  have 
been  excluded  from  analysis.  Such 
patients  are  more  difficult  to  help 
because  their  patterns  of  depen- 
dency are  unlikely  to  change. 

The  average  time  between  the 


onset  of  the  stroke  and  admission 
was  27  days;  the  shortest  was  seven 
days;  the  longest,  four  months. 
Those  with  such  severe  disabilities 
that  they  need  rehabilitation  usually 
require  three  to  four  weeks  in  an 
acute  hospital  before  they  are  medi- 
cally stable  and  able  to  transfer  to 
the  Center. 

The  average  length  of  stay  was  32 
days.  The  shortest  was  that  of  a pa- 
tient who  was  transferred  to  another 
rehabilitation  center  out  of  the  state 
after  three  days.  The  longest  stay 
was  10  weeks. 

Ages  ranged  from  34  to  99  years,  a 
mean  of  65. 

Sixty-five  were  white  and  35  were 
black. 

Forty-eight  had  right-sided  in- 
volvement and  52  left-sided.  Thirty- 
two  (60%)  of  the  right  hemiplegics 
had  dysphasia;  only  one  of  the  left- 
sided was  so  afflicted. 

Medicare  was  the  major  source  of 
payment  in  60  instances;  22  were  on 
medicaid;  43  had  private  insurance. 

Eighty-six  of  these  patients  were 
discharged  to  their  homes.  Eight 
went  to  nursing  homes  and  six  were 
sent  back  to  the  acute  hospital  for 
complications. 

The  Barthel  Index  was  employed 
to  measure  functional  ability  for  dis- 
abled patients.1  This  system  gives 
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numerical  values  to  such  activities 
as  feeding,  grooming,  bowel  and 
bladder  control,  transfers  and  am- 
bulation. A score  of  60  seems  to  be 
a point  at  which  patients  move  from 
dependency  to  assisted  indepen- 
dence. A score  of  less  than  40  is 
usually  incompatible  with  regaining 
independence  in  ambulation  and 
such  basic  acts  as  feeding,  groom- 
ing and  sphincter  control  will  be 
beyond  reach. 

The  average  apparent  Barthel 
score  on  admission  in  our  patients 
was  39;  the  lowest  was  0.  On  dis- 
charge, the  average  score  was  70. 
The  increase  in  functional  ability 
averaged  30  points. 

The  cost  of  rehabilitation  is  ap- 
proximately $160  a day,  including 
room  and  intensive  therapies,  so 
that  the  average  stay  of  a month  will 
cost  about  $5,000.  Many  of  our  pa- 
tients would  otherwise  have  been 
sent  to  nursing  homes  at  the  cost  of 
$1 ,000  to  $1 ,400  a month.  Thus,  the 
cost  of  a month  in  rehabilitation  is 
equivalent  to  four  to  five  months  in 
a nursing  home. 

Most  patients  sent  home  will  re- 
main in  the  community  from  one  to 
three  years  or  more  as  the  mean 
survival  time  after  stroke  increases. 
Follow-up  has  shown  many  patients 
will  maintain  their  gains  and  remain 
in  a home  setting. 

DISCUSSION 

Most  stroke  patients,  even  when 
severely  impaired,  can  recover  to 
the  point  that  they  can  reach  partial 
independence  and  return  home  to 
their  families.  The  time  needed  to 
help  such  patients  after  they  are 
medically  stable  (although  still  dis- 
abled) is  difficult  to  find  in  the  atmo- 
sphere of  a busy  general  hospital. 
Both  stroke  victims  and  their  fami- 
lies need  to  be  taught  in  many  areas 
and  over  a reasonable  time  to  un- 
derstand the  disability  and  how  a 
meaningful,  independent  life  can  be 
achieved.  Too  often,  stroke  patients 
are  discharged  from  the  hospital 
before  they  have  been  taught  ade- 
quately or  reached  a level  of  inde- 
pendence commensurate  with  their 
abilities.  The  recovery  of  a stroke  pa- 
tient does  not  depend  on  the  healing 
of  the  vascular  lesion  alone.2 

A!!  stroke  patients  should  be  con- 


sidered for  rehabilitation  and  the 
objective  of  rehabilitation  programs 
should  be  to  maintain  patients’ 
medical  stability  while  improving 
their  functional  status  and  helping 
them  and  their  families  adjust  to  any 
residual  long  term  disability. 

About  10%  of  stroke  patients  will 
be  unimpaired  and  not  need  further 
rehabilitation.  About  40%  will  have 
relatively  mild  residuals,  needing 
only  follow-up  therapies.  About 
40%,  however,  will  need  relatively 
long  term  intensive  therapies,  best 
provided  in  a rehabilitation  center. 
The  other  10%  will  be  so  devastated 
that  they  will  not  be  teachable  and 
nursing  care  only  will  be  indicated.3 

Patients  who  cannot  be  helped 
are  usually  those  who  have  a dense 
receptive  aphasia  which  limits  their 
comprehension  and  ability  to  be 
taught,  for  rehabilitation  is  essen- 
tially a teaching  process.  Usually 
they  will  also  have  a dense  right 
hemiplegia.  Patients  with  hemi-sen- 
sory  losses  and  visual  field  cuts,  as 
well  as  those  with  visual  perceptual 
problems  and  poor  balance,  may  be 
unable  to  achieve  the  independence 
needed  for  home  care.  Usually  these 
patients  have  a left  hemiplegia. 

The  facilities  and  therapies  needed 
for  a comprehensive  rehabilitation 
program  must  include  barrier-free 
areas  with  many  disciplines  avail- 
able to  work  with  the  patient  in  a 
team  approach.  Usually  two  sessions 
daily  in  physical  therapy,  occupa- 
tional therapy  and  speech  therapy 
will  be  needed.  Services  of  recreation 
therapists,  rehabilitation  home  econ- 
omists and  psychologists  will  often 
be  needed  as  well.  The  objectives  of 
individualized  treatment  programs 
based  on  the  patient’s  specific  dis- 
abilities and  the  team  approach  ad- 
vocated are  similar  in  all  North  Car- 
olina rehabilitation  hospitals. 

Rehabilitation  nursing  is  a spe- 
cialty in  its  own  right.  These  nurses 
are  aware  that  unlike  the  other  hos- 
pital nurses  their  job  is  to  stand  back 
to  allow  patients  to  help  themselves 
in  every  way  possible  rather  than  to 
pitch  in  to  help  directly.  At  times, 
this  takes  considerable  self-control. 
Good  rehabilitation  nursing  care  is 
of  prime  importance  in  progressing 
a patient  toward  independence. 

Efficiency  in  programs  of  bladder 


and  bowel  training  and  skin  care  are 
essential.  Persistent  efforts  here 
will  eventually  pay  off  so  that  many 
patients  who  enter  with  indwelling 
catheters  and  incontinent  stools 
leave  with  satisfactory  sphincter 
control. 

Each  patient  is  instructed  in  each 
of  his  medications,  why  these  drugs 
are  given,  and  what  the  most  com- 
mon side  effects  are;  and  families  are 
also  instructed  so  that  therapeutic 
mistakes  may  be  avoided. 

Physical  therapists  work  gener- 
ally with  patients  aiming  toward 
mobility,  teaching  them  how  to  turn 
in  bed,  how  to  transfer  to  wheel- 
chairs, how  to  walk  using  the  paral- 
lel bars,  and  how  to  walk  with  an 
assistive  device,  such  as  a walker  or 
cane.  About  75%  of  our  patients  will 
become  independently  ambulatory. 
For  those  who  cannot,  the  cause  is 
usually  not  of  leg  weakness  but  vis- 
ual perceptual  problems,  balance, 
or  severe  neglect  due  to  their  re- 
duced field  cut  and  hemi-sensory 
loss. 

We  are  constantly  amazed  at  the 
recovery  of  some  patients  who  have 
been  densely  involved  initially.  For 
example,  a patient  may  not  show 
any  voluntary  motion  of  the  lower 
extremity,  but  on  being  placed  in  a 
standing  position,  he  will  exhibit  a 
reflex  synergy  sufficient  enough  for 
weight  bearing.  When  involvement 
is  severe,  functional  use  of  the 
lower  extremity  is  much  more  likely 
to  be  regained  than  is  recovery  of 
the  arm. 

Occupational  therapy  is  really  a 
misnomer  because  occupational 
therapists  in  rehabilitation  centers 
have  little  to  do  with  teaching  occu- 
pations. They  work  to  strengthen 
and  improve  coordination  of  the  in- 
volved upper  extremity,  which  can 
progress  through  flaccidity,  to  in- 
creased primitive  reflex  patterns, 
and  on  to  isolated  active  movement. 
Where  the  progression  stops  will 
determine  the  prognosis.  For  ex- 
ample, the  longer  the  flaccidity  per- 
sists in  the  upper  extremity,  the 
poorer  the  prognosis.  Loss  of  sen- 
sation is  important  here;  as  with 
sensory  loss  along  with  motor  in- 
volvement, the  outlook  is  poor. 
About  two-thirds  of  patients  with 
moderate  upper  extremity  involve- 
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merit  will  not  regain  function.  The 
rest  will  improve  to  the  point  of 
being  assistive  with  the  involved 
extremity,  but  few  return  to  being 
functional.4 

In  addition  to  accessing  range  of 
motion  to  prevent  stiffness  of  the 
joints  of  the  involved  extremity,  the 
most  important  work  of  occupa- 
tional therapists  is  to  teach  patients 
one-handed  techniques  and  the  use 
of  adaptive  equipment  for  the  re- 
maining functional  hand.  There  are 
many  such  devices  to  help  the  pa- 
tients use  one  hand.  A motivated 
patient  can  become  completely  in- 
dependent in  dressing,  grooming, 
bathing  and  feeding,  and  in  most 
simple  recreational  acitivies. 

Occupational  therapists  can,  with 
the  help  of  speech  therapists,  assist 
many  patients  in  improving  swal- 
lowing and  speech  and  in  decreasing 
facial  droop. 

Speech  therapists  are  most  im- 
portant in  stroke  rehabilitation  care. 
They  can  determine  just  how  much 
receptive  involvement  is  present  and 
how  well  a patient  can  comprehend. 
If  receptive  aphasia  is  predominant, 
the  prognosis  is  much  poorer  than  if 
just  expressive  aphasia  is  present. 

We  physicians  are  often  unable  to 


discern  the  level  of  receptive  in- 
volvement and  comprehension  of 
patients  and  must  turn  to  experts  in 
the  field. 

We  often  think  of  speech  thera- 
pists as  teaching  patients  to  talk,  but 
they  do  far  more  than  this.  If  pa- 
tients can  comprehend  and  respond, 
the  therapist  can  teach  other  forms 
of  communication,  such  as  ges- 
tures, sign  language,  picture  boards, 
or  alphabet  boards.  Expressive 
aphasics  may  require  therapy  for  a 
year  or  more  so  that  great  patience 
is  required  for  victim,  family  and 
therapist. 

Recreational  therapists,  appreciat- 
ing the  limitations  of  the  involved 
upper  extremity  of  the  stroke  pa- 
tient, can  pattern  their  activities  to 
reinforce  the  exercise  programs  of 
other  therapists.  This  helps  to  im- 
prove strength  and  coordination. 
Also,  they  are  trained  to  combat 
boredom,  so  dangerous  to  the  stroke 
victim,  and  to  encourage  the  reentry 
of  their  patients  into  a productive 
existence.  This  they  do  through 
planning  social  and  individual  exer- 
cises which  will  restore  the  patient’s 
self-confidence  and  make  it  easier 
for  them  to  get  along  with  others. 
Many  stroke  patients  must  re-estab- 


lish their  places  in  their  commu- 
nities from  which  their  illness  has 
deposed  them.  Because  of  their  limi- 
tations, they  will  require  support  in 
playing  a new  and  somewhat  re- 
stricted role.  Here  the  recreational 
therapist  can  be  most  helpful  and 
resourceful. 

The  housewife  who  has  suffered 
a stroke  may  feel  lost  in  her  own 
kitchen,  uncertain  how  to  handle 
her  utensils  and  machines.  A re- 
habilitation home  economist  can  be 
very  helpful  in  evaluating  such  a 
patient's  capacity  and  in  teaching 
new  ways  of  doing  things.  In  such  a 
way,  a sense  of  personal  mastery 
can  often  be  regained  and  her  house 
can  again  become  her  home. 
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SIR  ASTLEY  PASTON  COOPER  [1768-1841] 

Nothing  is  known  in  our  profession  by  guess;  and  I do  not  believe,  that  from  the  first  dawn 
of  medical  science  to  the  present  moment,  a single  correct  idea  has  ever  emanated  from 
conjecture:  it  is  right  therefore,  that  those  who  are  studying  their  profession  should  be  aware 
that  there  is  no  short  road  to  knowledge;  and  that  observations  on  the  diseased  living, 
examination  of  the  dead,  and  experiments  upon  living  animals,  are  the  only  sources  of  true 
knowledge;  and  that  inductions  from  these  are  the  sole  bases  of  legitimate  theory. 
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Toxic  Encounters 
of  the  Dangerous  Kind 


THE  “BLUE”  PEOPLE 

WITH  “CHOCOLATE”  BLOOD  — 

METHEMOGLOBINEMIA 

This  is  not  a science  fiction  piece,  so 
read  on.  The  title  refers  to  a poisoning 
that  you  can  expect  to  see  in  your  practice 
more  than  once  in  your  lifetime  if  you 
remember  what  to  look  for.  There  are 
literally  hundreds  of  compounds  that, 
when  ingested,  can  cause  a person  to  be- 
come markedly  cyanotic  with  chocolate 
colored  blood  — i.e.,  methemoglobi- 
nemia. This  condition  occurs  when  hemo- 
globin is  oxidized  at  a rate  that  exceeds 
the  reducing  capacity  of  red  blood  cells. 
Normally,  the  iron  in  hemoglobin  is  in 
the  ferrous  (Fe  + + ) state  and  carries  oxy- 
gen very  well;  in  methemoglobinemia  the 
iron  in  hemoglobin  is  in  the  ferric  state 
(Fe  + + + ) and  does  not  carry  oxygen 
well.  1.5  - 2.0  g/dl  of  methemoglobin  is 
enough  to  produce  cyanosis. 

Some  of  the  products  that  can  cause 
this  condition  are  well  known  to  us, 
others  not  so  and  too  many  are  available 
over-the-counter.  One  of  the  largest  class 
of  offenders  is  the  nitrate/nitrite  group 
which  includes  amyl  nitrite,  butyl  nitrite, 
foods  containing  nitrates,  foods  adulter- 
ated with  nitrates,  and  nitrates  in  water. 
Butyl  and  isobutyl  nitrite  are  of  special 
interest  as  they  are  legal  over-the-counter 
drugs  that  can  be  abused.  These  products 
are  sold  as  perfumes,  liquid  incense  and 
room  deodorizers  — in  boutiques,  “head 
shops,”  and  record  stores.  With  trade 
names  such  as  Locker  Room,  Rush, 
Aroma  of  Men,  etc.,  they  are  used  and 
abused  as  aphrodisiacs,  stimulants  and 
psychedelic  agents.  They  can  cause  methe- 
moglobinemia if  ingested. 

Other  chemicals  that  can  turn  your 
blood  “brown”  include  the  sulfonamides, 
aniline  dye  derivatives,  (e.g.,  marking 
ink,  shoe  dye),  phenacetin,  acetanilid, 
pyridium  and  benzocaine  containing  prod- 
ucts. Benzocaine  is  a very  ubiquitous 
agent  in  many  over-the-counter  prepara- 
tions, e.g.,  teething  lotions,  suppositories 
for  anal  fissures,  hemorrhoids,  locally 
applied  ointments/creams  for  dermal  pain 
relief,  particularly. 

When  should  you  suspect  the  presence 


of  methemoglobinemia?  One  of  the  key 
clinical  features  is  cyanosis  that  does  not 
respond  to  oxygen  therapy.  The  diagnosis 
can  be  suspected  by  the  characteristic 
chocolate  brown  color  of  a freshly  ob- 
tained blood  sample.  This  blood  sample 
does  not  become  bright  red  when  shaken 
in  the  presence  of  room  air  or  when 
oxygen  is  bubbled  through  it.  A good  bed- 
side test  in  the  emergency  room  involves 
placing  one  drop  of  your  blood  (or  your 
designee)  and  one  drop  of  the  patient's 
blood  side  by  side  on  a piece  of  filter 
paper.  If  the  patient’s  blood  is  more 
chocolate  than  yours  (or  your  designee), 
then  the  patient  probably  has  greater  than 
15%  of  his  or  her  blood  as  methemoglobi- 
nemia. Spectrophotometric  analysis  of 
the  concentration  of  methemoglobin  is 
required  for  absolute  diagnosis. 

Generally,  concentrations  of  I0%-25% 
methemoglobin  cause  cyanosis  without 
other  apparent  harmful  effects.  Cardio- 
vascular mechanisms  for  increasing  the 
oxygen  supply  to  the  tissues  are  called 
into  action  at  methemoglobin  levels  of 
40%  or  above.  At  this  level,  in  addition  to 
cyanosis,  the  patient  may  complain  of 
dizziness,  fatigue,  headache  and  exer- 
tional dyspnea.  At  60%  concentration  big 
trouble  may  ensue  — extreme  lethargy, 
bradycardia,  dyspnea,  paralysis,  uncon- 
sciousness and  seizures.  The  lethal  con- 
centration is  probably  70%  and  above. 
Failure  of  an  oxygen  supply  necessary  for 
sustaining  life  certainly  could  be  expected 
at  a methemoglobin  concentration  of&5%. 

The  first  step  in  treatment  is  to  remove 
any  chemical  or  drug  that  you  suspect 
could  have  initiated  the  methemoglobi- 
nemia. Patients  with  mild  degrees  of  this 
poisoning  will  recover  spontaneously  be- 
cause of  the  action  of  the  enzyme  methe- 
moglobin reductase.  (Almost  all  of  us 
have  a good  supply  of  this  enzyme.)  If  the 
methemoglobin  level  is  30%-40%  and/or 
there  is  stupor,  respiratory  distress  or  an- 
gina, definitive  treatment  should  be  in- 
stituted. (Some  suggest  withholding  spe- 
cific therapy  until  the  methemoglobin 
level  is  50%-60%.)  The  definitive  man- 
agement of  significant  methemoglobi- 
nemia includes  intravenous  administra- 
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tion  of  1%  methylene  blue.  The  dose  is 
1-2  mg/kg  given  slowly  over  a 5-minute 
period.  This  drug  will  correct  the  methe- 
moglobinemia within  30-60  minutes.  Oxy- 
gen should  be  given  as  well.  Rarely  is  a 
second  dose  of  methylene  blue  required. 
In  extreme  examples  of  this  condition  an 
exchange  transfusion  may  be  required.  In 
the  past,  ascorbic  acid  has  been  used  in 
patients  with  acute  methemoglobinemia; 
however,  it  is  not  very  efficient  and  can- 
not be  recommended. 

Methemoglobinemia  is  a fascinating 
entity  and  the  literature  contains  many 
articles  about  this  topic,  but  my  all-time 
favorite  reference  is  in  the  February  1977 
issue  of  Pediatrics. 1 The  article  describes 
a pair  of  4-month-old  twins  who  were 
given  “Spirits  of  Nitre”  orally  to  relieve 
“fussiness.”  Both  children  became  methe- 
moglobinemic;  one  died.  This  substance 
(4%  ethyl  nitrite  in  70%  alcohol)  has  been 
in  use  in  this  country  since  before  the 
American  Revolution.  Since  1778  it  has 


been  manufactured  here,  when  domestic 
pharmaceutical  manufacture  began  in  the 
young  United  States.  Spirits  of  Nitre  was 
an  over-the-counter  nostrum  produced 
continuously  here  until  1980  when  the 
FDA  recalled  it.  All  of  the  pharmacists 
that  I questioned  wished  it  was  still  avail- 
able because  of  the  volume  of  requests. 

The  next  time  you  see  a cyanotic  pa- 
tient not  responding  to  oxygen,  look  at  a 
sample  of  the  patient's  blood;  if  it  looks 
chocolate  it’s  not  from  eating  too  many 
Flershey  bars. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine, 
and  Chairman,  Committee  on 
Accidents  and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 
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TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  for  the 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL  me 

P O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 

Located  off  U S Hwy.  No.  29  at  Hicone  Road  Exit,  6V2  miles 
north  of  downtown  Greensboro,  N.C.  Convenient  to  1-85,  1-40 
U S 421,  U S 220,  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 


April  1982,  NCMJ 
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Editorials 


A MATTER  OF  DEGREE: 

FREEDOM  AND  REGULATION 

The  AMA  Council  on  Long  Range  Planning  and 
Development  has  devoted  considerable  time  and  ef- 
fort to  identifying  significant  but  currently  obscure 
trends  which  can  be  expected  to  assume  increasing 
importance  in  1 980  and  beyond.  One  seems  obvious  — 
that  competition  between  physicians  may  be  keener, 
particularly  if  we  really  do  have  too  many  medical 
students  currently  enrolled  in  our  medical  schools. 
We  can  also  expect  more  competition  from  non- 
medical and  paramedical  health  providers,  more 
pressure  on  our  licensing  bodies  and  greater  efforts  to 
cut  costs. 

From  California  has  come  a rather  unusual  pro- 
posal: deregulation  of  the  medical  profession  by  omis- 
sion of  enforcement  of  laws  against  unauthorized 
practitioners.  How  this  would  affect  litigation  is  any- 
one’s guess.  Presumably  if  laws  were  not  enforced, 
unlicensed  practitioners  could  hardly  be  at  risk.  Yet 
the  licensed  physician  would  still  be  something  of  a 
resource  to  be  exploited.  This  suggests  that  physicians 
might  counter  by  declining  to  be  licensed,  practicing 
themselves  without  the  blessings  of  the  state.  The 
licensed  physician  would  retain  exclusive  use  of  the 
terms  “physician,”  “medical  doctor,”  and  “M.D.” 
But  M.D.  simply  stands  for  a medical  doctorate  con- 
ferred before  licensure. 

Such  action  is  proposed  as  a means  of  eliminating 
the  “monopoly”  in  the  provision  of  health  services 
now  assumed  to  be  held  by  medical  doctors.  Strangely, 
this  proposal  emanates  from  California’s  Board  of 
Medical  Quality  Assurance  (BMQA).  The  executive 
director  of  BMQA  urges  the  medical  profession  not  to 
get  excited  but  does  assert  that  the  economic  justifi- 
cations for  the  change  “are  quite  substantial.”  A 
blessed  assurance  indeed! 

There  is  an  air  of  the  unreal  about  such  arguments 
for  deregulation,  one  of  which  assumes  that  there  is  a 
free  market  in  health  care  which  should  be  so  effi- 
ciently self-adjusting  that  abuses  would  be  prevented 
by  a mysterious  natural  prophylaxis.  This  reckons 
without  the  infinite  vagaries  of  human  personality  and 
without  looking  through  the  eye  to  the  past  we  call 
history.  Several  centuries  ago  Gresham’s  law  — bad 
money  drives  out  good  — was  propounded  and  has 
been  confirmed  many  times  over.  The  law  might  apply 
to  medicine  as  well. 

One  of  the  favorite  phrases  of  today’s  pundit  is  ‘ 'the 
cutting  edge,”  which  peels  away  the  superfluities  of 
our  daily  existence  leaving  the  truth  bare,  obvious  and 
easily  applied.  Perhaps  we  need  to  make  a favorite  of 
another  expression  used  by  statisticians,  “degrees  of 


freedom.”  As  the  exercise  of  totalitarian  power 
clearly  shows  and  as  the  Iranian  anarchy  also  demon- 
strates, absolutisms  of  right  and  left  regulate  in  the 
name  of  deregulation  and  deny  any  degree  of  freedom. 

California’s  motto  “Eureka”  means  “I  have  found 
it.”  The  Golden  State  of  course  does  not  hold  a 
monopoly  on  the  use  of  the  phrase.  The  hazard  lies 
then  not  in  the  expression  but  in  its  application  and 
what  “it”  turns  out  to  be.  If  “it”  attracts  only  true 
believers,  not  susceptible  to  analysis,  reproducibility 
and  confirmation,  freedom  could  turn  out  to  be  the 
equality  of  slavery. 

Where  all  things  are  equally  valued,  nothing  is  valu- 
able. 

J.H.F. 


“TRUST  ME” 

One  of  the  classical  television  commercials,  with 
infinite  variations,  stars  a just  plain  Bill,  somebody 
you  can  trust,  telling  you  what  to  buy.  In  today’s  edi- 
torial he  runs  a drug  store  in  a small  town,  so  small  that 
it  has  been  undiscovered  by  the  larger  chains.  So  he 
has  time  to  know  each  customer  personally  and  to 
prosper,  although  he  never  has  more  than  one  custom- 
er in  his  store.  Why  is  it  necessary  to  recreate  yester- 
day to  sell  tomorrow? 

What  about  tomorrow  when  it  will  be  necessary  to 
recreate  today?  We  are  told  that  electronic  shopping  is 
on  the  way,  that  it  is  the  way  of  the  future.  At  home  we 
will  sit  at  our  computer  terminals  or  cable  TVs, 
punching  through  our  orders  without  touching  the 
merchandise.  Deliveries  will  come  directly  from  the 
warehouses  which  will  probably  move  into  our  shop- 
ping centers  vacated  of  department  stores,  shoe  shops 
and  boutiques  by  the  new  catalogue  culture. 

This  revolution  in  provision  and  consumption  will 
certainly  affect  medicine.  The  Food  and  Drug  Ad- 
ministration will  insist  that  consumers  have  instant 
package  inserts  available  to  check  their  prescriptions 
so  the  Physicians'  Desk  Reference  will  almost  cer- 
tainly be  made  available  on  the  computer.  Compari- 
son shopping  will  be  obligatory  so  battle  between 
generics  and  trademarks  will  be  joined.  Chain  drug 
stores  of  tomorrow  struggling  to  get  a piece  of  the 
patient  care  action  will  offer  educational  programs  on 
cable  television.  The  pharmacist  of  yesterday,  com- 
pounder and  exponent  of  Dr.  Caldwell’s  Syrup  of  Figs 
and  Fletcher’s  Castoria  (“Children  love  it,  babies  cry 
for  it.”)  will  probably  be  exiled  to  memory. 

Computer  programmers  will  be  challenged  by  drug 
size,  color  and  shape.  Taste  once  so  important  in  the 
days  of  compounding  will  have  to  be  converted  to 
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promise.  Folk  beliefs  will  have  to  be  appealed  to  — a 
sort  of  partnership  between  computer  and  consumer 
established  for  greater  self-therapeutic  reward. 
Meanwhile  public  TV  will  counter-program  its  con- 
cerns about  drug  safety,  effectiveness  and  cost.  The 
AMA  may  have  to  enter  the  marketplace  offering  as  a 
public  service  some  instruction  about  quality  control 
in  drug  manufacture,  bioavailability,  volumes  of  drug 
distribution,  drug  half-lives  and  receptor  sites. 

The  major  problems  for  industry  will  be  the  estab- 
lishing and  maintenance  of  reputation,  the  “trust-me” 
aspect,  and  overcoming  difficulties  in  being  innova- 
tive in  advertising  laxatives,  analgesics,  vitamins  and 
preparations  for  hemorrhoids  and  female  hygiene. 
What  sort  of  displays  will  be  devised  to  take  the  place 
of  the  counter  where  these  staples  currently  reign? 
How  will  competition  be  assured  and  quality  main- 
tained? It  sounds  like  a showdown  between  the  Fed- 
eral Trade  Commission  and  the  Food  and  Drug  Ad- 
ministration. 


Does  all  this  sound  visionary,  the  prattling  of  an 
eccentric?  It  may  well  be  but  there  are  hints  from  other 
fields.  The  New  Yorker 1 reports  that  the  fashion  in- 
dustry is  already  figuring  out  how  to  put  an  L.L.  Bean 
or  a Bergdorf-Goodman  catalogue  on  a video-disk  and 
is  inviting  demographic  experts  to  help  with  re- 
gionalization and  stratification  of  appeal.  What  for 
example  are  the  expectations  of  lower-income  resi- 
dents of  California  contrasted  to  the  poor  Texan  in  all 
income  brackets? 

Medicine  has  been  fashionable  for  some  time  as  the 
proportion  of  the  gross  national  product  spent  on 
health  care  testifies.  What  actually  are  our  medical 
shopping  habits  today?  How  will  electronic  shopping 
change  this  and  affect  our  spending?  If  we  don’t  know, 
how  can  we  find  out?  Tune  in  tomorrow! 

J.H.F. 

Reference 
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1 told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 


April  1982,  NCMJ 


John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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From  The  Desk  of 
The  Managing  Editor 


CHEMICAL  QUESTIONS 

The  question  of  whether  the  cancer  rate  is  decreas- 
ing has  been  a continuing  controversy  in  the  field  of 
public  health.  For  years  many  experts  argued  that, 
discounting  cancers  caused  by  smoking,  the  rate  was 
decreasing  noticeably.  But  in  1980  the  National 
Cancer  Institute  published  evidence  demonstrating  a 
rise  in  the  rate  during  the  1970s.  The  data  may  have 
reversed  the  general  opinion.  In  1979  the  Ameri- 
can Cancer  Society’s  “Cancer  Facts  and  Figures’’ 
claimed  that  the  cancer  rate  had  decreased  slightly  in 
the  past  25  years,  whereas,  in  1980  the  publication 
stated  that,  while  the  rate  had  decreased  slightly  from 
1947  to  1970,  it  had  increased  between  5 and  10  per- 
cent since  1970. 

Although  interpretation  of  these  data  is  not  without 
problems,  the  implications  of  an  increase  in  the  rate  of 
cancer  are  wide-ranging.  Public  health,  governmental 
policy,  and  the  economy  are  all  affected  inasmuch  as 
some  attribute  this  increase  to  exposure  to  chemicals. 
The  timing  is  critical.  It  was  not  until  after  World  War/ 
II  that  industry  in  the  United  States  began  to  produce 
large  quantities  of  radioactive  substances  and  syn- 
thetic chemicals.  Most  cancers  have  a latency  period 
of  20  to  30  years;  thus,  with  industry  continuing  to 
grow,  one  must  be  concerned  that  the  cancer  rate  will 
too. 

The  health  care  community  faces  many/questions 
concerning  health  effects  from  chemical  wastes.  The _ 
problem  is  compounded  by  the  difficulties  in  the  iden- 
tification and  monitoring  of  hazardous  substances 
(See  Science  January  29,  1982).  However,  physicians 
are  looked  to  for  answers  about  health  effects  once  the 
potential  for  human  exposure  is  established.  But  just 
what  are  the  relevant  questions? 

Is  it  toxic?  Once  identified,  the  chemicals  may  or 


may  not  pose  a health  threat.  Toxicity  data  on  the 
chemicals  are  necessary  to  answer  this  question. 

Are  toxicity  data  available,  and,  if  so,  where  can 
they  be  obtained?  Data  continu^^to^JbecoUe^ed^^ 
various  groups,  including  thef  National  Toxicology 
Program,  but  much  more  neefs  to  be  done.  Of  the 

arm 
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icology  data  were  available  on  barely  1 alf.  Efforts  to 
coordinate  i information  collection  in  central  data 
bank  system  are  beginning  with  help  from  the  National 
Library  of  Medicine. 

What  substances  can  be  measured  in  tissues?  What 
is  the  level  of  exposure?  Compoundingjhe  problem  of 
identifying  the  level  of  exposure  is  the  lack  of  back- 
ground data.  In  the  aftermath  of  Love  Canal  and  other 
such  experiences,  measurements  y&eing  taken  to  de- 
termine “background’’  levels  of  chemicals  have 
^hown  that  most  Americans  have  a body  burden  of 
diverse  chemicals  from  the  environment.  Thus,  in 
order  to  determine  an  increase  in  exposure,  good  data 
on  background  must  be  available.  Many  questions 
remain  concerning  what  substances  can  be  measured 
in  tissues  and  how.  / \ 

Do  the  chemicals  c^use  any  specific  illness?  Cer- 
tainly, all  of  these  questions  address  the  need  for 
information  to  protect  the  public  health.  The  health 
effects  from  chemical  wastes  are  rarely  specific,  but 
they  are  often  cancer,  or  effects  on  reproductive  per- 
formance, on  t^fe  unborn  or  newborn  inf^ 

Amrwering  thrsc  qttestmrrs  is  not-atr-easy  task.  As 


the  cancer  debate  shows,  identifying  a health  threat  is 
an  on-going  — some  say  never-ending  — process.  And 
complicating  the  matter  are  the  political  and  economic 
aspects  of  the  process. 

(Coming  next:  What  is  North  Carolina  Doing  About 


Hazardous  Waste?) 


A.A.H. 
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National  Institutes 
of  Health 


CONSENSUS  DEVELOPMENT 
CONFERENCE  STATEMENT: 

THE  DIAGNOSIS  AND 
TREATMENT  OF  REYE’S  SYNDROME 

A Consensus  Development  Conference  was  held  at 
the  National  Institutes  of  Health  (NIH)  on  March  2,  3, 
and  4,  198 1 , to  address  issues  on  the  diagnostic  criteria 
and  treatment  of  Reye’s  syndrome. 

At  NIH.  consensus  development  conferences  bring 
together  investigators  in  the  biomedical  sciences, 
practicing  physicians,  consumers,  and  advocate 
groups  to  provide  a scientific  assessment  of 
technologies,  including  drugs,  devices,  and  proce- 
dures, and  to  seek  agreement  on  their  safety  and  ef- 
fectiveness. 

On  the  first  two  days  of  the  meeting,  a consensus 
development  panel  and  members  of  the  audience 
reacted  to  evidence  presented  on  the  following  ques- 
tions: 

— What  are  the  key  signs,  symptoms,  and  labora- 
tory findings  of  Reye’s  syndrome? 

— What  is  the  evidence  for  the  effectiveness  of  the 
various  treatments  of  Reye’s  syndrome? 

— What  are  the  clinical  and  experimental  studies 
needed  to  advance  our  ability  to  diagnose  and 
treat  Reye’s  syndrome? 

The  members  of  the  panel  represented  the  disci- 
plines involved  in  the  diagnosis  and  treatment  of  those 
with  Reye’s  syndrome.  Panelists  were  nominated  by 
seven  specialty  associations:  the  American  Academy 
of  Neurology,  the  American  Academy  of  Pediatrics, 
the  American  Association  of  Neurological  Surgeons, 
the  American  Society  of  Anesthesiologists,  the 
American  Academy  of  Family  Physicians,  the  Child 
Neurology  Society,  and  the  American  Nurses  Associ- 
ation. This  summary  is  the  result  of  the  panel’s  delib- 
erations. 

Members  of  the  Consensus  Development  Panel 
were:  Philip  R.  Dodge,  M.D.,  Chairman;  Stuart  B. 
Brown,  M.D.;  Walton  L.  Ector,  M.D.;  Peggy  C. 
Ferry,  M.D.;  Stuart  C.  Hartz,  Sc.D.;  Earl  C.  Hutch- 
ins, M.D.;  James  P.  Keating,  M.D.;  David  G.  Mc- 
Lone,  M.D.,  Ph.D.;  Georges  Peter,  M.D.;  Mark  C. 
Rogers,  M.D.;  Theodore  Safford,  Jr.,  M.D.;  James  F. 
Schwartz,  M.D.;  Elise  Wear,  M.S.,  R.N. 

Reye’s  syndrome  is  a life-threatening  illness  that 
affects  children  of  all  ages,  with  a peak  incidence 
between  5 and  15  years;  on  rare  occasions  it  has  been 
reported  in  adults.  Although  Reye’s  syndrome  (en- 
cephalopathy with  fatty  degeneration  of  viscera)  has 


been  extensively  investigated  since  the  classic  de- 
scription of  the  disorder  by  Reye,  Morgan,  and  Baral 
in  1 963,*  the  etiology  and  pathogenesis  of  this  disease 
process  remain  obscure.  The  subcellular  insult  ap- 
pears to  affect  mitochondria  in  multiple  organ  sys- 
tems. Since  prompt  treatment  may  provide  a better 
chance  for  complete  recovery,  early  diagnosis  is  im- 
portant. 

Dissemination  of  information  is  recommended. 
This  includes  information  on  the  early  symptoms  of 
Reye’s  syndrome,  diagnostic  criteria,  and  essential 
aspects  of  therapy.  Such  information  should  be  dis- 
tributed to  parents,  physicians,  and  nurses  to  facilitate 
early  recognition,  diagnosis,  and  treatment. 

1.  What  are  the  key  symptoms? 

Reye’s  syndrome  should  be  suspected  in  a child 
who,  during  or  while  recovering  from  a viral  illness 
(most  commonly  chicken  pox  or  influenza),  unex- 
pectedly develops  repetitive  vomiting  and  altered  be- 
havior such  as  lethargy,  confusion,  irritability,  or  ag- 
gressiveness. Neither  fever  nor  jaundice  is  usually 
present.  In  children  under  one  year  of  age,  respiratory 
disturbances  such  as  hyperventilation  or  apneic 
episodes  may  be  prominent.  In  this  special  group  (<1 
year  old)  seizures  occur  more  frequently  than  in  older 
patients.  All  children  with  the  above  pattern  of  illness 
should  receive  prompt  medical  attention. 

2.  What  are  the  laboratory  findings  in 
Reye’s  Syndrome? 

Helpful  laboratory  tests  include  the  level  of  trans- 
aminases in  serum,  ammonia  concentration  in  blood, 
and  prothrombin  activity.  The  activity  of  serum  trans- 
aminases is  at  least  three  times  upper  normal  limits, 
prothrombin  time  is  usually  prolonged,  and  blood 
ammonia  concentration  is  commonly  elevated.  Jaun- 
dice is  conspicuously  absent  and  serum  bilirubin  is 
rarely  elevated.  The  concentration  of  glucose  in  blood 
is  usually  normal,  especially  in  children  4 years  of  age 
and  older.  The  cerebrospinal  fluid  (CSF)  generally 
contains  fewer  than  8 cells  per  mm3  and  normal  pro- 
tein and  glucose  concentrations,  except  when  there  is 
concomitant  hypoglycemia.  Other  recommended  lab- 
oratory tests  include  determination  of  the  concentra- 
tion of  glucose,  calcium,  and  phosphorus  in  blood  and 
of  serum  amylase  activity.  Serum  should  be  analyzed 
for  salicylate  and  acetaminophen  contents. 


*For  a description  of  the  disorder  in  North  Carolina  in  1963,  see:  Johnson.  GM,  Scurletis. 
TD.  Carroll,  NB:  A study  of  sixteen  fatal  cases  of  encephalitis-like  disease  in  North 
Carolina  children.  North  Carolina  Medical  Journal  24.  10:464-473,  1963. 
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3.  Where  should  a patient  be  treated? 

It  is  most  important  that  primary  care  practitioners 
be  highly  aware  of  Reye's  syndrome  and  perform  ap- 
propriate laboratory  investigations  promptly.  Chil- 
dren with  a history  and  laboratory  findings  suggestive 
of  Reye’s  syndrome  should  be  hospitalized  for  careful 
observation  and  receive  glucose  by  intravenous 
infusion.  Patients  with  Stage  II  symptoms  or  worse 
(Table  1)  should  be  cared  for  in  a pediatric  intensive 
care  unit  by  a multidisciplinary  team  according  to  an 
established  protocol,  when  available. 

If  the  diagnosis  of  Reye’s  syndrome  is  made  by  a 
primary  care  physician,  that  physician  should  consult 
with  colleagues  in  a pediatric  intensive  care  center  and 
discuss  transfer.  The  transport  team  should  be  pre- 
pared to  provide  support  for  vital  functions. 

4.  What  are  the  currently  used  rating  or  classifying 
systems  for  measuring  the  severity  of  clinical 
symptoms?  How  useful  are  they? 

A variety  of  staging  systems  based  upon  neurologic 
findings  have  proved  useful  in  assessing  the  severity 
of  the  illness,  monitoring  the  effect  of  therapy,  and 
predicting  ultimate  outcome.  The  multiplicity  of 
staging  systems,  however,  has  been  confusing  for 
clinicians  and  researchers  alike. 

5.  Should  a uniform  system  be  recommended  for 
general  use? 

The  panel  reviewed  a number  of  proposed  staging 
systems  and  recommends  the  one  offered  in  Table  1 
for  use  in  management  and  study  of  Reye’s  syndrome. 
Patients  with  high  concentrations  of  ammonia  in  blood 
early  in  the  course  of  disease  appear  to  have  a less 
favorable  prognosis. 

6.  When  is  a liver  biopsy  needed? 

The  diagnosis  of  Reye’s  syndrome  can  be  made  in 
most  patients  without  a liver  biopsy,  a procedure  not 
to  be  undertaken  lightly  in  an  uncooperative,  critically 
ill  child  with  defective  coagulation.  The  results  may 
confuse  rather  than  inform  unless  the  tissue  is  pro- 
cessed and  interpreted  by  personnel  with  special 
knowledge  of  the  illness. 

Nevertheless,  a carefully  planned  biopsy,  after  cor- 
rection of  the  coagulation  abnormality,  can  provide 


important  information  in  certain  specific  situations. 
Biopsy  should  be  considered  in:  (1)  infants,  (2)  chil- 
dren with  recurrent  episodes,  (3)  familial  cases,  and 
(4)  non-epidemic  (sporadic)  cases  without  antecedent 
infection  or  vomiting.  Biopsy  also  increases  the  cer- 
tainty of  diagnosis  and  is  important  if  a new  and  po- 
tentially dangerous  therapeutic  regimen  is  planned. 

7.  What  other  conditions  may  present  with  similar 
symptoms? 

There  is  a lengthening  list  of  illnesses  that  may  be 
temporarily  misidentified  as  Reye’s  syndrome.  We 
now  recognize  that  transaminase  elevations  may 
occur  in  children  with  varicella  without  Reye’s  syn- 
drome and  in  shock  or  hypoxia  due  to  a wide  variety  of 
illnesses.  Intramuscular  injections  (especially  of  a 
commonly  used  antiemetic,  chlorpromazine)  and 
protracted  seizures  may  increase  levels  of  trans- 
aminases in  serum  in  a variety  of  diseases  which  affect 
the  central  nervous  system.  Methyl  bromide,  hypo- 
glycin  (senecio  alkaloid),  isopropyl  alcohol,  folk 
remedies  (pyrrolizidine  and  margosa  oil),  aflatoxin, 
lead,  and  some  drugs  (e.g.,  aspirin,  acetaminophen, 
and  valproic  acid)  may  produce  disturbances  of  con- 
sciousness and  elevation  of  serum  transaminases. 

When  confronted  by  familial  or  recurrent  occur- 
rences of  Reye-like  illness,  the  physician  should  con- 
sider inborn  errors  of  metabolism,  especially  systemic 
carnitine  deficiency,  glutaric  acidemia,  ornithine 
transcarbamylase  deficiency,  or  hereditary  fructose 
intolerance. 

8.  What  special  diagnostic  tests  are  needed? 

Computerized  transaxial  (CT)  brain  scanning  is 
neither  necessary  nor  indicated  for  diagnosing  Reye's 
syndrome  unless  there  is  clinical  suspicion  of  another 
disease,  e.g.,  subdural  hematoma,  brain  abscess,  etc. 
Thus,  CT  scanning  is  not  an  integral  part  of  diagnostic 
evaluation.  If,  however,  the  test  is  done  early  in  the 
course  of  illness,  it  will  show  a normal  pattern  or 
evidence  of  diffuse  brain  edema,  with  no  displacement 
of  ventricles  or  localized  areas  of  enhancement. 

The  usefulness  of  electroencephalography  (EEG) 
depends  on  the  availability  of  appropriate  equipment 
and  individuals  skilled  in  EEG  interpretation.  In  gen- 
eral, the  EEG  has  not  proved  to  be  helpful  in  following 
patients,  determining  prognosis,  or  altering  treatment. 


TABLE  I. — Staging  of  Reye’s  Syndrome 


1 

II 

III 

IV 

V 

Level  of  consciousness 

Lethargy;  follows 
verbal  commands 

Combative/stupor; 

verbalizes 

inappropriately 

Coma 

Coma 

Coma 

Posture 

Normal 

Normal 

Decorticate 

Decerebrate 

Flaccid 

Response  to  pain 

Purposeful 

Purposeful/ 

nonpurposeful 

Decorticate 

Decerebrate 

None 

Pupillary  reaction 

Brisk 

Sluggish 

Sluggish 

Sluggish 

None 

Oculocephalic  reflex 
(Doll’s  eyes) 

Normal 

Conjugate 

deviation 

Conjugate 

deviation 

Inconsistent 
or  absent 

None 
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PRACTICE  MANAGEMENT 


Appointment  Scheduling 

From  the  American  Medical  Association 
Department  of  Practice  Management 

Wouldn't  you  be  perturbed  if  you  had  a 9 am  appointment  with  an  attorney  and 
then  you  weren't  seen  until  10:30?  Of  course  you  would.  Your  time  is  valuable. 

Yet  many  doctors  seem  unaware  that  they  are  treating  their  patients  in  the  same 
cavalier  manner — making  them  wait  for  long  periods  of  time  with  nary  a hint  of 
explanation  or  apology.  Studies  consistently  show  that  time  spent  waiting  in  a 
doctor's  office  ranks  second  only  to  health  care  costs  as  patients'  biggest  health- 
related  complaint.  A patient's  time,  after  all,  is  just  as  valuable  to  him  or  her 
as  your  time  is  to  you. 

Foul-ups  in  appointment  scheduling  affect  your  practice  in  more  direct  ways  as 
well.  Bad  scheduling  inevitably  results  in  long  work  days,  missed  lunches,  and 
decreased  productivity  for  both  you  and  your  staff.  Over  time,  the  combination  of 
patient  dissatisfaction  and  staff  fatigue  which  arises  from  a bad  scheduling  system 
can  cause  your  practice  irreparable  harm.  The  plain  fact  is  that  in  today's  competitive 
physician  market  neither  patient  nor  employee  has  to  endure  such  inefficiency  if 
he  or  she  chooses  not  to. 

What  is  especially  unfortunate  about  a faulty  appointment  schedule  is  that  much 
of  the  irritation  can  be  eliminated.  There  will  always  be  some  things  which  throw 
the  best  of  schedules  into  disarray,  but  the  overwhelming  conclusion  drawn  by  the 
American  Medical  Association's  Department  of  Practice  Management,  after  surveying 
doctors  and  medical  assistants  each  year,  is  that  most  of  the  every  day  occurrences 
which  play  havoc  with  an  appointment  schedule  can  be  anticipated  and  planned  for  and 
their  effects  minimized. 

Here  are  some  common-sense  things  which  you,  the  doctor,  can  do  to  improve  the 
appointment  scheduling  in  your  office: 

- Customize  your  appointment  books.  This  takes  a little  time  and  effort,  but  it's 
well  worth  it.  First,  record  the  average  time  it  takes  you  to  see  a patient  for 
each  of  your  most  common  procedures.  Record  also  the  average  number  of  "time 
stealers" — work-ins,  walk-ins,  and  telephone  calls — which  you  usually  encounter 
for  each  day  of  the  week.  Then  have  your  appointment  books  custom  printed  to 
incorporate  these  findings  into  your  daily  schedule.  You  will  then  be  allotting 


to  each  patient  the  approximate  amount  of  time  it  actually  takes  you  to  treat  an 
"average"  patient.  Time  must  also  be  set  aside  for  your  anticipated  walk-ins 
and  telephone  calls,  or  you  will  inevitably  fall  behind.  These  "interruptions" 
vary  from  day  to  day,  so  you  should  have  a customized  schedule  for  each  day  of  the 
week.  Monday  is  usually  the  most  hectic. 

Schedule  realistically.  Once  you  know  how  long  it  takes  you  to  see  patients, 
make  call-backs,  etc.,  allow  yourself  sufficient  time  to  meet  these  obligations. 
Doctors  who  consistently  overbook  their  schedules  thinking  that  this  will  increase 
their  productivity  are  only  fooling  themselves. 

Try  cluster  scheduling.  Scheduling  patients  with  similar  problems  or  needs 
back  to  back — or  cluster  scheduling — allows  both  doctor  and  assistants  to  render 
care  to  these  patients  by  repeating  the  same  procedures.  Studies  have  shown 
that  this  can  maximize  the  quality  of  time  spent  with  each  patient  and  improve 
overall  appointment  efficiency. 

Listen  to  your  medical  assistants.  They're  the  ones  on  the  "firing  line"  every 
day  juggling  two  very  different  sets  of  expectations — yours  and  your  patient's. 

They  are  your  best  source  of  suggestions  for  what  might  improve  scheduling. 

Don't  make  appointments  behind  your  assistant's  back.  Get  into  the  habit  of 
asking  your  patients  to  make  appointments  through  your  office.  Such  a small 
change  in  your  procedures  may  dramatically  decrease  the  number  of  walk-in 
patients . 

Don't  reward  bad  behavior.  Every  time  you  see  a walk-in  ahead  of  your  scheduled 
patients,  or  see  an  early  arrival  before  his  or  her  scheduled  appointment  time, 
you  are  educating  your  patients  to  ignore  your  office  policies  regarding  appoint- 
ments. Establish  such  policies  carefully,  then  stick  by  them  and  expect  your 
patients  to  stick  by  them. 

Be  conscious  of  your  own  time  habits.  Try  to  arrive  for  all  scheduled  appoint- 
ments on  time.  If  you  know  that  morning  hospital  rounds  will  take  until  9:30  am, 
don't  schedule  patients  before  9:30  am.  Let  your  actions  show  that  you  respect 
the  value  of  your  patients'  time. 

Communicate  with  your  patients  about  emergencies.  Patients  understand  that  the 
most  carefully  planned  schedule  may  sometimes  be  disrupted  by  an  emergency.  Most 
patients  understand  the  inconvenience  caused  by  this,  realizing  that  they  too 
may  some  day  need  your  emergency  care.  But  patients  do  resent  waiting  for  long 
periods  of  time  with  no  explanation.  If  you  know  you  are  going  to  be  significantly 
delayed,  let  your  assistant  know  so  that  she  can  inform  your  patients  and  give 
those  waiting  a chance  to  re-schedule. 


9.  What  have  been  the  indications  for  intracranial 
pressure  monitoring?  What  devices  are  available? 
What  are  the  goals  in  reducing  intracranial 
pressure  and  when  can  monitoring  be  stopped? 

Since  1975,  several  reports  have  suggested  that  in- 
vasive monitoring  of  intracranial  pressure  may  be 
useful  in  the  management  of  children  with  Reye’s 
syndrome.  The  devices  in  use  can  provide  continuous 
measurement  of  pressure  in  the  epidural,  sub- 
arachnoid, or  ventricular  spaces.  The  difficulties  in- 
herent in  assessing  the  usefulness  of  this  procedure, 
employed  to  monitor  rather  than  to  treat,  have  pro- 
duced conflicting  opinions.  Some  physicians  believe  it 
improves  their  ability  to  manage  patients;  others  do 
not.  Mortality  and  morbidity  directly  attributable  to 
monitoring  devices  appear  to  be  low  in  the  medical 
centers  where  they  are  used  frequently.  Data  are  in- 
conclusive regarding  criteria  for  discontinuation  of 
such  monitoring. 

10.  What  are  appropriate  therapies  in  the  noncomatose 
patient? 

Therapy  for  Stage  I patients  includes  administration 
of  fluid  containing  dextrose.  While  there  are  no 
studies  documenting  that  glucose  administration  in 
excess  of  that  provided  by  a 5 percent  solution  at 
maintenance  rate  is  definitely  beneficial,  a number  of 
considerations  have  prompted  many  clinicians  to  ad- 
minister 10  percent  solutions  to  these  mildly  affected 
children. 

If  neurologic  deterioration  occurs,  the  rate  of  fluid 
administration  must  be  adjusted  to  maintain  critical 
organ  perfusion.  Episodes  of  hypotension  have  been 
reported  with  maintenance  rate  of  fluid  administra- 
tion, osmotic  diuresis  following. 

For  many  reasons,  hemodynamic  monitoring  is  im- 
portant. Arterial  catheters  permit  continuous  blood 
pressure  measurement  and  frequent  arterial  blood-gas 
sampling.  Central  venous  catheters  may  provide  use- 
ful data  concerning  blood  volume  and  cardiac  func- 
tion, while  pulmonary  artery  catheters  (permitting 
measurement  of  cardiac  output)  may  be  helpful  in 
some  seriously  ill  children.  While  central  venous 
catheters  may  be  preferable  in  patients  with  normal 
cardiopulmonary  function,  the  management  of  com- 
plicating cardiac  dysfunction  due  to  disease  or  drugs 
may  make  more  complete  monitoring  necessary. 

Intubation  of  patients  with  Reye’s  syndrome  has 
received  general  acceptance,  although  there  is  dis- 
agreement as  to  criteria  for  intubation.  There  is 
agreement  that  intubation  should  be  elective  (i.e., 
prior  to  respiratory  failure  or  cardiac  arrest).  It  is  most 
often  prompted  by  approaching  toward  coma  and  in- 
travenous succinylcholine  and  barbiturate  are  em- 
ployed to  facilitate  the  process. 

11.  What  are  the  important  metabolic  derangements 
and  are  they  amenable  to  treatment? 

There  are  many  metabolic  derangements  in  Reye's 
syndrome,  including  hypoglycemia,  hyperam- 
monemia, hyperlactatemia,  short  chain  fatty 


acidemia,  hypophosphatemia,  hyperaminoacidemia, 
azotemia,  hyperuricemia,  elevations  of  several  hor- 
mones, and  a mixed  acid-base  disorder.  The  relation- 
ship of  the  finding  to  the  severity  or  treatment  of  the 
disease  remains  speculative.  Although  the  degree  of 
metabolic  perturbation  roughly  parallels  the  severity 
of  clinical  illness,  efforts  (dialysis,  amino  acid  infu- 
sion, phosphate  and  insulin  infusions)  to  correct 
specific  metabolic  abnormalities  have  not  clearly  al- 
tered outcome. 

Administration  of  vitamin  K is  generally  accepted, 
although  it  is  recognized  that  it  is  unlikely  to  fully 
correct  clotting  abnormalities.  If  significant  bleeding 
occurs,  exchange  transfusion  with  fresh  blood  or  ad- 
ministration of  fresh  frozen  plasma  may  be  helpful. 

12.  What  are  the  therapies  for  increased  intracranial 
pressure? 

While  the  encephalopathy  of  Reye’s  syndrome  is 
not  always  associated  with  increased  intracranial 
pressure,  such  elevations  frequently  complicate  the 
course  of  patients  in  coma.  In  lieu  of  specific  treat- 
ment of  the  encephalopathy,  much  effort  has  been 
directed  to  the  control  of  increased  intracranial 
pressure.  Measures  commonly  employed  include  os- 
motherapy and  spontaneous  or  controlled  hyperven- 
tilation. Experimental  measures  include  high-dose 
barbiturates,  corticosteroids,  CSF  withdrawal,  and 
decompressive  craniotomy.  Use  of  newer  techniques 
of  monitoring  and  treating  cerebral  edema  should  be 
reserved  for  centers  experienced  in  the  diagnosis  and 
management  of  children  with  severe  neurologic  disor- 
ders. To  date,  groups  employing  these  experimental 
measures  have  failed  to  demonstrate  better  survival 
rates  than  those  providing  usual  intensive  supportive 
care. 

13.  What  therapies  are  directed  at  removal  of 
presumed  toxins? 

Exchange  transfusion,  dialysis,  total  body  “wash- 
out,” charcoal  hemoperfusion,  and  plasmapheresis 
have  all  been  suggested  as  potentially  helpful  by  re- 
moving an  unidentified  toxic  substance  from  patients 
with  Reye’s  syndrome.  There  is  no  evidence  that  the 
use  of  these  techniques  improves  outcome. 

14.  What  are  the  residual  findings? 

Complete  recovery  may  be  expected  in  the  majority 
of  patients  who  survive  the  acute  illness.  However, 
some  children  who  experience  coma  may  suffer  brain 
damage  resulting  in  developmental  delay,  motor  im- 
pairment, or  mental  retardation.  Normal  functioning 
in  school  may  be  delayed  for  some  weeks.  Children 
may  be  able  to  do  the  prescribed  school  work,  but  at  a 
slower  rate.  Sometimes  easy  distraction,  inattention, 
and  memory  problems  occur. 

Anxiety  and  apprehension  associated  with  fear  of 
bodily  harm  and  death  are  frequently  encountered  in 
these  children  during  hospitalization  and  after  dis- 
charge. Such  fears  can  be  helped  by  gentle  parental 
support.  Overprotectiveness  of  the  child  by  the  par- 
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© Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

© Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

© Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


‘This  drug  has  been  classified  "probably"  effective  for  this  indication. 
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1 . Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1 980.  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified, 
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of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose.  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 
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INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA 
has  classified  the  following  indications  as  "probably"  eftective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs 
Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsufes  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children:  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  14  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 
Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 

Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati.  OH  45215  U S A 
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ents  can  accentuate  behavioral  or  school  problems 
and  should  be  avoided. 

Extensive  psychological  and  educational  testing 
appears  to  be  unnecessary  except  in  a study  setting. 
Assisting  school  personnel  to  appreciate  individual 
needs  of  the  recovering  child  may  be  necessary.  Fam- 
ily guidance  and  counseling  may  be  useful  and  are 
encouraged. 

15.  What  are  the  areas  of  future  research? 

Potential  areas  of  research  include:  epidemiology, 
etiology,  pathogenesis,  diagnosis,  management,  and 
outcome.  Most  important  is  elucidation  of  the  etiology 
and  pathogenesis  of  this  syndrome,  with  prevention  as 
the  ultimate  goal. 

Epidemiology 

The  low  incidence  of  this  disease  results  in  small 
numbers  of  patients  available  for  study  at  any  single 
institution.  The  designation  of  a specific  diagnostic 
code  for  Reye’s  syndrome  in  the  International  Clas- 
sification of  Diseases  (10th  Revision,  Clinical  Modifi- 
cation) would  facilitate  the  determination  of  a more 
accurate  incidence  rate  for  Reye’s  syndrome. 

Studies  stratifying  cases  by  age,  sex,  and  race,  by 
socioeconomic  and  environmental  characteristics, 
and  by  geographic  areas  and  location  of  residence 
(urban,  suburban,  rural)  are  needed  to  elucidate  fac- 
tors which  may  be  important. 

Etiology 

Although  the  etiology  of  Reye’s  syndrome  remains 
unknown,  an  association  with  a recent  viral  infection, 
especially  influenza  B and  varicella,  is  well-estab- 
lished. However,  the  development  of  Reye’s  syn- 
drome following  any  of  these  viral  infections  is 
uncommon,  and  why  an  individual  develops  the  dis- 
ease deserves  further  study.  In  addition,  three  recent 
population-based  case-control  studies  have  demon- 
strated an  apparent  association  between  salicylate 
usage  and  Reye’s  syndrome.  Since  the  specific  ques- 
tions posed  to  the  panel  and  discussed  at  the  consen- 
sus conference  were  limited  to  diagnosis  and  treat- 
ment, the  data  on  which  this  association  is  based  were 
not  presented  but  were  discussed  by  several  partici- 
pants in  the  conference.  Each  of  the  three  studies 
indicates  an  increase  in  the  estimated  relative  risk  of 
Reye’s  syndrome,  which  does  not  appear  to  be  due  to 
chance.  However,  other  possible  explanations  of  this 
association  include  the  following:  potential  phases 
such  as  case-control  selection  (e.g.,  comparability  of 
antecedent  illness),  information  gathering  (e.g.,  based 
on  recall),  and  confounding  (e.g.,  indications  for 
salicylate  use). 

Parents  and  physicians  should  be  aware  that  most,  if 
not  all,  medications  have  potential  deleterious  effects; 
thus,  caution  in  the  use  of  salicylates  in  children  with 
influenza  or  varicella  is  prudent.  Currently,  the  risk  is 
unknown  for  salicylates  or  for  other  antipyretic  medi- 
cations. Since  salicylates  have  been  given  to  children 
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with  illnesses  predisposing  to  Reye’s  syndrome 
without  adverse  effect,  and  cases  have  occurred  in 
which  these  drugs  have  not  been  administered, 
salicylates  alone  cannot  be  responsible  for  its  de- 
velopment. However,  certain  similarities  between 
salicylism  and  Reye’s  syndrome  and  those  studies 
reporting  an  association  between  the  syndrome  and 
salicylate  ingestion  indicate  a need  for  carefully  de- 
signed studies  before  recommending  changes  in  an- 
tipyretic therapy  of  children. 

The  role  of  influenza  and  other  viruses,  aflatoxins, 
and  genetic  predisposition  also  deserve  study. 

Diagnosis 

Although  guidelines  for  the  recognition  of  Reye’s 
syndrome  are  generally  accepted,  information  on  the 
validity  of  the  many  proposed  screening  (clinical  and 
laboratory)  tests  is  incomplete  and  based  on  small 
numbers  of  patients  or  nonuniform  diagnostic  criteria. 
Particular  attention  should  be  given  to  determining  the 
sensitivity,  specificity,  and  predictive  values  of  these 
various  tests. 

Management  and  Outcome 

Critical  and  comparative  evaluation  of  the  treat- 
ment of  Reye’s  syndrome  can  only  proceed  within  the 
framework  of  randomized  controlled  trials.  A need 
exists  for  determining  the  best  available  monitoring 
procedures,  seeking  the  most  sensitive  indicators  of 
oatient  status  while  exposing  the  patient  to  the  mini- 
mal risk.  Evaluations  of  treatment  and  monitoring 
regimens  require  strictly  defined  protocols  and  a sam- 
ple size  necessary  for  statistical  analysis. 

Both  the  short-  and  long-term  sequelae  of  Reye’s 
syndrome  should  be  evaluated.  Subtle  effects  on 
mental  and  motor  capabilities  should  be  evaluated  by 
longitutinal  data  analysis.  When  possible,  evaluations 
should  be  conducted  without  knowledge  of  the  pa- 
tient’s treatment  or  monitoring  regimens. 

(The  conference  was  sponsored  by  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke  and  co-sponsored  by  the  National 
Institute  of  Allergy  and  Infectious  Diseases;  the  Na- 
tional Institute  of  Arthritis,  Diabetes,  and  Digestive 
and  Kidney  Diseases;  the  National  Institute  of  En- 
vironmental Health  Sciences;  the  National  Institute  of 
Child  Health  and  Human  Development;  and  the  Divi- 
sion of  Research  Resources.  Collaborating  agencies 
included  the  Centers  for  Disease  Control  and  the  Na- 
tional Center  for  Health  Statistics.  Assistance  was 
provided  by  the  Office  for  Medical  Applications  of 
Research,  NIH.) 


Editor’s  Note:  The  North  Carolina  Division  of  Health  Services,  Communicable  Diseases 
Department,  states  that  in  1979,  1 1 cases  of  Reye’s  Syndrome  were  reported;  in  1980,  14 
cases;  in  1981  (through  November),  5 cases. 
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The  Area's  Oldest  Established  Real  Estate  Agency 

Three  exceptional  properties  near  lovely 
Blowing  Rock,  North  Carolina. 


COUNTRY-STYLE  MOUNTAIN  LODGE.  On  5.8  private 
acres  near  the  Blowing  Rock  Golf  Course.  Walls  of  native 
stone,  slate  roof.  Exceptional  views  overlooking  two  gorges. 
Hand-hewn  beams,  pegged  floors.  Fireplaces  in  ail  but  a few 
rooms.  $400,000.  Good  seller  financing. 

Complete  Real  Estate  Service 
Residential  • Commercial  • Investment 
Lots  • Acreage  • Income  Properties 
Rentals  • Property  Management 

MAIN  STREET  • P.  O.  BOX  1770 
BLOWING  ROCK,  NC  28605 
(704)  295-9861  • 295-9871 
ASK  FOR  OUR  NEWSLETTER 


CLOVER  HILL  PLANTATION.  On  the  National  Register 
of  Historic  Places.  Built  in  1841.  Superb  condition.  On 
approximately  40  gently  rolling  acres.  Guest  cottages,  care- 
taker's house,  barns,  utility  buildings.  Perfect  for  the  gentle- 
mand  farmer.  $395,000.  Remarkable  financing  available. 


CLOSE  TO  HEAVEN!  Spectacular  gorge  views,  an  indoor 
swimming  pool,  sauna,  a unique  tennis  court,  other  creature 
comforts.  On  nearly  3 secluded  acres  adjacent  to  the  Pisgah 
National  Forest.  Main  house  with  magnificent  lodge  room, 
charming  guest  house.  $395,000. 
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Silverstein,  Jonathan  Scott,  (STUDENT)  311  S.  LaSalle  St.  Apt. 
10-J,  Durham  27705 

Sobol,  Warren  Michael,  (STUDENT)  311  S.  LaSalle  St.  Apt. 
#21-G,  Durham  27705 


Stave,  Gregg  Martin,  (STUDENT)  700  Morreene  Road,  C-5.  Dur- 
ham 27705 

Thielman,  Samuel  Barnett,  (RESIDENT)  919  Lambeth  Circle, 
Durham  27705 

Tripp,  Henry  Franklin,  Jr.,  (STUDENT)  Box  2819.  Duke  Medical 
Center,  Durham  27710 

Viglione,  Cheryl  Anne,  (RESIDENT)  213  Northwood  Drive, 
Chapel  Hill  27514 

Volpp.  Bryan  Donovan,  (STUDENT)  Box  2783,  Duke  Medical 
Center,  Durham  27710 

Ward.  Richard  Mayhew,  (RESIDENT)  427  Chateau  Apartments, 
Highway  54  Bypass,  Carrboro  27510 
Warren,  Mark  Lowe,  (STUDENT)  H-l  Brookside  Apartments, 
Chapel  Hill  27514 

Wiley,  James  Freeman,  II,  (STUDENT)  31 1 S.  LaSalle  St.,  Apt. 
10-J.  Durham  27705 

Willis,  Kerry  Allen,  (STUDENT)  519  Craige  Dormitory.  Univer- 
sity of  N.C.,  Chapel  Hill  27514 

Windom,  Hugh  Harmon,  (STUDENT)  201  I Bedford  Dr.,  Apt.  #4, 
Durham  27707 

EDGECOMBE 

Hughes,  Ronald  Eugene,  (FP)  P.O.  Box  236,  Whitakers  27891 

FORSYTH-STOKES-DAVIE 

Bloomfield,  Robert  Lee,  (IM)  741  Highland  Avenue.  Winston- 
Salem  27101 

Branham,  Henry  Ezell,  Jr.,  (P)  770  Forsyth  Medical  Park,  Win- 
ston-Salem 27103 

Caruana,  Ralph  John,  (NEP)  960  Bryonsplace  Road,  Winston- 
Salem  27104 

Cashwell,  Leon  Franklin,  Jr.,  300  S.  Hawthorne  Road,  Winston- 
Salem  27103 

Crouse,  John  Robert,  III,  Bowman  Gray  School  of  Medicine,  300  S. 

Hawthorne  Road,  Winston-Salem  27103 
Day,  James  William,  (IM)  1029  Huntingdon  Road,  Winston-Salem 
27104 

DeFranzo,  Anthony  John,  (PS)  Bowman  Gray  School  of  Medicine, 
300  S.  Hawthorne  Road,  Winston-Salem  27103 
Ferguson,  James  Edward.  II,  (OBG)  406  Forsyth  Medical  Park. 

1900  S.  Hawthorne  Blvd..  Winston-Salem  27103 
Garber,  Brian  Howard,  (RESIDENT)  1950  Beach  St.,  Apt.  A4-102, 
Winston-Salem  27103 

Hankins,  Katherine,  (RESIDENT)  Box  5183,  Winston-Salem 
27103 

Hansen,  Lisa  McCutchen,  (STUDENT)  607  Fenimore  Street, 
Winston-Salem  27103 

Hatjis,  Christos  George,  (OBG)  Bowman  Gray  Sch.  of  Medicine, 
300  S.  Hawthorne  Road,  Winston-Salem  27103 
Hennessy,  John  Francis,  (END)  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

Klinger,  Ronald  Fred.  (STUDENT)  3828-K  Country  Club  Road, 
Winston-Salem  27104 

Lendle,  Donald  Lawrence,  1710  Queen  Street,  Winston-Salem 

27103 

MacLean,  David  Burton,  (IM)  786  Roslyn  Road,  Winston-Salem 

27104 

McHenry,  Lawrence  Chester,  Jr..  (N)  363  N.  Stratford  Road.  Win- 
ston-Salem 27103 

Meyers,  James  Howard,  (PTH)  National  Health  Laboratories,  203 
S.  Stratford  Road,  Winston-Salem  27103 
Mueller,  John  Collet,  831  Roslyn  Road,  Winston-Salem  27103 
Muldoon,  John  Dement,  III,  (RESIDENT)  2912  Navajo  Avenue, 
Winston-Salem  27103 

Ober,  Karl  Patrick,  (IM)  Bowman  Gray  School  of  Medicine,  300  S. 

Hawthorne  Road,  Winston-Salem  27103 
Scarantino,  Charles,  (ON)  Bowman  Gray  School  of  Medicine,  300 
S.  Hawthorne  Road,  Winston-Salem  27103 
Stewart,  Ronald  Cleveland,  (PS)  2370  Fairway  Drive,  Winston- 
Salem  27103 

Thistle  wood,  John  Michael,  (AN)  109  Briarwood  Court,  Clemmons 
27012 

Watkins,  Glen  Lee,  (STUDENT)  Route  #2,  Box  273-J  High  Point 
27262 

FRANKLIN 

Harper,  Wayne  Lee,  (IM)  Main  Street,  Bunn  27508 

GASTON 

Arney,  Gerald  Wayne,  Gaston  Radiology,  Medical  Bldg.,  P.O.  Box 
1495,  Gastonia  28052 

Jacobs,  George  Daniel,  (OBG)  211  S.  Chestnut  Street,  Gastonia 
28052 
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GRANVILLE 

Verghese,  Kumari,  (P)  154  Westbrook  Drive.  Butner  27509 

GUILFORD 

Cable,  Thomas  Allen,  (FP)  206  Fisher  Park  Circle,  Greensboro 
27401 

Doolittle.  Robert  Prince,  (ADL)  914  Magnolia  Street,  Greensboro 
27401 

Henderson,  Anita,  (FP)  1 100  Olive  Street,  Greensboro  27401 

Lawson,  James  Douglas,  (CDS)  1016  Professional  Village,  Greens- 
boro 27401 

Mayer,  Norman  Michael,  (EM)  P.O.  Box  29066,  Greensboro  27408 

Nadel,  Scott  Martin.  (IM)  1409  Pembroke  Road,  Greensboro  27408 

Neijstrom,  Eric  Sherwood,  (ON)  41 10  Redwine  Drive,  Greensboro 
27410 

Paul.  Vincent  Edgar,  (ORS)  203-D  Yesteroaks  Way  East,  Greens- 
boro 27408 

Roberts,  Ronald  Wayne,  (IM)  1019  Professional  Village,  Greens- 
boro 27401 

Ruehle,  Stephen  S.,  (IM)  624  Quaker  Lane,  High  Point  27262 

Wilson,  Charles  Harrison,  (CD)  1016  Professional  Village,  Greens- 
boro 27401 

IREDELL 

Madison,  James  (PD)  P.O.  Box  1 164,  Statesville  28677 

Walters.  Henry  Cephas,  Jr.,  (IM)  1 10-L  Stockton  Street,  Statesville 
28677 

JOHNSTON 

Waltz,  Frank  Clinton.  (EM)  1015  S.  Walnut  Drive,  Smithfield  27577 

LEE 

Cheesborough,  John  Davidson.  (D)  827  S.  Horner  Boulevard. 
Sanford  27330 

Kabasan,  Dennis  Clark.  (IM)  2515  Watson  Avenue,  Sanford  27330 

LENOIR-GREENE 

Bradford,  Susan  Ellen.  (PTH)  1802  Marshburn  Circle,  Kinston 
28501 


The  rush  of  a fisherman  to  his  favorite  and  managed  community,  Seven  Lakes  is 
fishing  spot.  Or  the  late  afternoon  wind  many  things  to  many  people.  A retirement 
rushing  through  the  slender  pines.  The  spot  or  second  home.  An  only  home 
occasional  hurry  of  a golfer  to  tne  first  tee  Comfortable  living  to  suit  your  lifestyle, 
to  meet  his  foursome.  And  the  dash  to  the  Golf,  tennis,  horseback  riding,  ftshm" 
backcourt  to  return  an  offensive  lob  in  a water  sports,  and  beautiful  wooded  home 
friendly  game  of  tennis.  That’s  as  close  as  sites.  Many  with  lakefronts. 

you  'll  come  to  a rush  hour  at  , — > Put  yourself  in  our  pace.  Look 

Seven  Lakes.  Seven  Lakes,  loea-  ! into  living  at  Seven  Lakes.  For 

ted  8 miles  west  of  Pinehurst,  is  rttt  ire  inf<  irmation,  write  to  Seven 

resort  living  at  its  best  in  the  Lakes  P.O  Box  525R,  Wfest  End, 

peaceful  wooded  Sandhills  of  ■ : NC  2737b  We  will  rush  you 

North  Carolina  A totally  planned  color  brochure 

Lakes 

Obtain  the  Property  Report  required  bv  Federal  Law  and  read  it  before  signing  anything. 

No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  properry. 


Myers,  Dan  Allen.  (U)  Kinston  Clinic,  400  Glenwood  Avenue, 
Kinston  28501 

MECKLENBURG 

Baker.  David  Stanford,  II,  (ORS)  1900  Randolph  Road.  Ste.  706, 
Charlotte  28235 

Brown,  Ann  Carlson.  1900  Randolph  Road,  Charlotte  28207 
Crandall,  Robert  Gordon.  (P)  1900  Randolph  Rd.  Ste.  900.  Char- 
lotte 28207 

Farahany,  Amir  H.,  1900  Randolph  Rd..  Ste.  500,  Charlotte  28207 
Gazak,  John  Michael,  (U)  1900  Randolph  Rd.,  Ste.  1012,  Charlotte 
28207 

Hart,  John  Terrence,  (OBG),  2200  Cumberland  Avenue,  Charlotte 
28203 

Mogollon.  Gustavo,  (PTH)  2425  Park  Road,  Charlotte  28236 
O'Neill,  Michael  Raymond,  (U)  1900  Randolph  Rd.,  Ste.  1012, 
Charlotte  28207 

Schafermeyer,  Robert  William,  (EM)  Charlotte  Mem.  Hospital, 
P.O.  Box  32861.  Charlotte  28232 
Topple,  Stanley  Craig,  (ORS)  3414  Foxcroft  Road,  Charlotte  28211 
Watkins,  James  Allison,  (GS)  7309  Easen  Court,  Charlotte  28211 
Woodard,  Warden  Lewis,  III.  (RESIDENT)  1540  Garden  Terr. 
Apt.  510.  Charlotte  28203 

MONTGOMERY 

Daley,  Michael  Bernard.  (IM)  423  Wood  Street,  Troy  27371 

MOORE 

Carter,  Steven  Raymond,  (AN)  309  Hill  Road.  Southern  Pines 
28387 

NASH 

Deans.  William  Ronald.  Jr.,  (N)  P.O.  Box  56,  Red  Oak  27868 
Martin,  Willis  Elwood,  1 12  Nash  Medical  Arts  Mall,  Rocky  Mount 
27801 

Martinez,  Lucas,  3080  Sunset  Avenue,  Rocky  Mount  27801 
Sain,  Fletcher  Dover,  (EM)  1200  W.  Haven  Boulevard,  Rocky 
Mount  27801 

NEW  HANOVER-BRUNSWICK-PENDER 

Haines,  Richard  Littleton,  (IM)  Highway  17,  P.O.  Box  565, 
Hampstead  28443 

Hunter,  John  Dane,  (IM)  1515  Doctor's  Circle,  Wilmington  28401 
Moore,  Robert  Morgan,  (ORS)  2001  S.  17th  Street,  Wilmington 
28401 

Wilson,  Clarence  L.,  1809  Glen  Meade  Road,  Wilmington  28401 
ONSLOW 

Hunter,  Thomas  Titus,  (STUDENT)  307  Bell  Ford  Road,  Jackson- 
ville 28540 

PASQUOTANK-CAMDEN-CURRITUCK-DARE 

Beals,  Martin  Fearing,  Jr.,  (PD)  78  Meads  Street,  Elizabeth  City 
27909 

McDaniel,  Eugene  Marvin,  Jr.,  (OBG)  1142  N.  Road  Street, 
Elizabeth  City  27909 

Southworth,  Alvin  Judson,  (OBG)  1 142  N.  Road  Street,  Elizabeth 
City  27909 

Witwer,  Timothy  Slayton.  (IM)  108  Pine  Lake  Drive,  Elizabeth  City 
27909 

PITT 

Barefoot,  Julius  Jackson,  III,  (STUDENT)  213-B  Stancil  Drive, 
Greenville  27834 

Carty.  Brian  Matthew.  (STUDENT)  206  Oak  St.,  Apt.  #6.  Green- 
ville 27834 

Danoff.  Jascha  Wolsey,  (CHP)  ECU  School  of  Medicine,  Dept,  of 
Psychiatric  Med..  Greenville  27834 
Davis,  Dean  Eldon,  (STUDENT)  21 1 Singletree  Drive,  Greenville 
27834 

Flickinger,  Edward  Garner,  (GS)  305  Granville  Drive,  Greenville 
27834 

Forest,  Patricia  Lauren,  (STUDENT)  109  North  Harding  Street, 
Greenville  27834 

Grossman.  Steven  Howard.  (IM)  523  Crestline  Boulevard,  Green- 
ville 27834 

Hall.  George  Daniel,  (STUDENT)  100  Toby  Circle.  Apt.  B.  Green- 
ville 27834 

Heinig,  Michael  Forrest,  (STUDENT)  1305  E.  Fourth  Street, 
Greenville  27834 

Hentz,  Suzanne  Kathleen,  (STUDENT)  200  N.  Harding.  Green- 
ville 27834 

Hughes,  George  Samuel,  Jr.,  (IM)  102  Knights  Court,  Greenville 
27834 
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Justis,  Christopher  Morrow,  (STUDENT)  D-15  Doctor's  Park 
Apts.,  Greenville  27834 

Larson,  Richard  Martin.  (GS)  #10  Doctor’s  Park,  Greenville  27834 
Lichstein.  Peter  Riback.  (IM)  Dept,  of  Medicine,  ECU  School  of 
Medicine,  Greenville  27834 

Madakasira,  Sudhakar,  (P)  Dept,  of  Psychiatric  Med.,  ECU  School 
of  Medicine,  Greenville  27834 

Privette,  Douglas  Craig,  (CD)  222  King  George  Road,  Greenville 
27834 

Shaw,  Robert  Arnett.  (IM)  Dept,  of  Medicine,  East  Carolina  Uni- 
versity, Greenville  27834 

Simmons,  Everett  Casey,  (P)  Dept,  of  Psychiatric  Med.,  ECU 
School  of  Medicine,  Greenville  27834 
Sinar,  Dennis  Robert,  (GE)  2 1 Baywood  Drive,  Winterville,  28590 
Sloss.  Robert  Reese,  (PTH)  1701  River  Drive,  #4,  Greenville  27834 
Strickland,  Myron  Scott,  (STUDENT)  2503-B  Dickinson  Avenue, 
Greenville  27834 

Turi,  Mario,  (STUDENT)  117  N.  Woodlawn  Avenue,  Greenville 
27834 

York,  Michael  F.,  (RESIDENT)  P.O.  Box  1846,  Greenville  27834 

RICHMOND 

Jurkowski,  Claire  Louise,  (IM)  2638  Tantelon  Place,  Winston- 
Salem  27103 

ROBESON 

Melnik,  Evelyn  Hearl,  (PD)  300  West  27th  Street,  Lumberton  28358 
Villani.  Peter  Louis,  (GS)  Route  #8,  Box  32,  Lumberton  28358 

ROCKINGHAM 

Rogers,  Tate  Mosley,  (FP)  608  Linden  Drive,  Eden  27288 

ROWAN 

Painter,  Carroll  John,  (OBG)  500  Mocksville  Avenue,  Salisbury 
28144 

Potts,  Ronald  Sargent,  (PTH)  1 15  Waverly  Circle,  Salisbury  28144 

SAMPSON 

Woods,  Thomas  J.  Crafford,  (OPH)  Woodside  Professional  Bldg., 
Suite  403,  Clinton  28328 

STANLY 

Garrett,  Arthur  Randolph,  Jr.,  (PD)  234  Yadkin  Street,  Albemarle 
28001 

Mehta,  Nalin  Chimanlal,  (IM)  165  N.  Second  Street,  Albemarle 
28001 

SURRY-YADKIN 

Carter,  Kenneth  Charles,  (GP)  P.O.  Box  878,  Pilot  Mountain  2704 1 
WAKE 

Cook,  Charles  Alvin,  (NEP)  1 15  Peartree  Lane,  Raleigh  27610 
Johnson,  Stephen  Edward,  (EM)  6628  Mountain  Brook  Lane,  Ra- 
leigh 27609 

Kitchin,  Tina  Ciesiel,  (PD)  3145  Essex  Circle,  Raleigh  27608 
Leet,  Douglas  Charles,  (U)  3801  Computer  Dr.  Ste.  203,  Raleigh 
27609 

Parnell,  Jerome  Patrick,  II,  (GS)  3900  Browning  Place,  Raleigh 
27609 

Rejent,  Marian  Magdalen,  (PD)  920  Hampshire  Court,  Cary  27511 
Ruiz,  Fernando  Rey,  1004  Dresser  Court,  Suite  102,  Raleigh  27609 
Shah,  Priyavadan  M.,  (CD)  315  S.  Academy  Street,  P.O.  Box  640, 
Cary  275 1 1 

Weisler,  Richard  Harry,  (P)  1004  Dresser  Court,  Ste.  105,  Raleigh 
27609 

WAYNE 

Stark,  Meritt  William,  (PD)  111  Walnut  Creek  Drive,  Goldsboro 
27530 


What?  When?  Where? 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 


programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

April  6 

“Greensboro  Academy  of  Medicine  Spring  Symposium  — Com- 
bined Approach  to  Common  Medical  Problems” 

Place:  Jefferson  Standard  Country  Club,  Greensboro 

Credit:  6 hours 

Info:  W.  H.  Turner,  M.D.,  919-373-1383 

April  29 

“11th  Annual  New  Bern  Symposium:  Emergency  Medicine” 
Place:  Ramada  Inn,  New  Bern 

Info:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director,  P.O. 

Box  2157,  New  Bern,  NC  28560 

May  14-15 

“Chronic  Disease  Prevention  and  Health  Promotion” 

Place:  Asheville 

Info:  Paula  Schubert,  Office  of  Continuing  Education,  UNC-CH 

School  of  Public  Health  251-H,  Chapel  Hill,  NC  27514 
919-966-4032 

May  19 

“Infectious  Disease  Control” 

Place:  Central  Carolina  Hospital,  Sanford 

Fee:  $12 

Credit:  2 hours 

Info:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical  Educa- 

tion, Central  Carolina  Hospital,  1135  Carthage  Street, 
Sanford,  NC  27330,  919-774-4100,  Ext.  394 

May  19-21 

“North  Carolina  Heart  Association  Scientific  Sessions” 

Place:  Winston-Salem 

Info:  The  N.C.  Heart  Association,  PO  Box  2636,  Chapel  Hill, 

NC  27514,  919-968-4453 

May  21 

“Pediatrics  Day  1982” 

Place:  Pitt  County  Memorial  Hospital  Auditorium,  Greenville 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean  for  Con- 

tinuing Medical  Education,  East  Carolina  University 
School  of  Medicine,  Greenville,  NC  27834 

May  21-23 

“Eleventh  Annual  Pediatric  Pulmonary  Disease  Conference” 
Place:  Searle  Center,  Duke  University  Medical  Center 

Fee:  $50 

Credit:  12  hours 

Info:  Alexander  Spock,  M.D.,  Box  2994.  Duke  University 

Medical  Center,  Durham,  NC  27710,  919-681-3364 

Out-of-State  — Southeastern  Region 

May  5-8 

“63rd  Annual  Meeting  of  the  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  Inc.” 

Place:  Williamsburg,  Virginia 

Info:  Donna  Strawderman,  4205  Dover  Road,  Richmond,  VA 

23221,  804-353-2721 

May  7-9 

“First  Scientific  Symposium  of  the  Carolina-Virginia  Society  of 
Critical  Care  Medicine” 

Place:  Williamsburg,  Virginia 

Fee:  $100 

Credit:  10  hours 

Info:  Pat  Mendenhall,  Education  Coordinator,  Dept,  of  Anes- 

thesiology, UNC  School  of  Medicine,  Chapel  Hill,  NC 
27514,  919-966-5140 

May  12-14 

“Clinical  Auscultation  of  the  Heart” 

Place:  Georgetown  University  Medical  Center,  Washington, 

DC. 

Info:  Extramural  Programs  Dept,  American  College  of  Cardiol- 

ogy, 91  Old  Georgetown  Road,  Bethesda,  MD  20014 
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June  10-12 

“Rehabilitation  of  the  Brain-Injured  Adult” 

Place:  Williamsburg,  Virginia 

Info:  Ellen  F.  Walsh,  School  of  Allied  Health  Professions,  Box 

233.  MCV  Station.  Richmond,  VA  23298,  804-231-9011 

June  10-13 

“Dermatology  for  Non-Dermatologists” 

Place:  Myrtle  Beach,  South  Carolina 

Fee:  $295 

Credit:  14  hours,  AAFP 

Info:  "Dermatology  for  Non-Dermatologists,”  Box  2987,  Duke 

Medical  Center,  Durham,  NC  27710,  919-684-2504 

June  11-13 

“Arrhythmias  and  Cardiac  Ischemia:  Diagnoses  and  Management” 
Place:  Virginia  Beach,  Virginia 

Fee:  $245 

Credit:  13  hours.  Category  I;  13  hours  AAFP 
Info:  International  Medical  Education  Corp.,  64  Inverness 

Drive,  East,  Englewood,  Colo.  80112,  800-525-8651 

June  23-26 

“Ninth  Annual  Arts  and  Sciences  of  Sports  Medicine” 

Place:  Charlottesville,  Virginia 

Info:  Frank  C.  McCue,  III,  M.D.,  Box  243,  University  of  Vir- 

ginia Medical  Center,  Charlottesville,  VA  22908,  804-924- 
2083 

July  7-10 

“Cardiology  1982:  A Comprehensive  Review  of  the  Latest  Tech- 
niques and  Developments  in  the  Field  of  Cardiology  for  the 
Practicing  Cardiologist/Internist 
Place:  Knoxville,  Tennessee 

Info:  Extramural  Programs  Dept.,  American  College  of  Cardiol- 

ogy, 91 1 Old  Georgetown  Road,  Bethesda,  MD  20014 


Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 
Victor  B.  Taube 
Private  Ledger  Financial 

Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 


July  27-31 

“Fifth  Annual  Symposium  on  Contemporary  Clinical  Neurology” 
Place:  Hilton  Head  Island,  South  Carolina 

Info:  Mrs.  Joan  Sullivan.  Dept,  of  Neurology,  Vanderbilt  Uni- 

versity School  of  Medicine,  Nashville,  TN  37212 

The  items  listed  in  the  above  column  are  for  the  three  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”.  P.O.  Box 
27167,  Raleigh,  2761 1 , two  months  prior  to  the  month  in  which  they 
are  to  appear.  A “Request  for  listing”  form  is  available  upon  re- 
quest. 


News  Notes 


The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

Research  is  under  way  at  the  Bowman  Gray  School 
of  Medicine  using  ultrasound  to  determine  what  nor- 
mal and  abnormal  carotid  arteries  look  like  in 
youngsters  between  the  ages  of  6 and  20. 

The  work,  headed  by  Dr.  Ward  A.  Riley  Jr.,  re- 
search assistant  professor  of  neurology,  is  supported 
by  a three-year,  $210,000  grant  from  the  National 
Heart,  Lung  and  Blood  Institute. 

Riley  and  his  colleagues  are  using  ultrasound  tech- 
nology developed  at  Bowman  Gray  which  has  a sen- 
sitivity necessary  for  examining  the  arteries  of  chil- 
dren and  for  measuring  the  thickness  of  their  artery 
walls. 

Riley  explains  that  baseline  information  about  nor- 
mal and  abnormal  arteries,  especially  in  youngsters 
who  have  not  yet  developed  the  risk  factors  for 
atherosclerosis,  will  help  hasten  the  time  when  people 
routinely  and  safely  can  be  screened  from  the  early 
decades  of  life  for  the  presence  of  atherosclerosis. 

Seven  hundred  children  are  expected  to  be  exam- 
ined before  Riley’s  project  ends. 

One  of  the  measurements  Riley  will  be  making  is  the 
expansion  of  the  artery  wall  with  each  heart  beat. 
Previous  Bowman  Gray  research  has  shown  that  the 
carotid  arteries  of  children  under  the  age  of  10  expand 
about  16%  with  each  heart  beat,  and  that  the  elasticity 
of  the  artery  wall  then  begins  to  decline  by  about  3% 
each  decade. 


Dr.  Daniel  J.  Fernandes,  assistant  professor  of 
biochemistry  at  Bowman  Gray,  has  received  a 
$ 1 00,000  grant  to  study  the  regulation  of  one  particular 
enzyme  in  human  colon  cancer  cells. 

The  enzyme,  thymidylate  synthetase,  has  been  the 
target  for  anti-cancer  drugs  such  as  floxuridine,  a 
popular  drug  for  treating  solid  tumors. 

Fernandes  is  trying  to  determine  why  colon  cancer 
cells  become  resistant  to  the  drug.  He  speculates  that 
the  resistance  may  be  due  to  increased  levels  of  the 
enzyme.  Preliminary  evidence  indicates  that  in  resis- 
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It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study1 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFP  Study2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 


Salutensin* 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page. 
Copyright  © 1982,  Bristol  Laboratories 
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Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management. 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactatmg  patients. 

Use  in  Pregnancy  — Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation 

Reserpine  — Depression,  peptic  ulceration,  diarrhea,  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets 
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tant  tumor  cells,  the  enzyme  levels  are  so  high  that  not 
enough  of  floxuridine  can  get  into  the  cancer  cell  to 
significantly  inhibit  the  enzyme’s  activity. 


Dr.  Velma  G.  Watts  has  been  appointed  to  the 
Bowman  Gray  faculty  as  director  of  the  Office  of 
Minority  Affairs  and  instructor  in  medical  education. 

Before  coming  to  Bowman  Gray,  she  worked  at  the 
regional  office  of  the  North  Carolina  Department  of 
Public  Instruction  in  Greensboro.  She  also  has 
worked  as  a staff  development  specialist  for  the  North 
Carolina  Advancement  School  and  has  taught  in  the 
Winston-Salem/Forsyth  County  School  System. 

In  her  new  position,  she  will  recruit  minority  stu- 
dents and  develop  support  programs  for  those  stu- 
dents. 

Dr.  Watts  holds  the  B.S.  and  M.A.  degrees  from 
North  Carolina  A & T University,  the  M.E.  degree 
from  the  University  of  North  Carolina  at  Chapel  Hill 
and  the  Ph.D.  degree  in  educational  administration 
from  Duke  University. 


A Bowman  Gray  radiologist  was  the  subject  of  a 
cover  story  in  one  of  the  nation’s  most  widely  circu- 
lated radiological  magazines. 

Dr.  I.  Meschan,  professor  of  radiology  and  director 
of  Bowman  Gray  s radiological  continuing  education, 
was  featured  on  the  cover  and  in  a story  in  the  Journal 
of  Applied  Radiology.  He  was  chairman  of  the  medical 
school’s  Department  of  Radiology  for  22  years  before 
giving  up  that  post  in  1977. 

The  magazine  describes  Meschan  as  “scholar, 
writer,  researcher,  teacher”  and  adds  that  he  “has 
been  making  radiologic  history  for  the  past  30  years, 
from  the  publication  of  an  Atlas  of  Normal  Radio- 
graphic  Anatomy  to  pioneering  research  on  radio- 
nuclides.” 

It  was  the  second  time  within  the  past  year  that 
“Applied  Radiology”  has  featured  a Bowman  Gray 
radiologist.  A previous  cover  story  dealt  with  the  ac- 
complishments ot  Dr.  Elias  G.  Theros,  professor  of 
radiology. 


A textbook  co-edited  by  a psychologist  at  Bowman 
Gray  has  been  rated  one  of  the  “Ten  Best  Behavioral 
Books  for  1981  by  Behavioral  Medicine,  a national 
journal. 

Dr.  Laurence  A.  Bradley’s  book.  Medical Psychol- 
ogy:  Contributions  to  Behavioral  Medicine,  was  cho- 
sen from  about  300  books  for  the  honor. 

Bradley  is  an  assistant  professor  of  psychology  and 
head  of  the  Section  on  Medical  Psychology  at  Bow- 
man Gray. 

His  book,  published  last  summer,  covers  assess- 
ment, treatment  and  prevention  of  medical  problems 
such  as  hypertension,  chronic  pain,  obesity  and 
cancer. 

Co-editor  of  the  book  is  Dr.  Charles  K.  Prokop  of 
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the  Department  of  Psychiatry  at  Texas  Tech  Univer- 
sity Health  Sciences  Center. 


Dr.  Ernest  T.  Ahl  Jr.  has  been  appointed  to  the 
Bowman  Gray  faculty  as  assistant  professor  of  path- 
ology. 

In  his  new  position,  he  will  serve  as  director  of  the 
immunoperoxidase  laboratory  at  Baptist  Hospital  as 
well  as  having  teaching  and  research  responsibilities. 
His  principal  research  interest  is  disorders  of  the  im- 
mune system. 


Bowman  Gray’s  Department  of  Family  and  Com- 
munity Medicine  has  opened  a clinic  for  the  elderly 
residents  at  Winston-Salem's  Crystal  Towers.  The 
clinic,  open  two  mornings  a week,  is  staffed  by  a 
physician  assistant  who  is  the  primary  provider  of  care 
at  the  clinic. 

Crystal  Towers  is  a city-owned  apartment  building 
near  the  downtown  business  district.  It  has  about  200 
residents,  most  of  whom  are  over  the  age  of  60. 

The  clinic  is  financed  in  part  by  a three-year  grant 
from  the  Kate  B.  Reynolds  Health  Care  Trust  to  ex- 
plore the  use  of  physician  extenders  in  providing 
health  care  to  the  aged  in  such  places  as  long-term  care 
facilities. 

In  addition  to  the  physician  assistant,  the  clinic 
involves  the  services  of  two  doctors,  a licensed  practi- 
cal nurse  and  a pharmacist. 

Most  of  the  medical  services  provided  at  the  clinic 
since  it  opened  the  first  of  the  year  have  involved 
managing  chronic  medical  problems. 


Dr.  Glenn  P.  Gravlee,  assistant  professor  of  anes- 
thesia, has  been  selected  chairman  of  the  Medical 
Liaison  Committee  of  the  Society  of  Cardiovascular 
Anesthesiologists.  He  has  been  appointed  to  the 
Board  of  Governors  of  the  American  Board  of  Car- 
diovascular Perfusion  representing  the  Society  of 
Cardiovascular  Anesthesiologists. 


Dr.  Phillip  M.  Hutchins,  professor  of  physiology, 
has  been  elected  a member  of  the  Life  Science  Advis- 
ory Committee  of  the  National  Aeronautics  and  Space 
Administration  for  the  Space  Lab  Flight,  scheduled 
for  1984.  He  is  tentatively  scheduled  to  have  experi- 
ments flown  on  the  first  dedicated  Life  Science  Mis- 
sion (Space  Lab  4)  scheduled  for  1985. 


Dr.  W.  Keith  O’Steen,  professor  and  chairman  of 
the  Department  of  Anatomy,  has  been  elected  to  a 
two-year  term  on  the  Council  of  the  Association  of 
Anatomy  Chairmen. 


Dr.  George  Podgorny,  clinical  associate  professor 
April  1982,  NCMJ 
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of  surgery  (emergency  medicine),  has  been  elected  to 
the  Board  of  Directors  of  the  Medic-Alert  Foundation 
International. 

Duke  University 
Medical  Center 

A Duke  University  Medical  Center  plastic  surgeon 
began  using  an  argon  laser  in  January  to  fade  unsightly 
birthmarks,  tattoos  and  “spider  nevi.”  The  $25,000 
laser  was  purchased  by  Duke’s  Department  of  Sur- 
gery and  will  be  used  by  staff  plastic  surgeons. 

“We  can't  completely  obliterate  these  marks,  but 
for  most  people  we  can  make  them  significantly 
lighter,”  said  Dr.  Ronald  Riefkohl,  an  assistant  pro- 
fessor of  plastic  surgery.  Riefkohl  said  about  70  per- 
cent of  patients  get  “good  to  excellent  results  with  the 
technique,”  which  is  done  on  an  outpatient  basis  with 
localized  anesthesia.  He  said  about  30  percent  of  pa- 
tients have  lesions  that  are  too  deep  to  be  faded  by  the 
treatment. 

Usually  each  treatment  session  lasts  about  30  to  45 
minutes,  depending  on  the  size  of  the  mark,  the  plastic 
surgeon  said.  The  complication  rate  with  treatment  of 
marks  situated  below  the  collar  bones  is  greater,  he 
said , and  the  laser  therapy  works  best  removing  marks 
on  the  face  and  hands. 

“Each  patient  is  given  a test  patch  to  see  how  well 


their  skin  reacts  to  the  laser,  or  whether  they  will 
scar,”  Riefkohl  said.  “Overall,  about  five  percent  of 
patients  treated  with  the  argon  laser  will  have  some 
scarring.” 


Dr.  David  C.  Sabiston  Jr.,  Duke  University  Medical 
Center’s  chairman  of  the  Department  of  Surgery  and 
James  B.  Duke  Professor  of  Surgery,  spoke  on  “Sur- 
gical Relief  of  Angina”  at  a Jan.  5 lecture. 

The  lecture  was  the  fifteenth  of  the  public  relations 
“Health  Night  Out”  series,  free  monthly  programs  on 
health  topics. 

Sabiston  discussed  the  causes  of  coronary  disease, 
its  symptoms  and  what  heart  surgery  is  like.  He  re- 
viewed the  ways  heart  disease  is  diagnosed  and  out- 
lined the  criteria  physicians  frequently  use  to  judge 
whether  a person  is  a candidate  for  heart  surgery. 

“Heart  surgery  has  become  very  safe  and  very  reli- 
able,” Sabiston  said.  “In  some  cases  it’s  clearly  a life 
saver,  and  in  nearly  all  cases  it  greatly  improves  the 
quality  of  life  of  the  person  with  heart  disease.” 

Sabiston,  who  is  regarded  internationally  as  an  ex- 
pert in  thoracic  surgery,  told  the  lay  audience  that  a 
change  in  lifestyle  could  help  prevent  coronary  artery 
disease.  He  said  cigarette  smoking  tops  the  list  of  risk 
factors. 

“It’s  relatively  uncommon  to  find  a patient  with 
severe  atherosclerosis  who  is  not  a smoker,”  he  said. 
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Hundreds  of  Duke  University  and  medical  center 
staffers  attended  memorial  services  Jan.  6 in  Duke 
Chapel  for  longtime  Duke  biochemist  Dr.  Philip 
Handler,  who  died  Dec.  29.  Handler  retired  recently 
as  president  of  the  National  Academy  of  Sciences.  He 
succumbed  in  a Boston  hospital  after  a lengthy  illness. 

Handler  was  64.  He  had  resumed  his  position  as 
James  B.  Duke  Professor  of  Biochemistry  after  12 
years  in  Washington.  D.C. 

Duke  President  Terry  Sanford  said  Handler  was 
“an  outstanding  scientist,  teacher,  author,  adminis- 
trator and  public  servant  who  touched  and  improved 
the  lives  of  all  of  us.” 

Dr.  William  G.  Anlyan,  vice-president  for  health 
affairs,  said  Handler  was  one  of  the  key  leaders  at 
Duke  University  Medical  Center  who  helped  a young 
private  medical  school  become  an  internationally  re- 
spected institution. 

“He  had  a worldwide  reference  point  of  view  in 
health  and  science,”  Anlyan  said. 

Handler  devoted  much  of  his  life  as  a scientist  to 
investigations  of  such  questions  in  biochemistry  as  the 
nature  of  the  vitamin  deficiency  disease  pellagra,  the 
workings  of  enzymes  and  evolution  of  life  from  a 
single  ancestor. 

In  the  political  arena,  he  worked  to  strengthen  the 
role  of  scientists  in  shaping  national  policy. 

A native  of  New  York  City,  Handler  received  his 
B.S.  from  the  College  of  the  City  of  New  York  in  1936 
and  his  Ph.D.  from  the  University  of  Illinois  in  1939. 
Immediately  after  finishing  graduate  work,  he  started 
his  career  at  Duke  as  an  instructor  in  nutrition  and 
physiology. 

He  came  to  Duke  University  Medical  Center  when 
it  was  not  yet  a decade  old,  and  thus  is  considered  one 
of  its  founding  fathers.  In  1950,  he  became  chairman  of 
biochemistry,  a position  he  held  until  1969. 

He  topped  his  career  as  a consultant  to  presidents, 
committees  and  Congress  with  the  presidency  of  the 
National  Academy  of  Sciences,  a post  he  held  from 
1969  to  1981. 


Three  Duke  University  professors  were  elected 
fellows  of  the  American  Association  for  the  Ad- 
vancement of  Science  at  the  association’s  annual 
meeting  in  Washington,  D.C.,  in  January. 

Drs.  William  G.  Anlyan,  vice  president  for  health 
affairs;  Ewald  W.  Busse,  associate  provost  and  dean 
of  medical  and  allied  health  education;  and  Hugh  G. 
Robinson,  professor  of  physics,  are  the  professors 
who  were  honored. 

The  AAAS  describes  a fellow  as  “a  member  whose 
efforts  on  behalf  of  the  advancement  of  science  or 
its  application  are  scientifically  or  socially  distin- 
guished.” 


Reduced  reimbursements  from  state  and  federal 
governments  have  forced  Duke  University  Hospital  to 
intensify  its  efforts  to  reduce  costs,  the  hospital’s  chief 
executive  officer  Andrew  G.  Wallace,  M.D.,  an- 
nounced in  December. 


“Duke  Hospital  treats  large  numbers  of  Medicare 
and  Medicaid  beneficiaries,”  Wallace  said.  “To- 
gether they  make  up  40  percent  of  all  our  patients,  so 
government  decisions  to  pay  less  than  our  actual  costs 
for  the  services  we  provide  have  an  enormous  impact 
on  our  finances.  We  have  no  choice  but  to  cut  ex- 
penditures.” 

He  said  the  cost  reduction  effort  would  not  affect 
the  scope  and  quality  of  patient  care  services,  but  said 
other  expenditures  would  be  cut  “wherever  possi- 
ble.” 

Wallace  said  his  principal  concern  is  to  protect 
existing  services,  employees  and  hospital  rates. 

“If  we  can’t  find  savings  large  enough  to  offset  the 
reductions  in  our  reimbursements,  we  will  have  to 
consider  cutting  services  to  charity  care  patients,  in- 
creasing the  rates  we  charge  private  patients,  and 
reducing  our  workforce,”  Wallace  said.  “None  of  us 
wants  that.” 


Duke  neurosurgeon  Dr.  Blaine  S.  Nashold  has  op- 
erated on  more  than  75  paraplegics  with  intractable 
pain  using  a new  surgery  technique  known  as 
“DREZ”  Coagulation.  All  of  the  pain  sufferers  have 
gained  long-term  relief. 

“With  a fine  electrode  we  kill  the  nerve  where  the 
pain  originates  in  the  spinal  cord  by  coagulation,” 
Nashold  said.  “We  use  a microscope  to  localize  the 
damaged  areas  in  the  spinal  cord  for  treatment.” 

Nashold  said  about  10  percent  of  all  paraplegics 
have  burning  pain  around  the  body  at  the  point  just 
above  where  they  are  paralyzed.  Nashold  developed 
the  technique  to  help  patients  who  he  described  as 
having  unbearable  pain. 

“We’re  talking  about  patients  whose  doctors  have 
exhausted  all  possible  ways  to  deal  with  pain.  Many  of 
these  patients  become  addicted  to  narcotics.  I know  of 
two  paraplegics  who  committed  suicide  because  the 
pain  was  so  unbearable.” 

Because  the  internationally  recognized  neurosur- 
geon has  shared  the  technique  through  lectures  and 
clinical  instruction,  the  DREZ  coagulation  surgery  is 
offered  in  other  major  medical  centers  in  the  U.S.  and 
abroad.  Nashold  recommends  that  surgery  be  done  at 
medical  centers  that  have  pain  clinics.  At  Duke,  can- 
didates for  the  surgery  are  evaluated  and  treated 
through  the  1 0-year-old  pain  clinic. 

“We  use  a large  number  of  tests  to  eliminate  pa- 
tients who  are  experiencing  pain  because  they  are 
depressed,”  he  said.  “We  are  continuing  research  to 
refine  the  DREZ.” 


When  someone  is  poisoned,  minutes  count. 

“Whether  it’s  a three-year-old  who  has  swallowed 
lye  or  an  adult  who  has  taken  the  wrong  medicine  in 
the  middle  of  the  night,  it’s  crucial  to  find  out  the 
proper  treatment  fast,”  said  Dr.  Shirley  Osterhout, 
director  of  Duke’s  Poison  Control  Center. 

To  make  it  easier  to  get  information  about  poison 
treatment,  Osterhout  said  Duke's  Poison  Control 
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Center  now  has  a toll-free  telephone  number  — 1- 
800-672-1697. 

“Make  note  of  that  number,”  Osterhout  said.  “It 
could  save  someone's  life.” 

The  physician  said  most  poisonings  are  recognized 
before  actual  symptoms  appear.  “That’s  why  we  pro- 
vide immediate  emergency  hospital  visits,”  she  said. 

Osterhout  said  82  percent  of  all  calls  to  Duke's 
Poison  Control  Center  are  from  outside  Durham 
County.  The  center  receives  more  than  5,000  calls  a 
year,  she  said,  and  the  majority  of  those  calls  concern 
children  under  the  age  of  4. 

“We  offer  help  24  hours  a day,  seven  days  a week,” 
said  Osterhout,  an  assistant  professor  of  pediatrics. 

Residents  of  the  Durham  area  can  reach  the  Poison 
Control  Center  by  calling  the  switchboard  at  Duke 
University  Hospital,  684-8111,  and  requesting  the 
Poison  Control  or  beeper  ID  #7410. 


Sandra  H.  Bigner,  assistant  professor  in  the  De- 
partment of  Pathology,  received  a $42,681  award  from 
the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke.  She  is  studying  the 
cytopathology  and  cytogenetics  of  CNS  tumors. 

Vytautas  A.  Pakinis,  in  the  Department  of  Opthal- 
mology,  received  a national  research  service  award  of 
$22,040  from  the  National  Eye  Institute. 


Richard  S.  Metzgar,  professor  in  the  division  of 
immunology,  was  awarded  a $95,410  grant  from  the 
National  Cancer  Institute  for  research  in  human 
leukemia. 

Page  A.  Anderson,  associate  professor  in  the  divi- 
sion of  pediatric  cardiology  and  assistant  professor  of 
physiology,  received  a development  award  of  $38,416 
from  the  National  Heart,  Lung  and  Blood  Institute. 
Anderson  is  studying  “Developing  Myocardium: 
Biophysical  Aspects.” 

R.  Sanders  Williams,  assistant  professor  of  cardiol- 
ogy and  medical  director  of  DUPAC,  received  a new 
investigator  research  award  of  $26,163  for  the  Na- 
tional Heart,  Lung  and  Blood  Institute.  Williams  is 
studying  membrane  receptors  and  physical  condi- 
tioning. 

Hilliard  F.  Seigler,  professor  in  the  Department  of 
Surgery  and  associate  professor  of  microbiology  and 
immunology,  received  a $41,882  grant  from  the  Na- 
tional Cancer  Institute.  He  is  studying  the  immuno- 
diagnosis  of  melanoma. 

Stuart  F.  Robinson,  assistant  professor  in  the  divi- 
sion of  gastroenterology,  received  a $45,985  research 
grant  from  the  National  Institute  of  Arthritis,  Diab- 
etes, Digestive  and  Kidney  Diseases.  Robinson  is 
studying  elevated  biliary  pressures  on  hepatic  lipids. 

D.  Bernard  Amos,  professor  of  experimental  sur- 
gery and  immunology,  was  awarded  a $258,154  re- 
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SHE  WON’T  GET  A LECTURE. 
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Free,  professional  problem  pregnancy  counseling. 
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(cyclacillin) 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 Ginsburg  CM,  McCracken  GH  Jr, 
ZweighaftTC,Clahsen  JC  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 


See  important  information  on  page 
after  next. 


Compared  to  ampicillin 


:h  Laboratories 

A Philadelphia  Pa  19 10 1 


Faster  peak.  Fewer  problems 


. . . in  adults  and  children 


Cyclapen®-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.3 

Cyclapen®-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures1.3 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.3 

CYCIAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 


side  effects 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  organisms. 

3.  Data  on  file.  Wyeth  Laboratories. 
Copyright  ©1981,  Wyeth  Laboratories. 
All  rights  reserved 

See  important  information  on 
adjoining  page 


CVCL4PEN-M/  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  • Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  anyE.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 

farticularly  in  those  who  previously  demonstrated  penicillin 
ypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 

250  mg  q.  i.d. 

body  weight  < 20  kg 

Pharyngitis 

(44  lbs)  125  mg  q.  i.d. 
body  weight  > 20  kg 

Bronchitis  and 
Pneumonia 

(44  lbs)  250  mg  q.  i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.f 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d.f 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

\AA 


Laboratories 

Philadelphia,  Pa  19101 


search  grant  from  the  National  Institute  of  General 
Medical  Sciences.  His  project  is  “The  Immunogenet- 
ics  of  Man,  Mice  and  Viruses.” 

Gerald  S.  Lazarus,  J.  Lamar  Callaway  Professor 
and  chief  of  the  division  of  dermatology,  was  awarded 
a $95,787  research  grant  from  the  National  Institute  of 
Arthritis,  Diabetes,  Digestive  and  Kidney  Diseases  to 
study  “Activation  of  Proteinases  by  Pemphigus  Anti- 
body.” 

James  D.  Crapo,  associate  professor  and  chief  of 
the  division  of  allergy  and  respiratory  diseases,  was 
awarded  a $46,769  research  grant  from  the  National 
Heart,  Lung  and  Blood  Institute.  The  title  of  his  study 
is  “Oxygen  Induced  Injury  to  the  Pulmonary  En- 
dothelium.” 

The  Eye  Center  has  been  awarded  a $12,000  grant 
from  Research  to  Prevent  Blindness  (RPB),  according 
to  Dr.  Robert  Machemer,  chairman  of  the  Department 
of  Ophthalmology.  Duke  has  received  $97,000  over  16 
years  from  RPB  to  support  vision  research,  in  addition 
to  special  RPB  awards  given  to  individual  scientists. 

Raymond  E.  Ideker,  assistant  professor  of  pathol- 
ogy and  medicine,  received  a $93,312  grant  from  the 
National  Heart,  Lung  and  Blood  Institute  to  study 
“Cardiac  Mapping  of  Ventricular  Fibrillation.” 

Stephen  H.  Gehlbach,  associate  professor  in  the 
family  medicine  program,  received  a research  grant  of 
$58,197  from  the  National  Center  for  Health  Services 
Research  — OASH  to  study  ways  of  improving  drug 
prescribing  in  family  practice. 

Richard  Whorton,  assistant  professor  in  the  De- 
partment of  Pharmacology,  received  a research  grant 
award  of  $29,583  from  the  National  Heart,  Lung  and 
Blood  Institute  for  his  work  on  “Mechanisms  of 
Prostaglandin  Mediated  Renin  Release.” 

John  W.  Regan,  in  the  division  of  cardiology,  re- 
ceived an  $18,380  national  research  service  award 
from  the  National  Heart,  Lung  and  Blood  Institute  to 
study  hypertension. 

Harold  R.  Silberman,  professor  of  hematology  and 
medical  oncology,  received  a $143,566  grant  from  the 
National  Cancer  Institute  for  cooperative  studies  in 
cancer  therapy. 

Mary  C.  Rose,  assistant  medical  research  professor 
in  the  Department  of  Biochemistry,  received  a $38,764 
grant  from  the  National  Heart,  Lung  and  Blood  Insti- 
tute to  study  bronchial  secretions. 

Darell  D.  Bigner,  professor  in  the  Department  of 
Pathology,  was  awarded  a $67,097  research  grant  from 
the  National  Cancer  Institute  to  study  the  etiology, 
immunology  and  biology  of  brain  tumors. 

Edward  L.  Pritchett,  assistant  professor  in  the  divi- 
sion of  cardiology,  was  awarded  a $71,830  grant  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
the  mechanism  of  spontaneous  tachycardia. 

Gerald  M.  Rosen,  associate  professor  of  phar- 
macology, was  awarded  a $62,215  research  grant  from 
the  National  Institute  of  General  Medical  Sciences. 
Rosen  is  studying  post  traumatic  fatty  acid  metabo- 
lism and  cellular  injury. 

Paul  G.  Killenberg,  associate  professor  in  the  divi- 
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sion  of  gastroenterology,  was  awarded  a $74,951  re- 
search grant  from  the  National  Institute  of  Arthritis, 
Diabetes,  Digestive  and  Kidney  Diseases.  Killenberg 
is  studying  the  enzymatic  basis  of  bile  acid  sulfation. 

John  W.  Gutknecht,  professor  of  physiology  at  the 
Duke  University  Marine  Laboratory,  received  a re- 
search grant  of  $31,067  from  the  National  Institute  of 
Environmental  Health  Sciences  to  study  heavy  metal 
transport  and  effects  on  membranes. 

Deborah  Bender,  associate  in  the  Department  of 
Community  and  Occupational  Medicine,  received  a 
$25,000  grant  from  the  Public  Welfare  Foundation, 
Inc.  to  support  the  Andean  Rural  Health  Project. 

East  Carolina  University 
School  of  Medicine 

The  School  of  Medicine’s  Health  Science  Library 
moved  into  the  school’s  Brody  Medical  Science 
Building  in  December.  The  library  is  the  first  unit  to 
occupy  the  new  $26  million  facility  which  is  scheduled 
for  full  occupancy  this  summer. 

The  library's  30  fulltime  staff  plus  additional  tem- 
porary employees  worked  throughout  the  Christmas 
holidays  unpacking  an  estimated  5,000  boxes  con- 
taining 86,000  volumes  and  1 1 ,000  reels  of  microfilm. 

This  is  the  fourth  time  the  library  has  moved  since  it 
was  established  in  1969.  It  was  originally  located  in  a 
seminar  room  in  Joyner  Library  and  moved  from  there 
to  the  east  cafeteria  building  and  then  to  the  Science 
Complex.  In  1972  the  collection  moved  to  the  Belk 
Building. 

The  new  two-floor,  32,000-square-foot  facility  of- 
fers convenient  access  to  the  library's  full  collection, 
comfortable  reading  areas,  and  individual  and  group 
study  rooms.  Circulation,  reference,  current  journal 
areas  and  computer  search  rooms  are  located  on  the 
first  floor. 

Audiovisual  materials  and  stacks  are  on  the  second 
floor,  which  also  includes  a history  of  medicine  room. 

The  Health  Science  Library  serves  students  in  the 
university's  medicine,  nursing  and  allied  health  pro- 
grams and  is  a regional  resource  for  physicians  and 
health  professionals  in  Eastern  North  Carolina. 


The  Department  of  Pharmacology  was  awarded  a 
Wellcome  Visiting  Professorship  in  the  Basic  Medical 
Sciences  from  the  Federation  of  American  Societies 
for  Experimental  Biology. 

Dr.  David  J.  Greenblatt,  Tufts-New  England  Medi- 
cal Center  Hospital,  was  chosen  as  visiting  professor 
for  the  lecture  series  designed  to  stimulate  interest  in 
basic  and  applied  pharmacology.  While  at  the  medical 
school,  Greenblatt  presented  public  lectures  entitled 
“Clinical  Pharmacology  of  Valium  and  Other  Benzo- 
piazepines,’’  “Drug  Dispositions  in  Old  Age,’’  “Sed- 
atives and  Hypnotics  in  Family  Practice:  Use  and 
Misuse,’’  “Understanding  Pharmacokinetics”  and 
“Interpreting  Serum  Concentration  of  Drugs.” 
Greenblatt  is  professor  of  psychiatry  and  associate 


professor  of  medicine  at  Tufts  University  School  of 
Medicine  and  Tufts-New  England  Medical  Center 
Hospital  in  Boston.  He  also  serves  as  the  chief  of  the 
Division  of  Clinical  Pharmacology. 


Dr.  James  G.  Jones,  professor  and  chairman.  De- 
partment of  Family  Medicine,  has  been  appointed  to 
the  Society  of  Teachers  of  Family  Medicine's  Inter- 
national Family  Medicine  Education  Committee. 


Dr.  Robert  P.  Dillard,  assistant  professor  of  pediat- 
rics, was  elected  vice-chairman  of  the  Professional 
Advisory  Committee  for  the  Coastal  Plains'  Chapter 
of  the  March  of  Dimes.  Dillard,  in  collaboration  with 
Dr.  Melvin  S.  Swanson,  associate  director  for  educa- 
tional evaluation,  also  has  received  a $2,000  grant 
from  Mead  Johnson  and  Company  for  “Development 
of  a Microcomputer  Based  Information  Retrieval 
System  for  Well-Baby  Care.” 


An  article  written  by  Dr.  John  C.  Yeager,  assistant 
professor  of  physiology,  and  Marvin  Whitehurst, 
physiology  research  technician,  appeared  in  the 
January  issue  of  the  magazine  Life  Sciences.  The  arti- 
cle is  entitled  “Verapamil  Prevents  Isoproterenol-in- 
duced Cardiac  Failure  in  the  Rat.” 


Dr.  Dennis  R.  Sinar,  associate  professor  of  medi- 
cine, has  co-authored  an  article  entitled  “Migrating 
Action  Potential  Complex  Activity  in  Rabbit  Ileal 
Loops  Is  Produced  by  the  B-subunit  of  Cholera  En- 
terotoxin.”  The  article  appeared  in  the  January  issue 
of  the  American  Journal  of  Physiology . 

Sinar  also  attended  the  recent  meeting  of  the  South- 
ern Section  of  the  American  Federation  for  Clinical 
Research.  During  the  meeting,  he  presented  a paper 
entitled  “Dissociation  of  Myoelectric  Activity  and 
Fluid  Output  in  Ricin-damaged  Small  Intestine.” 


Several  faculty  members  collaborated  on  a paper 
appearing  in  the  November  issue  of  Surgery.  The 
paper  is  “Prophylactic  Cefazolin  in  Gastric  Bypass 
Surgery”  and  collaborators  include:  Dr.  Walter  J. 
Pories,  professor  and  chairman  of  the  Department  of 
Surgery;  Dr.  Byron  T.  Burlingham,  professor  and 
chairman  of  the  Department  of  Microbiology;  Dr. 
Robert  S.  Fulghum,  associate  professor  of  microbiol- 
ogy; and  Diane  Meelhiem,  surgical  family  nurse  prac- 
titioner. 


Dr.  R.  Stephen  Porter,  Department  of  Family  Med- 
icine, presented  medical  grand  rounds  at  the  Kings- 
brook  Jewish  Medical  Center  in  Brooklyn.  Porter’s 
grand  rounds  topic  was  “Individualizing  Drug  Ther- 
apy: Practical  Application  of  Therapeutic  Drug 
Monitoring.” 
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On  Balance... 

u-vert 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 


lly  proven  actions 

Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 


Few  side  effects 

Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 


Dosage 


• One  or  two  tablets  three  times  a day 


Please  see  next  page  for  a summaiy  of  prescribing  information 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 


On  Balance 


RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 12.5  mg 

Nicotinic  acid . . . . 50.0  mg 

INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  Known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate.  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  nigh  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia.  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange. 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 


Dr.  Sudesh  Kataria,  assistant  professor  of  pediat- 
rics, has  received  $1,000  from  Mead  Johnson  Com- 
pany for  a project  entitled  “Infant  Feeding:  Practices 
and  Belief.”  The  grant  is  part  of  an  American  Pediatric 
Association  collaborative  study  among  the  medical 
schools  at  East  Carolina,  Yale  University  and  Van- 
derbilt. 


University  of  N.C. 

School  of  Medicine  & 

N.C.  Memorial  Hospital 

If  all  goes  according  to  plan,  cancer  researchers  at 
the  School  of  Medicine  will  move  into  the  new  $8.4 
million  Lineberger  Cancer  Research  Center  building 
by  June  1984. 

Construction  began  last  month  on  the  35.000  square 
foot,  three-story  building.  The  new  cancer  research 
building  will  house  the  main  administrative  offices,  a 
library  and  conference  room,  laboratory  and  office 
space  for  faculty  investigators  and  containment  facili- 
ties for  chemical  carcinogenesis,  recombinant  DNA 
and  virus  research.  There  also  will  be  specialized 
rooms  for  existing  tissue  culture  and  electron  micros- 
copy core  facilities. 

Construction  is  being  funded  by  a $1.37  million 
grant  from  the  National  Cancer  Institute,  $3.20  million 
from  institutional  funds  and  $3.83  million  raised  from 
private  donations. 


Seven  School  of  Medicine  faculty  members  have 
received  Junior  Faculty  Development  awards  for 
1982. 

Five  were  recipients  of  Institutional  Development 
Foundation  awards.  They  are  Drs.  Philip  J.  Bassford, 
bacteriology  and  immunology;  Robert  A.  Eisenberg, 
medicine;  Stephen  A.  Grupp,  surgery;  William  B. 
Guilford,  radiology;  and  James  F.  Howard  Jr.,  neu- 
rology and  medicine. 

Recipients  of  R.  J.  Reynolds  Industries  award  are 
Drs.  Kathleen  K.  Sulik,  anatomy,  and  Thomas  W. 
Traut,  biochemistry  and  nutrition. 

All  the  recipients  are  assistant  professors  in  the 
departments  noted. 

University-wide,  31  Junior  Faculty  Development 
awards  were  given,  equivalent  to  a 55%  increase  over 
the  number  of  awards  made  previously. 


Dr.  Barbara  Hulka,  professor  of  epidemiology  in 
the  School  of  Public  Health,  has  been  appointed  head 
of  the  epidemiology  program  in  the  Cancer  Research 
Center  in  the  medical  school. 

“The  center  is  fortunate  to  have  a nationally  distin- 
guished epidemiologist.  Dr.  Hulka,  as  the  head  of  its 
cancer  epidemiology  program,”  said  center  director 
Dr.  Joseph  S.  Pagano,  “particularly  at  a time  when  the 
epidemiology  of  cancer  is  being  recognized  as  of  in- 
creasing importance.” 


Vol.  43,  No.  4 


Hulka  will  coordinate  interdisciplinary  research 
projects  between  the  School  of  Public  Health  and  the 
Cancer  Research  Center  that  will  focus  on  the  analysis 
of  cancer  cause,  prevention  and  treatment.  Under  her 
leadership,  a three-year  study  of  endometrial  cancer 
involving  a number  of  faculty  from  both  schools  has 
recently  been  completed. 

She  recently  was  appointed  to  the  prestigious  Board 
of  Scientific  Counselors  at  the  National  Cancer  Insti- 
tute's Division  of  Resources,  Centers  and  Community 
Activities.  The  committee  meets  three  times  a year  to 
set  guidelines  for  cancer  centers,  educational  pro- 
grams and  research.  Hulka  also  is  chairperson  of  the 
Epidemiology  and  Disease  Control  Study  Section,  the 
only  epidemiology  grants  review  section  of  the  divi- 
sions of  the  National  Institutes  of  Health. 

Hulka  received  a B.A.  from  Radcliffe  College  in 
Cambridge,  Mass.,  an  M.S.  from  the  Juilliard  School 
of  Music  in  New  York,  an  M.D.  from  the  Columbia 
College  of  Physicians  and  Surgeons  in  New  York  in 
1959,  and  an  M.P.H.  from  the  Columbia  School  of 
Public  Health  in  1961 . 


Drs.  Colin  D.  Hall,  associate  professor  of  neurology 
and  Patricia  Porter,  associate  professor  of  medical 
allied  health  professions  presented  a workshop 
“School  Intervention  in  the  Neuromuscularly  Handi- 
capped Child,”  to  the  Association  for  the  Severely 
Handicapped,  Oct.  17  in  New  York  City. 


Dr.  Jeffrey  Andresen,  associate  professor  of  psy- 
chiatry, was  an  invited  speaker  at  the  University  of 
Vermont  College  of  Medicine  Oct.  6-7  in  Burlington, 
Vermont. 


Dr.  James  H.  Scatliff,  professor  and  chairman  of  the 
Department  of  Radiology,  was  a member  of  the  guest 
faculty  at  the  Eighth  Annual  Course  on  Computed 
Tomography,  Rush-Presbyterian,  St.  Luke’s  Medical 
Center.  Dr.  Scatliff  presented  talks  on  CT  in  the  diag- 
nosis of  hemorrhagic  stroke  and  CT  in  the  diagnosis  of 
arachnoid  cysts  in  children. 


Dr.  Walter  B.  Greene,  assistant  professor  of  sur- 
gery and  pediatrics,  presented  a paper  titled,  “The 
Use  of  a Modified  Isokinetic  Strengthening  Program 
in  Patients  with  Hemophilia”  at  the  annual  meeting  of 
the  North  Carolina  Orthopaedic  Association  in  Pine- 
hurst  on  Oct.  9.  The  paper  was  co-authored  by 


Elizabeth  Mostrum  of  the  physical  therapy  depart- 
ment. 


Dr.  Edward  J.  Shahady,  professor  of  family  medi- 
cine, attended  the  third  international  workshop  on  the 
family,  sponsored  by  the  Universidad  Nacional  Auto- 
noma de  Mexico  City.  He  gave  four  presentations: 
“The  Training  of  the  General/Family  Physician,” 
“The  Formation  of  General/Family  Medicine  Fac- 
ulty,” “Utilization  of  General/Family  Faculty  in  the 
Post  Graduate,”  and  “The  Role  of  the  First  Contact 
Centers  in  the  Formation  of  General/Family  Physi- 
cian.” 


Dr.  William  B.  Wood,  associate  professor  of  medi- 
cine, director  of  medical  alumni  affairs  and  continuing 
medical  education,  was  elected  vice  president  of  the 
North  Carolina  Society  of  Internal  Medicine  at  the 
organization’s  annual  meeting  in  November. 


Dr.  James  W.  Lea,  associate  professor  of  family 
medicine,  recently  discussed  maternal,  child  and  fam- 
ily health  training  projects  with  health  officials  from 
Sudan,  Nigeria  and  the  Ivory  Coast. 


Two  members  of  the  Department  of  Medicine  have 
been  elected  to  membership  in  the  Southern  Society 
for  Clinical  Investigation.  Dr.  H.  Shelton  Earp,  as- 
sociate professor,  and  David  R.  Clemmons,  assistant 
professor,  were  elected  at  the  organization's  annual 
meeting  Jan.  14-16  in  New  Orleans. 


Dr.  William  L.  Isley,  a fellow  in  the  Department  of 
Medicine’s  division  of  endocrinology,  has  received 
the  Burroughs- Wellcome  Young  Investigator  Award 
for  his  research  paper  entitled,  “The  Nutritional  Reg- 
ulation of  Serum  Somaomedin-C  Concentrations  in 
Humans.”  The  paper  was  co-authored  by  Dr.  Louis 
E.  Underwood,  professor  of  pediatrics  and  Dr.  David 
R.  Clemmons,  assistant  professor  of  medicine,  and 
was  presented  at  the  annual  meeting  of  the  Southern 
Society  for  Clinical  Investigation.  The  award  is  given 
annually  to  a fellow  or  trainee  for  outstanding  re- 
search. 


Dr.  Ali  Shirkhoda,  assistant  professor  of  radiology, 
gave  a lecture  at  George  Washington  University  Hos- 
pital in  Washington,  D.C.,  Jan.  5,  entitled,  “Pitfalls  in 
Abdominal  CT  Diagnosis.” 


April  1982,  NCMJ 
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THE  ARMY  NEEDS 

PHYSICIANS 

PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


CPT  Gilmer  M.  Hayes,  MSC 

USAR  AMEDD  Procurement,  5529  Chapel  Hill  Boulevard,  Durham,  NC  27701 

(919)  439-1364/4107 


Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 


POSITION  AVAILABLE:  Medical  Director,  Henderson  County 
Health  Department  located  in  Hendersonville,  N.C.  Responsibility 
for  medical  leadership  of  40+  employees  in  a progressive  county 
health  department  and  includes  a considerable  amount  of  direct 
patient  care  time.  A background  in  family  practice  is  highly  desira- 
ble, although  pediatrics  and  OB/GYN  would  also  be  quite  useful. 
Salary  range  from  $40,668  — $51,937.  For  further  information  call 
George  Bond  at  704-692-4223  or  address  inquiries  to  Henderson 
County  Health  Department,  1347  Spartanburg  Highway,  Hender- 
sonville, N.C.  28739. 

PHYSICIAN  ASSISTANT  — Recent  grad.,  interested  in  North  Car- 
olina Primary  Care  — Internal  Medicine,  Family  Practice,  E.R., 
Pediatrics.  Contact:  Gregg  Oehler,  Box  883,  Elmira,  N.Y.  14901 
(607)  734-8611. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

PSYCHIATRIC  TREATMENT  FACILITY  FOR  SALE.  35  beds,  Th 
acres  in  lovely  setting  in  Shenandoah  Valley  near  Waynesboro, 
Virginia.  Owner  retiring.  Financing.  Call  for  brochure.  703/942- 
5101. 

EQUIPMENT  FOR  SALE:  Monroe  LCC/60  Medical  Office  System 
purchased  August  1980.  Automated  posting  and  billing.  Ames 
Blood  Analyzer  Model  6200  purchased  August  1980.  Contact  Wake 
Internal  Medicine,  2800  Blue  Ridge  Blvd.,  Raleigh,  North  Carolina 
27607.  Telephone:  781-7500. 


SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDI- 
CAL ISSUES  — 10  day  Caribbean  cruise  departs  July  28,  1982 
visiting  five  picturesque  islands.  14  day  Mediterranean  cruise  de- 
parts August  21, 1982  visiting  Italy,  Greece,  Egypt,  Israel,  Turkey, 
Yugoslavia.  Seminars  led  by  distinguished  professors.  Approved 
for  24  CME  Cat.  1 credits.  Excellent  Fly/Cruise  group  fares  on 
finest  ships.  Both  conferences,  scheduled  prior  to  12/13/80,  con- 
form to  IRS  tax  deductibility  requirements  under  1976  Tax  Reform 
Act.  Registration  limited.  For  color  brochures  contact:  Interna- 
tional Conferences,  189  Lodge  Avenue,  Huntington  Station,  NY 
11746.  Phone  (516)  549-0869. 

SURGEON  — Assistant  Professor  of  Surgery  in  a University  teaching 
hospital;  Board  certified  or  qualified  in  general  surgery;  demon- 
strated competitive  in  teaching  and  general,  trauma,  transplanta- 
tion and  vascular  surgery.  Academic  and  scholarly  productivity 
required  for  promotion.  Keen  interest  in  attracting  outstanding 
woman  and/or  minority  physician.  Applicants  should  submit  com- 
plete curriculum  vitae  to:  Dr.  George  Johnson,  Jr.,  Department  of 
Surgery,  210  Clinical  Sciences  Building  229H,  University  of  North 
Carolina,  Chapel  Hill,  North  Carolina  27514.  THE  UNIVERSITY 
OF  NORTH  CAROLINA  IS  AN  EQUAL  OPPORTUNITY/ 
AFFIRMATIVE  ACTION  EMPLOYER. 

WASHINGTON,  N.C.  EMERGENCY  PHYSICIAN  needed  for  156 
bed  acute  care  hospital.  Average  visits  15-16,000  per  year.  $50- 
55,000  per  year  with  benefit  package  including  professional  liability 
insurance.  Near  expanding  medical  center.  Excellent  recreational 
area.  Contact  Dr.  Frank  Sheldon,  Beaufort  County  Hospital, 
Washington,  N.C.  (919)  946-1911. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

OB-GYN  needed  for  6-man  multispecialty  group  in  Crossville,  a 
progressive  city  and  vicinity  of  30,000  population  in  East  Tennes- 
see, located  on  Cumberland  Plateau,  along  Interstate  40.  Drawing 
area  of  75,000.  Modern  Clinic  building  adjacent  to  250  bed  accred- 
ited community  hospital.  No  investment  necessary.  Guaranteed 
salary  and  fringe  benefits.  Abundant  recreational  facilities.  CON- 
TACT: Mrs.  Louise  Taylor,  Business  Manager,  Cumberland 
Clinic  Foundation,  301  Hayes  Street,  Crossville,  Tn.  38555  (615) 
484-5171. 
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Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
Ef,  Sleep  Disturbances 
M Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery 


Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road«Statesboro,  Georgia  30458 
912-7 64-6236* JCAH  Accredited 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


ROCHE 


Please  see  summary  of  product  information  on  the  following  page. 


U KNOW  IT'S  REALLY 
X1ETY  SYMPTOMS 

His  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

Fbr  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


VALlUM(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  In  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessiv^  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear 

Side  effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria.  |aundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q I d ; alcoholism,  10  mg  t.i  d.  or  q i d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed; 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d. 
or  q i d . ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d . to  q i d Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  21/2  mg  t.i.d. 
orq.i  d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow;  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  1 0 S' 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Winchester  Surgical  Supply  Company 

200  South  Torrence- St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 


Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 


Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 , and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


CARE  FOR  YOUR 
COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won't  interfere  with  your  practice. 

You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You'll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


CPT  Gilmer  M.  Hayes,  MSC 

USAR  AMEDD  Procurement,  5529  Chapel  Hill  Boulevard,  Durham,  NC  27701 

(919)  439-1364/4107 


NOW  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST®  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
and  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TEST®  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 


include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs),  Fasciola  hepatica 
(eggs),  THchostrongylus  orientalis 
(eggs),  and  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Test  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarr  hea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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UP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 
MELFIAT  105 

n,s  (phendimetrazine  tartrate) 
diethylpropion  8 hrs 

phentermine  20  hrs 


0 


10 

HALF  LIFE  (HOURS) 


20 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 

MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories,  Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid -Provident  Laboratories,  Inc. 
640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR : Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT  105 

UNICELLESG 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES®  © 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto 
matic  cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen 
dimetrazine  tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi 
ness,  insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria. 

Endocrine:  Impotence,  changes  in  libido. 

0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 

The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  1 00  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  — No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


§ 


J.  L.  & J.  Slade  Crumpton,  Inc. 

Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.'s  — N.C.  Engineers  — N.C. C.P.A.’s 


Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 


David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D 
James  O.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


An  ounce 
of  prevention... 

is  worth  a pound  of  cure. 


Good  advice?  You  know  it 
is.  As  a doctor,  you’ve 
seen  what  prevention  can 
do  for  people.  Prevention 
is  an  important  part  of 
staying  healthy. 

The  same  prevention  can  be 
applied  to  insurance  . . . 
prevention  against  financial 
hardships  caused  by  a covered 
sickness  or  injury  that  may 
keep  you  from  your  practice. 

As  a member  of  the  North 
Carolina  Medical  Society,  you 
are  eligible  to  apply  for 
disability  income  protection  for 
younger  doctors.  This  plan 
can  provide  you  with  regular 
monthly  benefits. 

You  can  use  your  benefits  any  way 
you  choose  — to  buy  groceries, 
make  house  payments  or  provide 
for  your  children’s  education.  If  you 
are  under  the  age  of  55  and  are 
active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below 
and  return  it  today.  Mutual  of 
Omaha,  underwriter  of  this  plan, 
will  provide  personal,  courteous 
service  in 

furnishing  full  Mutual 
details  of  ^lOmaha 

coverage.  v-r 

People  you  con  count  on... 

Life  Insurance  Affiliate. 

United  of  Omaha 

Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


Mutual  of  Omaha  Insurance  Company 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55. 


Name . 


Address. 


City . 


State 


ZIP. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
Known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 


Precautions:  ll  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  m Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
clients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
;i  in  90). 

As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor8  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  perlormed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  HL  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a tew  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients), 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [i0028im 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month : benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolinafor  more  than  FORTY- 
FIVE  years. 


Mrs.  Gladys  Madden  — Office  Manager 

WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 
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PHYSICIAN  OWNED  in  the 
PHYSICIAN’S  INTEREST 


North  Carolina's  LARGEST  insuror  of  physicians'  and  surgeons’  professional 
liability  in  the  private  practice  market  offering  our  insured: 

— availability  of  limits  up  to  $5,000,000 

— experienced  judicious  claims  service 

— active  malpractice  prevention/occurrence  management  program 

— participation  in  the  company  through  a Board  of  Directors  elected  entirely 
by  policyholders  and  guaranty  capital  holders 

— many  other  advantages 


Medical  Mutual  Insurance  Company 
of  North  Carolina 
and  MEDICAL  INSURANCE  AGENCY 

222  N.  Person  Street,  P.O.  Box  27444  * Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight." 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 


CHEWABLE  TABLETS 


JANSSEN 

PHARMACEUTICA 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


© Janssen  Pharmaceutica  Inc.  1982  J PI-282 


VERMOX 

mebendazole) 


j 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  ftg/ml  and  0.09  jug/ml.  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tri- 
chiura  (whipworm),  Enlerobius  vermicularis  (pinworm).  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necalur  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 

Committed  to  research... 
because  so  much  remains  to  be  done. 
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PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  12 


MAY  1982 


Dear  Colleagues: 

Another  Annual  Meeting  is  over  and  another  busy  year  has  drawn  to  a close.  Fatigue 
from  long  hours  of  deliberation  and  scientific  programs  (maybe,  a little  libation?) 
was  demonstrated  clearly  as  700  bedraggled  physicians  departed  Pinehurst  on  Sunday. 

A great  deal  was  accomplished — as  painstaking  and  tedious  as  the  democratic  process 
may  be.  Because  of  Federal  Trade  Commission  complications,  the  North  Carolina 
Medical  Society  charge  to  its  Blue  Shield  Committee  has  been  changed  to  eliminate 
adjudication  of  fees.  A resolution  that  this  committee  be  replaced  by  a new  Com- 
mittee on  Medical  Diagnoses  and  Management  was  referred  back  to  the  Executive  Council 
for  further  study. 

A resolution  which  would  make  Past-Presidents  ineligible  for  service  as  a member 
of  the  Committee  on  Nominations  was  defeated.  However,  in  an  effort  to  give  the 
membership  more  participation  in  the  election  of  the  Society's  leadership,  Davidson 
County's  amended  Resolution  17  was  adopted.  This  resolution  provides  for  publica- 
tion of  the  nominated  slate  of  officers  at  least  60  days  prior  to  the  Annual  May 
Meeting  of  the  House  of  Delegates.  This  action  will  allow  County  Societies  to 
"consider  the  nominations  and  instruct  their  delegates  prior  to  the  election  in 
the  House  of  Delegates". 

After  lengthy  discussion  concerning  the  North  Carolina  Medical  Journal,  the  report 
of  the  ad  hoc  Committee  on  its  evaluation  was  approved.  The  report  stated  that 
the  Journal  has  improved  and  should  be  continued.  Within  twelve  months,  we  expect 
to  have  a more  efficient  Department  of  Communications  with  a professional  director. 

The  Journal  will  then  be  in  the  Department  of  Communications  and  will  be  re-evaluated 
with  a report  to  the  1984  House  of  Delegates. 

The  1982-  Budget,  proposed  by  the  Committee  on  Finance,  was  approved  and  with  it 
the  proposed  dues  increase.  The  Executive  Council  was  "authorized  to  proceed,  in 
its  discretion,  with  the  construction  of  one  or  two  additional  floors  to  the  exist- 
ing headquarters  building"  and  to  acquire  additional  land  for  parking,  if  necessary. 

The  Executive  Council  was  also  "authorized  to  use,  in  its  discretion,  the  tenancy 
in  common  arrangement  for  the  addition  to  the  headquarters  building. 

Pitt  County's  Resolution  5 addresses  their  concern  that  much  of  the  quality  of  patient 
care  rendered  in  mental  health  community  programs  is  deficient  and  substandard.  They 
question  the  amount  of  time  devoted  by  the  medical  or  clinical  director  to  treatment 
of  patients,  the  rate  of  turnover  of  the  qualified  mental  health  professionals,  the 
cost  of  an  hour  of  therapy  and  independent,  valid  audits  of  each  local  program.  On 
April  8,  1982,  a guest  article  in  the  News  and  Observer  by  Richard  H.  Williams,  Ph.D., 
a consultant  to  the  National  Institute  of  Mental  Health,  addressed  these  same  concerns. 
Pitt  County's  resolution  was  referred  to  the  Executive  Council  for  further  study  and 
evaluation.  The  Executive  Council  will  report  the  findings  of  this  study  to  the  1983 
House  of  Delegates.  In  like  manner,  the  House  adopted  amended  Report  E concerning 
proper  psychiatric  care  of  prisoners  suffering  from  psychiatric  illness  during  their 
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incarcerat ion , , as  well  as  follow-up  care  upon  their  release  from  prision.  Appro- 
priate State  Agencies  are  requested  to  provide  adequate  resources  and  to  develop 
methods  of  delivering  services  including  care  management. 

Attached  to  the  previous  PRESIDENT'S  NEWSLETTER  were  the  four  reports  generated 
by  the  ad  hoc  Committee  to  Consider  a Statewide  Medicaid  Reimbursement  Fee  Schedule 
for  Physicians.  Three  of  these  reports  (A,  B,  and  D)  concerned  the  importance  of 
private  physician  participation  in  the  Medicaid  Program,  recommendation  for  reim- 
bursement and  cost  containment.  All  three  reports  were  adopted  by  the  House. 

Report  C was  a description  of  the  Michigan  "Physician  Primary  Sponsor  Plan,"  a gate- 
keeper program  for  Medicaid.  A guest  of  the  Division  of  Medical  Assistance  of  the 
Department  of  Human  Resources,  Ms.  Sherry  Wellman,  author  of  the  Michigan  Plan 
testified  before  the  Reference  Committee  to  discuss  it  and  to  respond  to  questions. 
Report  C was  filed  as  information  by  the  House.  We  are  indebted  to  Secretary 
Sarah  Morrow  and  Medicaid  Director  Barbara  D.  Matula  for  their  efforts  to  keep  our 
membership  informed  on  matters  pertaining  to  the  Medicaid  Program. 

Report  K,  generated  by  the  ad  hoc  Committee  on  North  Carolina's  Right  to  Natural 
Death  Statutes,  stressed  the  optional  nature  of  the  procedure  for  entry  of  a 'no 
code'  order.  It  was  amended  to  further  state:  "The  procedure  is  entirely  optional 

and  makes  nothing  that  was  legal  before  its  enactment  illegal,  but  rather  provides 
an  alternative  that  maybe  followed  in  order  to  minimize  liability  exposure  for 
situations  involving  withholding  or  discontinuing  life  supports  including  'no  code' 
situations."  The  Society  is  to  make  every  effort  to  communicate  the  optional  nature 
of  the  act  to  hospital  administrators,  nursing  groups  and  other  health  professionals. 

Many  County  Societies  submitted  resolutions  concerning  drunken  driving  and  recogni- 
tion of  alcoholism  as  a disease.  The  House  adopted  a substitute  resolution  in  lieu 
of  the  several  motions  submitted.  The  substitute  motion  urges  the  North  Carolina 
Legislature  to  recognize  alcoholism  as  a disease  and  evaluate  those  drivers  arrested 
for  DUI  for  appropriate  treatment.  The  Legislature  and  the  State  Judiciary  are 
urged  to  "take  whatever  measures  necessary  to  remove  the  drunken  driver  from  our 
highways  and  protect  our  citizens". 

I have  had  a marvelous  time  being  your  President.  I have  many  new  friends — and — 

I hope  very  few  enemies.  The  warm  satisfaction  of  having  you  choose  me  as  your 
President  will  stay  with  me  for  the  rest  of  my  years!  For  that  I shall,  forever 
be  grateful!  I know  that  each  of  your  will  give  our  new  President,  Marshall  S. 
Redding,  the  same  wonderful  cooperation  and  friendship  shown  me.  And  now  


I close  my  book  of  memory 
For  what  is  written  there 
Is  written  with  the  pen  of  hope 
Unblunted  by  despair! 


My  best  wishes  for  you  and  your  family! 


J(  . Newell,  M.D. 

Immediate  Past-President 


GET  A BIGGER  SLICE 


OF  LIFE. 

You  can  expect  to 
add  an  actual  11 
extra  years 
to  your  life,  if 
you  follow 
these  7 rules. 


Start  each  day  with  breakfast. 


Your  body  needs  refueling  in 
the  AM.  Try  a sandwich  or  spaghetti 
if  your  taste  isn't  for  cereal,  bacon 
or  eggs. 

2  Eat  three  meals  a day. 

Skipping  meals  could  shorten 
your  life,  so  eat  regularly  and  wi 
—three  square  meals  a 
day  to  stay  healthy. 

3  Limit 
alcoholic 
beverages. 

If  you  drink,  do 
it  in  moderation. 

Try  to  avoid  drinks 
served  on  the  rocks 
straight  up  Have  some  food 
in  your  stomach  And  sip,  don't  gulp 

4  Limit  your  smoking 

If  you  smoke,  use  moderation. 
Don't  smoke  your  cigarette  all  the 
way  down.  Limit  the  number  of  cig- 
arettes you  smoke.  Don't  smoke 
till  noon  You'll  breathe  a lot  easier 
if  you  cut  down  a little  or  even  stop. 

5  Watch  your  weight. 

Each  extra  pound  you  put  on 
brings  you  closer  to  diseases  of 
the  heart,  arteries,  internal  organs, 
even  diabetes.  But  diet  wisely. 
Lollow  your  doctor's  advice. 


Blue  Cross 
Blue  Shield 


6 Schedule  enough  sleep. 

Your  body  needs  enough  time 
to  rest.  Get  7-8  hours  sleep  if  you're 
between  20  and  55.  If  you're  over 
55,  you  could  get  by  on  slightly  less. 

7 Get  plenty  of  exercise. 

Long  walks  count  as  exercise. 
So  does  dancing,  gardening,  climb- 
ing stairs.  Plan  to  get  moderate 


exercise  of  some  sort  two  or  three 
times  a week. 

Lor  a free  brochure  on  how  to  get 
all  the  life  that's  coming  to  you, 
write  to:  Public  Relations,  Blue 
Cross  and  Blue  Shield  of  North 
Carolina,  PO.  Box  2291 , Durham, 
North  Carolina  27702. 
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Clinical  Diagnosis 

of  Anterior  Cruciate  Ligament  Instability 

Gregory  Mencio,  M.D.,  and  Frank  H.  Bassett,  III,  M.D. 


ABSTRACT  The  anterior  cruciate  ligament  is  a commonly  disrupted  structure  in  the  traumatized  knee.  The 
function  of  the  intact  ligament  and  the  clinical  significance  of  its  rupture  have  long  been  debated.  For 
years,  the  anterior  drawer  sign  has  been  synonymous  with  anterior  cruciate  instability.  More  recently, 
the  various  tests  for  anterolateral  rotatory  instability  have  proven  to  be  clinically  dependable  in 
diagnosing  tears  of  this  ligament.  These  newer  tests  and  their  more  well-known  predecessor  are 
described,  and  their  role  in  the  overall  assessment  of  the  condition  of  the  anterior  cruciate  ligament 
in  the  injured  knee  is  discussed. 


IN  1941  Brantigan  and  Voshell  re- 
viewed the  vast  literature  con- 
cerning the  movements  and  func- 
tion of  the  knee  joint  ligaments.1 
Although  much  has  been  learned  of 
the  structure  and  biomechanical 
function  of  the  joint  since  then, 
there  is  still  considerable  difference 
of  opinion  about  certain  aspects  of 
this  subject. 

The  role  of  the  anterior  cruciate 
ligament  as  a stabilizing  structure  in 
the  intact  knee  and  its  contribution 
to  instability  following  rupture  in 
the  traumatized  joint  remains  one 
such  controversy.  Allman  consid- 
ers that  although  the  initial  disabil- 
ity of  anterior  cruciate  ligament 
insufficiency  is  often  minimal,  it 
usually  marks  the  beginning  of  the 
end  of  the  knee.2  Hughston  dis- 
agrees, believing  instead  that  the 
most  common  manifestation  of  a 
tom  anterior  cruciate  ligament  is  a 
functionally  insignificant  increase 
in  recurvatum.3’4 
In  contrast  to  the  controversy 
over  function,  it  seems  undebatable 
that  the  number  of  anterior  cruciate 
ligament  tears,  either  complete  or 
partial,  isolated  or  combined  with 
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other  lesions,  is  significantly  high, 
especially  in  athletic  trauma.2  In 
Torg’s  series  of  250  surgical  knees, 
the  anterior  cruciate  ligament  was 
the  second  most  frequently  dam- 
aged structure.5  Others  have  re- 
ported similar  findings.6-11 

Most  agree  that  an  accurate  diag- 
nosis of  anterior  cruciate  ligament 
disruption  must  be  made.  Few,  how- 
ever, are  as  enthusiastic  as  Torg, 
who  states  that  “an  understanding 
of  the  majority  of  traumatic  knee 
problems  begins  with  the  knowl- 
edge of  the  status  of  the  anterior 
cruciate  ligament.”5 

This  paper  is  concerned  with  the 
clinical  diagnosis  of  anterior  cruci- 
ate ligament  instability.  Particular 
emphasis  will  be  placed  on  the  vari- 
ous clinical  tests  and  maneuvers 
currently  employed.  The  goal  is  to 
present  a framework  for  a logical 
approach  to  assess  this  problem. 

Clearly,  it  would  be  ideal  to  be 
present  at  the  time  of  injury  and  to 
examine  the  patient  immediately 
and  later  in  clinic.  Short  of  this,  one 
has  to  rely  on  an  accurate  history 
and  astute  physical  examination, 
while  maintaining  a high  level  of 
suspicion. 

Several  essential  historical  ele- 
ments should  lead  one  to  consider 
cruciate  ligament  derangement.  Most 
commonly  elicited  symptoms  in- 


clude: a “pop”  at  the  time  of  injury, 
gross  swelling  due  to  hemorrhage 
immediately,  and  maximal  hemar- 
throsis  at  12  hours.9  In  Marshall’s 
series  of  acute  knee  ligament  in- 
juries, 90%  of  patients  who  gave  a 
history  of  hearing  or  feeling  a “pop” 
had  anterior  ligament  rupture;2  and 
in  Erickson’s  study,  the  most  com- 
mon reason  for  acute  hemarthrosis 
of  the  knee  was  injury  to  the  ante- 
rior cruciate  ligament.12  The  mech- 
anism of  injury,  as  described  by 
the  patient  or  an  observer,  is  usually 
one  of  sudden  deceleration  and 
change  in  the  direction  of  running, 
resulting  in  internal  tibial  rotation 
on  the  femur  and  valgus  stress  on 
the  knee.  A history  of  pain  is,  sur- 
prisingly, variable  as  is  location  of 
pain.  It  may  present  posterolater- 
ally,  anteromedially,  or  deep  within 
the  center  of  the  knee. 

In  the  case  of  chronic  anterior 
cruciate  ligament  laxity,  patients 
commonly  complain  of  the  knee  “giv- 
ing way,”  and  describe  the  feeling 
of  one  bone  slipping  forward  on  the 
other. 

ANTERIOR  DRAWER  SIGN 

The  gold  standard  for  diagnosing 
anterior  cruciate  ligament  instabil- 
ity has  been  the  anterior  drawer 
sign.  Palmer  originally  described 
the  maneuver  used  to  elicit  this  sign 
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in  1938asfollows:  “With  the  patient 
lying  down  or  sitting  up,  the  exam- 
iner should  grasp  the  lower  leg  just 
beneath  the  knee  joint  and,  with  the 
foot  between  his  knees  or  upper  arm 
and  trunk,  attempt  to  move  the  lower 
leg  backwards  and  forwards." 13 
The  test  is  considered  positive  if 
there  is  excessive,  asymmetric  an- 
terior distraction  of  the  tibia  on  the 
femur.  Although  somewhat  vaguely 
defined,  the  test  has  been,  with  few 
exceptions,  widely  accepted  through 
the  years. 

The  current  modification  of  the 
original  test  is  much  more  precise 
(Figure  1).  The  test  is  interpreted  in 
the  same  manner  as  described  above, 
but  with  particular  attention  to  the 
presence  of  a “soft"  end  point.14 

A feel  for  the  anatomy  of  the  an- 
terior cruciate  ligament  helps  in  un- 
derstanding the  interpretation  of 
this  test.  The  anterior  cruciate  is  a 
complex,  two-part  structure,  con- 
sisting of  a narrow  medial  band  and 
a broader  lateral  part,  connected 
throughout  their  length  by  fibrous 
connective  tissue  which  permits  dif- 
ferential movement  of  the  structures. 
The  ligament  is  attached  above  to 
the  posterior  aspect  of  the  lateral 
femoral  condyle  and  courses  down- 
ward, forward  and  inward  to  insert 
in  a wide,  depressed  area  in  front  of 
the  anterior  fibial  spine.215 

The  two  parts  of  the  ligament  have 
different  restraining  effects  which 


Fig.  1.  Anterior  instability  of  the  knee  is 
checked  with  the  patient  supine,  hip  flexed  45 
degrees,  knee  flexed  90  degrees  with  the  tibia 
in  neutral  rotation,  and  the  foot  planted  in  a 
weight  bearing  position.  The  examiner  sits  on 
the  patient’s  foot  to  stabilize  it,  ensures  laxity 
of  the  hamstring  muscles,  and  then  Firmly 
checks  the  anterior  mobility  of  the  proximal 
tibia  on  the  affected  side  and  on  the  contra- 
lateral side  for  comparison. 


vary  with  the  position  of  the  knee. 
The  anteromedial  band  is  tightest  in 
flexion  and  is  thought  to  be  the 
prime  check  against  anterior  dis- 
placement of  the  tibia.  The  postero- 
lateral band,  conversely,  is  thought 
to  be  lax  in  flexion  and  taut  in  exten- 
sion and  to  function  primarily  in 
preventing  hyperextension  of  the 
knee  and  only  secondarily  in  check- 
ing against  anterior  instability.16 

Proponents  of  the  anterior  drawer 
test  claim  that  a positive  sign  is  un- 
obtainable unless  the  anterior  cruci- 
ate is  at  least  partially  torn.  Marshall 
categorically  states  that  “a  positive 
drawer  sign  is  indicative  of  injury 
to  the  anterior  cruciate  ligament. 
There  can  be  no  anterior  drawer 
sign,  regardless  of  any  other  con- 
comitant ligament  injury,  unless 
a portion  of  the  anterior  cruciate 
ligament  is  torn.” 14 

In  support  of  this,  he  cites  his 
series  of  surgically  documented  ante- 
rior cruciate  ligament  injuries  in 
which  more  than  90%  of  the  knees 
had  a demonstrable  anterior  drawer 
sign  preoperatively.216  Girgis  and 
colleagues  demonstrated  that  selec- 
tive cutting  of  the  anterior  cruciate 
ligament  in  cadaveric  and  fresh  hu- 
man knees  led  to  a positive  drawer 
sign  in  flexion  and  extension.15  Wang 
and  Marshall  described  a patient 
with  a negative  anterior  drawer  in 
the  presence  of  lesions  of  both  col- 
lateral ligaments,  the  posterior  cruci- 
ate, and  the  posterolateral  part  of 
the  anterior  cruciate.  Experimental 
severing  of  the  same  structures  in 
cadaveric  knees  yielded  similar  re- 
sults leading  the  authors  to  con- 
clude that  it  is  the  anteromedial 
band  of  the  anterior  cruciate  which 
primarily  is  responsible  for  anterior 
stability  of  the  knee.16 

TESTS  FOR 

ROTARY  INSTABILITY 

Torg  expressed  his  skepticism  of 
the  reliability  of  the  anterior  drawer 
test,  pointing  out  that  the  test  is 
often  falsely  negative  due  to  various 
factors:  tenseness  of  the  knee  as  a 
result  of  hemarthrosis  with  reactive 
synovitis,  protective  muscle  spasm, 
or  mechanical  blocking  by  a torn 
posterior  horn  of  the  medial  menis- 
cus. He  thinks  these  problems  can 
be  circumvented  if  the  knee  is  ex- 


amined in  extension.  He  calls  this 
modification  of  the  drawer  test  the 
Lachman  test.5 

This  examination  is  performed 
with  the  patient  supine  and  the  in- 
volved leg  elevated  and  held  with 
the  knee  positioned  between  full 
extension  and  1 5 degrees  of  flexion. 
The  femur  is  stabilized  with  one 
hand  while  firm  pressure  is  applied 
to  the  posterior  aspect  of  the  proxi- 
mal tibia  with  the  other.  A positive 
test  is  described  by  anterior  dis- 
placement of  the  tibia  and  a “soft” 
end  point.5 

Torg  cites  impressive  data  in  sup- 
port of  the  predictive  value  of  this 
test  in  the  presence  of  anterior  cruci- 
ate ligament  instability.  In  his 
series,  there  were  no  false  positives 
and  only  five  false  negatives  elic- 
ited, among  93  knees  that  were 
found  surgically  to  have  tears  of  the 
anterior  cruciate  ligament.  By  com- 
parison, the  anterior  drawer  sign 
was  falsely  negative  in  42  of  these 
same  93  knees  and  equivocal  in 
another  14. 5 

Contrary  to  the  more  traditional 
interpretation,  Hughston  has  found 
no  evidence  that  the  condition  of  the 
anterior  cruciate  has  any  correla- 
tion with  a positive  anterior  drawer 
sign.  As  stated  previously,  he  feels 
that  the  major  function  of  the  an- 
terior cruciate  is  the  prevention  of 
hyperextension.  Furthermore,  he 
contends  that  a positive  drawer  sign 


Fig.  2.  Technique  of  eliciting  the  “lateral  pivot 
shift”  as  described  by  Macintosh.  This  test  is 
done  with  the  patient  supine  and  relaxed.  The 
knee  is  extended,  the  leg  elevated,  and  the  tibia 
internally  rotated.  In  this  position  the  lateral 
tibia!  plateau  will  begin  to  subluxate  forward 
in  the  presence  of  instability.  As  more  valgus 
stress  is  applied  to  the  knee,  the  tibia  further 
displaces  forward.  As  the  knee  is  then  slowly 
flexed,  spontaneous  reduction  (the  pivot  point) 
occurs  at  30-40  degrees  of  bending. 
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is  actually  a manifestation  of  so- 
called  rotatory  instability  and  due 
primarily  to  a tear  of  one  of  the  cap- 
sular ligaments,  not  the  anterior 
cruciate.  He  advocates  that  the  an- 
terior drawer  test  be  performed  as 
described  above  with  the  patient 
supine,  knee  and  hip  flexed,  and 
foot  planted,  but  also  with  the  tibia 
in  external  and  internal,  as  well  as, 
neutral  rotation  and  that  the  find- 
ings be  reported  as  anterolateral, 
anteromedial,  or  just  anterior  insta- 
bility (in  the  case  that  the  two  types 
of  rotatory  instability  occur  simul- 
taneously).3,4 

Slocum  and  Larson  actually  first 
introduced  the  concept  of  rotatory 
instability  in  1968. 17  Since  then, 
several  varieties  of  this  type  of  in- 
stability have  been  described.  In 
1962,  Galway  and  Macintosh  coined 
the  term  “pivot  shift”  to  describe 
the  syndrome  of  anterolateral  rota- 
tory instability,  that  is  anterior  sub- 
luxation of  the  lateral  tibial  plateau 
and  internal  tibial  torsion.18,19  Con- 
trary to  Hughston,  they  believed  the 
basic  responsible  lesion  to  be  rupture 
of  the  anterior  cruciate  ligament  and 
proposed  a test  to  assess  this  insta- 
bility. Various  modifications  of  the 
Macintosh  test  (as  the  original  came 
to  be  called)  have  been  described: 

The  Macintosh  ( pivot  shift ) test  is 
done  with  the  patient  supine  and 
relaxed.  The  knee  is  extended,  the 
leg  elevated,  and  the  tibia  internally 
rotated.  In  this  position  the  lateral 
tibial  plateau  will  begin  to  subluxate 
forward  in  the  presence  of  instabil- 
ity. As  more  valgus  stress  is  applied 
to  the  knee,  the  tibia  further  dis- 
places forward.  As  the  knee  is  then 
slowly  flexed,  spontaneous  reduc- 


Fig.  3.  The  Losee  test  is  also  performed  on  the 
supine,  relaxed  patient.  The  knee  and  hip  are 
bent  to  45-50  degrees  of  flexion  with  the  tibia 
externally  rotated.  The  knee  is  then  slowly 
extended  while  a valgus  force  is  applied.  If  the 
test  is  positive,  there  is  sudden  subluxation  of 
the  lateral  tibial  plateau  just  prior  to  full  ex- 
tension. 


tion  (the  pivot  point)  occurs  at  30-40 
degrees  of  bending  (Figure  2). 18-21 

The  Losee  test  is  also  performed 
on  the  supine,  relaxed  patient  (Fig- 
ure 3).  The  knee  and  hip  are  bent  to 
45-50  degrees  of  flexion  with  the  tibia 
externally  rotated.  The  knee  is  then 
slowly  extended  while  a valgus  force 
is  applied.  If  the  test  is  positive,  there 
is  sudden  subluxation  of  the  lateral 
tibial  plateau  just  prior  to  full  ex- 
tension.14,20 

The  Slocum  test  for  anterolateral 
rotatory  instability  is  done  with  the 
patient  lying  on  his  unaffected  side 
so  that  the  hip  and  knee  of  the  normal 
limb  are  out  of  the  way.  The  patient 
then  rolls  his  pelvis  to  a position  ap- 
proximately 30  degrees  from  the  ex- 
amining table.  In  this  position,  the 
knee  is  in  a valgus  position,  and  the 
tibia  is  rotated  internally  (Figures  4 
and  5).  The  examiner  places  both 
hands  on  the  lateral  aspect  of  the 
injured  joint  and  assists  the  patient  as 
he  slowly  flexes  the  knee.  In  a posi- 
tive test,  anterior  subluxation  of  the 
lateral  tibial  plateau  is  felt  at  about  10 
degrees  of  bending  followed  by  sud- 
den reduction  as  further  flexion  is 
achieved.14,20 

The  “jerk  test ” advocated  by 
Hughston  is  done  with  the  patient 
supine,  the  knee  flexed  to  90  degrees 
and  the  hip  to  45  degrees,  and  the 
tibia  internally  rotated.  The  knee  is 
slowly  extended  as  valgus  stress  is 
applied.  A positive  test  is  indicated 
by  reduction  in  flexion,  slight  sub- 
luxation with  extension,  and  reloca- 
tion in  full  extension.3,4,14 

The  data  correlating  the  associa- 
tion of  anterolateral  instability,  as 
demonstrated  clinically  by  one  or 
more  of  the  aforementioned  tests, 
with  anterior  cruciate  ligament  in- 
jury is  convincing.  All  45  patients  in 
Slocum’s  series  who  were  found  clini- 
cally to  have  anterolateral  instabil- 
ity had  lesions  of  their  anterior  cruci- 
ates  at  arthrotomy.21  In  Losee’s,  of 
84  patients  with  a positive  clinical 
test,  37  eventually  required  surgery, 
and  all  had  anterior  cruciate  rup- 
tures.20 Kennedy’s  52  subjects  like- 
wise showed  100%  correlation 
between  a positive  clinical  examina- 
tion for  anterolateral  instability  and 
a torn  anterior  cruciate  at  surgery. 14 

It  is  unfortunate  that  Hughston’ s 
data  casts  doubt  on  what  otherwise 


Figs.  4 & 5.  The  Slocum  Test.  The  examiner 
places  both  hands  on  the  lateral  aspect  of  the 
injured  joint  and  assists  the  patient  as  he 
slowly  flexes  the  knee.  In  a positive  test,  an- 
terior subluxation  of  the  lateral  tibial  plateau 
is  felt  at  about  10  degrees  of  bending  followed 
by  sudden  reduction  as  further  flexion  is 
achieved. 


would  appear  to  be  remarkably  con- 
sistent findings.  In  his  series  of  228 
cases  of  surgically-documented  tears, 
he  found  that  only  15.3%  were  as- 
sociated with  anterolateral  or  com- 
bined anterolateral/anteromedial  in- 
stability. He  believes  that  the  primary 
lesion  responsible  for  this  type  of 
instability  is  a tear  of  the  middle 
third  of  the  capsular  ligament  and 
points  out  that  a coexistent  tear  of 
the  anterior  cruciate  ligament  will 
significantly  augment  a positive 
clinical  sign  of  anterolateral  insta- 
bility.2-4 

DISCUSSION 

In  spite  of  the  controversy,  we  are 
of  the  opinion  that  anterior  cruciate 
ligament  instability  is  a common 
clinical  entity  that  can  lead  to  sig- 
nificant functional  impairment  and, 
therefore,  warrants  consideration. 
In  this  paper  we  have  attempted  to 
present  a logical  approach  to  diag- 
nosing this  problem  clinically. 

The  clinician  must  approach  the 
patient  with  an  injured  knee  with  a 
high  index  of  suspicion,  cognizant 
of  the  fact  that  the  anterior  cruciate 
is  one  of  the  most  vulnerable  sup- 
porting structures  in  the  knee.  It 
is  frequently  damaged  in  athletic 
injuries,  and  tears  of  the  anterior 
cruciate  should  be  looked  for  in 
conjunction  with  injury  to  other  joint 
structures,  especially  the  medial 
meniscus. 

The  history  is  often  classic. 
Roughly  90%  of  patients  reportedly 
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hear  a “pop”  at  the  time  of  injury. 
The  mechanism  of  injury  usually 
described  is  one  of  valgus  stress  and 
internal  tibial  rotation,  decelera- 
tion, and  change  of  direction.  Hem- 
arthrosis,  manifested  by  swelling 
and  stiffness,  follows  acutely  and 
becomes  maximal  at  approximately 
12  hours.  Pain  is  not  a consistently 
elicited  symptom. 

On  physical  exam,  it  is  our  opinion 
that  the  demonstration  of  antero- 
lateral rotatory  instability,  with  or 
without  a demonstrable  anterior 
drawer  sign,  is  a reliable  indication 
of  anterior  cruciate  damage  and  cor- 
relates with  surgical  findings  of  the 
same.  Furthermore,  the  tests  de- 
scribed in  this  paper  all  have  excel- 
lent predictive  value  and  the  clini- 
cian's decision  to  use  one  over 
another  or  in  combination  with  others 


should  be  strictly  a matter  of  prefer- 
ence. Adjunctive  procedures  such 
as  a single  or  double  contrast  arth- 
rography, examination  under  anes- 
thesia, and  arthroscopy  are  of  proven 
value  in  confirming  the  clinical  im- 
pression. 
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An  hypothesis  consists  in  the  imagination  of  a cause  which  is  supposed  to  intervene 
between  the  real  cause,  and  that  perceived  by  the  senses.  When  a person,  after  being  exposed 
to  marshy  exhalation,  is  taken  with  an  intermittent,  he  is  first  affected  with  a chill,  in  which 
the  skin  is  corrugated  on  its  whole  surface.  The  marshy  exhalation,  and  the  constricted  state 
of  the  skin,  are  the  two  first  links  of  the  chain  of  causes,  which  characterize  fever,  as 
perceived  by  the  senses.  Cullen,  obeying  the  overweening  propensity  of  the  imagination, 
which  attempts  to  satisfy  itself  by  the  invention  of  more  satisfactory  modes  of  explanation, 
attributed  this  state  of  the  skin  to  a spasm  of  its  fibres.  Here  then  the  hypothesis  consists  in 
the  spasm,  which  intervenes  between  the  miasmata  and  the  chilly  state,  and  which,  though 
entirely  fictitious,  is  said  to  be  the  cause  of  the  latter.  This  hypothesis  satisfied  the  celebrated 
professor  and  his  pupils,  till  its  novelty  wore  away,  and  the  excitability  of  Dr.  Brown,  a more 
agreeable  supposition,  alike  recommended  by  its  novelty  and  unsubstantiated  by  fact,  drove 
it  from  the  field;  the  same  may  be  said  of  almost  every  other  medical  hypothesis.  — Elements 
of  the  Theory  and  Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions, 
adapted  to  the  Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and  S.  Colhoun, 
M.D.,  Vol.  I,  Philadelphia,  Towar  & Hogan,  1829. 
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Fine-Needle  Aspiration 
Biopsy  in  Gynecologic  Oncology 

Clarence  L.  Wilson,  II,  M.D.,  and  John  L.  Currie,  M.D. 


ABSTRACT  Fine-needle  aspiration  biopsy  has  regained  popularity  as  a definitive  and  relatively  simple  technique, 
and  is  a vital  part  of  the  diagnostic  armamentarium  in  gynecologic  oncology.  Indications,  contra- 
indications, clinical  techniques  and  applications  of  this  method  are  discussed,  and  four  case  histories 
are  presented  to  illustrate  the  accuracy  and  ease  with  which  this  technique  can  be  used  by  physicians 
at  all  levels  of  training.  Properly  performed  fine-needle  aspiration  may  virtually  replace  most  other 
diagnostic  biopsy  techniques. 


THE  use  of  a small  gauge  needle 
and  syringe  to  aspirate  cells 
from  a suspicious  malignancy  has 
recently  regained  popularity  as  a 
major  diagnostic  tool.  Although  Ellis 
and  Stuart  introduced  fine-needle 
aspiration  biopsy  in  the  United  States 
in  the  1930s  and  it  was  subsequently 
popularized  in  the  1960s  by  Franzen, 
Zagicek  and  Soderstrom  in  Scan- 
dinavia,1 the  availability  of  precise 
imaging  techniques,  such  as  com- 
puterized axial  tomography  (CAT) 
and  ultrasound,  have  contributed  to 
a revival  of  this  procedure  in  the 
United  States. 

Fine-needle  biopsy  is  distinctly 
different  from  other  needle  biopsy 
techniques.  Vim-Silverman,  Men- 
ghini  and  “Tru-Cut,”*  are  large 
bore  needles  which  actually  allow  a 
tissue  biopsy  rather  than  obtaining 
a cytologic  specimen.  These  large 
bore  (12  to  18  gauge)  needles  have 
stylets  and  such  devices  as  a double 
pronged  cutter,  or  sharpened  notch 
to  remove  a core  of  tissue  for  his- 
tologic examination.  Although  these 
represent  an  attractive  alternative 
to  open  surgical  biopsy,  fine-needle 
aspiration  has  been  shown  to  be  an 
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even  further  refinement  of  needle 
biopsy  techniques,  requiring  little 
equipment  and  minimal  experience. 
Such  a skinny  needle  technique, 
when  properly  performed,  provides 
a generous  bolus  of  malignant  cells, 
sufficient  for  accurate  cytologic  con- 
firmation of  the  presence  of  cancer. 

This  communication  describes  the 
indications,  contraindications  and 
actual  technique  of  fine-needle  bi- 
opsy. Four  cases  are  presented  to 
illustrate  the  usefulness  of  this  tool 
on  a busy  gynecological  oncology 
service  at  North  Carolina  Memorial 
Hospital. 

Indications 

The  indications  for  fine-needle 
aspiration  biopsy  in  gynecology  are 
summarized  in  Table  I.  In  general, 
any  palpable  mass  suspicious  for 


Table  I.  Indications  for  Fine-Needle 
Aspiration  Biopsy 

Pelvic  Mass  Suspicious  for  Malignancy. 

1.  Primary  — only  if  ovarian  mass 
not  suspected. 

2.  Recurrent  — after  chemotherapy, 
radiation,  or  surgery. 

Masses  Suspicious  of  Metastatic 
Malignancy 

1.  Enlarged  lymph  nodes. 

2.  Subcutaneous  nodules. 

3.  Palpable  abdominal  masses. 


malignancy  can  be  sampled.  Recur- 
rent cancer  following  chemother- 
apy, radiation,  or  surgery  also  can 
be  detected  by  aspiration  of  local- 
ized lesions.  Enlarged  lymph  nodes 
or  subcutaneous  nodules  in  patients 
are  easily  sampled  in  order  to  diag- 
nose metastatic  malignancy  at  dis- 
tant sites.  The  transcutaneous,  trans- 
vaginal,  or  transrectal  approach  may 
be  employed  for  pelvic  masses.2’3,4 

Contraindications 

There  are  few  definitive  contra- 
indications to  fine-needle  aspiration 
biopsy.  In  patients  with  a known 
coagulopathy,  fine-needle  biopsy 
should  be  done  only  with  extreme 
caution.  However,  the  risk  of  open 
biopsy  or  large  bore  needle  biopsy 
would  certainly  be  greater,  and  the 
need  for  a definitive  diagnosis  usu- 
ally outweighs  the  risk  of  bleeding 
complications.  In  patients  under- 
going chemotherapy,  careful  atten- 
tion should  be  given  to  platelet  counts 
in  order  to  avoid  bleeding  secondary 
to  needle  biopsy.  Thus,  although 
coagulopathy  is  a theoretical  contra- 
indication, clinical  judgment  might 
mandate  careful  skinny  needle  aspi- 
ration. 

Acute  or  chronic  pelvic  inflam- 
matory disease,  especially  in  the 
presence  of  abscess,  is  a contraindi- 
cation to  needle  biopsy.  Quiescent 
pelvic  inflammatory  disease  can 
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flare  up  following  instrumentation, 
and  active  disease  can  be  exacer- 
bated. Organomegaly  adjacent  to 
the  suspected  lesion  could  be  con- 
sidered a relative  contraindication 
to  a skinny  needle  biopsy. 

Concern  that  seeding  of  the  nee- 
dle tract  with  tumor  cells  will  occur 
secondary  to  needle  biopsy  cannot 
be  supported.  In  more  than  2,500 
fine-needle  aspiration  biopsies  per- 
formed at  Toronto  General  Hospi- 
tal, no  evidence  of  seeding  or  tumor 
dissemination  was  reported.3  On 
the  other  hand,  leakage  from  punc- 
ture of  mobile  ovarian  tumors  with 
tumor  cell  implantation  is  a more 
dangerous  possibility.4  Thus,  un- 
diagnosed mobile  or  cystic  masses, 
suggestive  of  an  early  ovarian  neo- 
plasm, should  never  be  subjected  to 
any  blind  biopsy  procedure. 

Contraindications  are  summa- 
rized in  Table  II. 

Technique 

The  actual  technique  of  fine- 
needle  aspiration  biopsy  is  simple. 
Although  Scandinavian  workers2,4 
have  developed  a special  apparatus 
for  skinny  needle  biopsy,  ordinary 
plastic  syringes  and  standard  nee- 
dles which  are  readily  available  pro- 
vide good  results  without  the  added 
cost  of  special  equipment.  The  nee- 
dle. usually  20  or  22  gauge,  is  locked 
onto  a 10  to  20  cc  syringe.  The 
length  of  the  needle  depends  on  the 
approach  to  the  involved  site.  A 1 Vi 
inch  needle  is  very  suitable  for  trans- 
cutaneous biopsies,  while  a 3-inch 
spinal,  or  even  a 6-inch  pudendal 
needle  may  be  necessary  for  the 
transvaginal  or  transrectal  approach. 
Often  an  Iowa  trumpet  guide  is  help- 
ful in  reaching  lesions  high  in  the 
vagina,  or  amputation  of  the  plastic 
sheath  of  a spinal  needle  can  pro- 
vide an  adequate  guide.  Local  anes- 


Table  II.  Contraindications  to 
Fine-Needle  Aspiration  Biopsy 

Relative 

1.  Coagulopathy. 

2.  Adjacent  organomegaly. 
Absolute 

1.  Acute  or  chronic  PID. 

2.  Undiagnosed  mobile  or  cystic 
ovarian  mass. 


Fig.  1.  Fine  needle  aspiration  of  a suspicious 
lymph  node  in  the  groin.  The  mass  is  im- 
mobilized and  the  needle  is  thrust  sharply  into 
its  center.  During  entry  into  the  mass  no 
negative  pressure  should  be  applied  to  the 
syringe.  For  a lesion  in  the  pelvis,  the  trans- 
vaginal and  transrectal  approach  can  be  used, 
with  the  needle  guided  by  the  operator’s  finger 
or  Iowa  trumpet. 

thesia  may  precede  needle  insertion 
depending  on  the  site  of  the  lesion, 
but  is  usually  not  necessary. 

The  suspicious  mass  is  localized 
and  the  insertion  site  is  prepped 
with  an  antiseptic  solution.  With  no 
negative  pressure  on  the  syringe 
barrel,  the  needle  is  inserted  into  the 
mass  (Figure  1).  Negative  pressure 
is  then  maintained  while  the  needle 
is  oscillated  inside  the  lesion  in  sev- 
eral directions  (Figure  2).  The  nega- 
tive pressure  must  be  released  prior 
to  needle  removal  from  the  interior 
of  the  mass. 

The  aspirated  cellular  material  is 
forced  out  of  the  needle  onto  one  or 
more  glass  slides  and  immediately 
fixed  (Figure  3).  Although  our  cy- 
tologists  prefer  “Pro-Fixx,”*  (2- 
propanol  68.5%,  2-propane  17.1%, 
and  polyethylene  glycol  6.9%),  a 
less  complex  solution  of  95%  etha- 
nol has  been  found  to  be  satisfac- 
tory by  others.5  The  slides  are  then 
stained  by  the  routine  Papanicolaou 
method  and  interpreted  by  a cyto- 
pathologist  with  special  interest  in 
this  technique. 

If  sufficient  cellular  material  has 
been  obtained, or  if  a second  aspira- 
tion is  done,  the  specimen  can  be 
flushed  into  a small  container  of 
normal  saline.  The  suspension  can 
be  centrifuged  in  the  laboratory  and 
a cell  block  preparation  stained  for 


*“Pro-Fixx,” ® Scientific  Products,  McGraw  Park,  111. 


further  delineation  of  cellular  fea- 
tures. 

The  aspirated  material  may  con- 
tain various  normal  epithelial  and 
mesenchymal  elements,  depending 
on  the  sampling  route.  A clear  pa- 
tient history  and  aspiration  sam- 
pling site  localization  should  always 
be  indicated  on  the  cytology  requisi- 
tion to  facilitate  interpretation.  Often, 
necrotic  debris  may  accompany  ma- 
lignant elements  in  the  sample  to 
further  challenge  the  cytologist.5 

Specimens  may  be  unsatisfactory 
for  several  reasons.  The  most  com- 
mon problem  is  drying  of  cells  on 
the  slide  with  poor  preservation  of 
cellular  detail  because  of  inade- 
quate or  slow  fixation.  Error  can 
easily  be  introduced  by  applying 
excessive  negative  pressure  to  the 
syringe  before  insertion  or  after 
withdrawal  of  the  needle;  this  in- 


Fig.  2.  Once  the  needle  is  in  the  approximate 
center  of  the  mass,  negative  pressure  is  applied 
to  the  plunger  of  the  syringe,  and  the  needle  is 
oscillated  inside  the  lesion  for  2-3  mm  in  all 
directions.  Negative  pressure  must  be  re- 
leased prior  to  removal  of  the  needle  from  the 
lesion  to  avoid  contamination. 
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Fig.  3.  As  soon  as  the  needle  is  withdrawn,  the 
aspirated  material  is  expelled  onto  a common 
glass  slide,  and  immediately  fixed.  Allowing 
the  slide  to  dry  even  for  a few  seconds  may 
alter  diagnostic  sharpness  of  cells  in  the  prep- 
aration. The  slide  is  stained  and  interpreted  by 
the  cytopathologist. 

corporates  normal  squamous  cells 
or  other  elements  present  in  the 
needle  tract.  Also,  inadequate  nega- 
tive pressure  while  actually  in  the 
lesion  or  poor  oscillation  during 
sampling  may  give  poor  results.6 

CASE  STUDIES 

Case  1 

A 50-year-old  white  female  was 
treated  with  5,000  rads  externally  to 
the  whole  pelvis,  48-hour  intracavi- 
tary cesium,  and  a sidewall  boost  to 
6.000  rads  after  diagnosis  in  April 
1980  of  a moderately  differentiated 
squamous  cell  carcinoma  of  the  cer- 
vix, Stage  II-B.  Follow-up  in  Octo- 
ber 1980  revealed  a left  pelvic  mass 
extending  from  the  mid-line  to  the 
left  pelvic  sidewall.  A fine-needle 
aspiration  biopsy  was  obtained  via 
pudendal  needle  and  guide.  Cytol- 
ogy examination  showed  bacteria, 
neutrophils,  and  degenerative  and 
necrotic  squamous  cells  without 
conclusive  evidence  of  tumor.  The 
procedure  was  repeated  by  the  same 
physician  and  cytology  of  the  sec- 
ond specimen  was  conclusive  for 
squamous  cell  carcinoma. 

Case  2 

A 57-year-old  white  female  was 
found  to  have  unresectable  papil- 
lary adenocarcinoma  of  the  ovary  at 
laparotomy  in  October  1980.  Chemo- 
therapy was  initiated,  but  in  De- 
cember 1980  inguinal  lymph  nodes 
and  a right  supraclavicular  lymph 
node  were  palpable.  Fine-needle 
aspiration  of  the  supraclavicular  node 
using  a 22-gauge  needle  on  a 10  cc 
syringe  revealed  metastatic  adeno- 
carcinoma consistent  with  ovarian 
primary  lesion. 


Case  3 

A 49-year-old  black  female  was 
treated  in  June  1980  with  6,600  rads 
externally  to  the  whole  pelvis  for  a 
poorly  differentiated  squamous  cell 
carcinoma  of  the  cervix.  Stage  III-B. 
In  November  1980  she  noted  a pain- 
ful left  chest  wall  mass.  A “Tru-Cut” 
large  bore  needle  biopsy  of  this 
lesion  was  obtained  which  proved 
inadequate  for  diagnosis.  A fine- 
needle  aspiration  biopsy  again  using 
a 22-gauge  needle  then  yielded  con- 
clusive cytologic  evidence  for  squa- 
mous cell  carcinoma. 

Case  4 

A 60-year-old  black  female  was 
diagnosed  in  September  1976  as 
having  poorly  differentiated  squa- 
mous cell  carcinoma  of  the  cervix, 
Stage  III-B.  She  was  given  5,000 
rads  externally  to  the  whole  pelvis, 
48-hour  intracavitary  cesium,  and  a 
400  rad  sidewall  boost.  She  was  re- 
admitted in  October  1980  with  left 
leg  edema  when  a left  supraclavi- 
cular lymph  node  was  felt.  Fine- 
needle  aspiration  biopsy  using  a 
22-gauge  needle  was  obtained  of  the 
supraclavicular  lymph  node  which 
demonstrated  squamous  cell  carci- 
noma. 

DISCUSSION 

As  these  case  histories  demon- 
strate, fine-needle  aspiration  bi- 
opsy can  be  a useful  tool  in  gyneco- 
logic oncology.  A disposable  plastic 
syringe  with  a 22-gauge  needle  is  a 
simple  and  inexpensive  piece  of 
equipment  when  compared  to  the 
more  elaborate  large  bore  tissue  bi- 
opsy needles,  and  it  is  certainly  less 
complex  than  the  instruments  re- 
quired for  open  surgical  biopsy.  Al- 
though fine-needle  aspiration  biopsy 
cannot  replace  surgical  exploration 
for  staging,  when  the  pathologic 
diagnosis  is  the  primary  considera- 
tion, the  simpler  procedure  is  pref- 
erable. 

Sevin,  et  al,  recently  reported  140 
consecutive  fine-needle  aspiration 
biopsies  in  124  patients.2  They  found 
the  reliability  of  fine-needle  aspira- 
tion in  differentiating  between  malig- 
nant and  benign  conditions  to  be 
96%.  The  diagnostic  accuracy  for 
predicting  malignant  disease  was 
95%;  all  patients  had  subsequent 


histologic  confirmation.  When  the 
fine-needle  specimen  contained  ma- 
lignant cells,  specificity  of  the  his- 
tologic diagnosis  was  suggested  in 
98%  of  the  skinny  needle  prepara- 
tions. 

In  presenting  their  experience 
with  2,591  fine-needle  aspiration  bi- 
opsies done  between  1967  and  1978, 
Tao,  et  al,  found  fine-needle  aspira- 
tion biopsy  to  be  a safe  and  inexpen- 
sive method  for  obtaining  speci- 
mens for  pathologic  diagnosis  from 
virtually  any  accessible  localized 
lesion  in  the  body.3  Their  early  de- 
tection rate  for  malignant  disease 
was  83%  but  increased  to  93.4%  at 
the  time  of  their  report.  This  im- 
provement in  accuracy  was  par- 
tially attributable  to  increased  ex- 
perience by  the  cytopathologist 
interpreting  the  preparations. 

Nordqvist  and  colleagues  reported 
77  fine-needle  aspiration  biopsies  in 
74  patients  with  gynecologic  malig- 
nancies.4 Fifty-eight  cases  had  a his- 
tologic diagnosis  by  surgical  biopsy; 
there  was  excellent  cytologic  cor- 
relation in  55  patients,  and  no  pa- 
tients suffered  complications  attrib- 
utable to  the  procedure. 

At  North  Carolina  Memorial  Hos- 
pital, fine-needle  aspiration  biopsy 
is  frequently  used  on  the  gyneco- 
logic oncology  service  by  residents, 
fellows  and  attending  physicians  in 
the  outpatient  clinic  and  on  the  in- 
patient wards.  There  has  been  only 
one  known  complication  in  50  such 
biopsies  by  physicians  at  all  levels 
of  training  — one  patient  developed 
pelvic  inflammatory  disease  follow- 
ing fine-needle  aspiration  of  a suspi- 
cious vaginal  lesion  but  responded 
well  to  antibiotic  therapy. 

Fine-needle  aspiration  biopsy  may 
avoid  many  of  the  complications  as- 
sociated with  histologic  biopsy  by 
the  larger  bore  needles.  A Menghini 
needle  has  a five  times  greater  cross- 
sectional  diameter  and  a Vim-Silver- 
man  needle  has  a 12  times  greater 
cross-sectional  diameter  than  a 22- 
gauge  needle.3  One  group  reported 
complications  in  25  of  74  biopsies 
using  the  Vim-Silverman  needle,  in- 
cluding bleeding,  infection  and  fis- 
tula formation.7  In  the  same  study, 
77  fine-needle  aspiration  biopsies 
were  performed  without  any  compli- 
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cations  with  the  exception  of  tran- 
sient fever  in  one  patient. 

Fine-needle  aspiration  biopsy  can 
be  used  with  outpatients  as  well  as 
inpatients  with  a diagnostic  accuracy 
as  high  as  95%.  The  technique  of 
fine-needle  aspiration  biopsy  requires 
no  prerequisite  surgical  skills  and 
can  certainly  be  done  by  a family 
practitioner  or  internist  as  easily  as 
by  a gynecologist  or  general  surgeon. 
Except  for  the  contraindications 
(coagulopathy,  pelvic  inflammatory 


diseases,  adjacent  organomegaly, 
undiagnosed  solitary  ovarian  mass), 
any  definitive  mass  within  reach  can 
be  aspirated  for  cytological  evalua- 
tion. Thus,  fine-needle  aspiration 
biopsy  is  a useful  technique  which 
can  be  easily  done  by  all  physicians. 
With  close  cooperation  of  the  cy- 
tologist,  this  method  can  replace 
most  other  biopsy  techniques. 
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Thus,  a celebrated  general,  during  a dysentery,  finding  the  number  of  his  physicians  too 
small,  issued  by  their  advice,  a general  order,  that  a certain  quantity  of  Glauber  salts  should 
be  administered  to  each  soldier,  at  regular  intervals;  the  army  was  accordingly  soon  freed 
from  disease.  Here  the  frequent  deaths,  and  the  sudden  relief  afforded  by  the  medicine  to 
thousands,  removed  all  doubt  with  regard  to  its  efficacy.  During  one  of  the  campaigns  of 
Austria  in  Hungary,  the  retinue  of  a certain  count  was  entirely  free  from  an  intermittent 
which  was  general  in  the  army,  because  bark  was  regularly  administered  to  his  followers: 
Here  the  number  ot  the  trials,  and  the  continuance  of  the  disease  among  thousands,  who  did 
not  take  the  medicine,  proved  its  efficacy.  In  the  same  campaign,  the  scurvy  prevailed; 
mercury  was  exhibited,  and  death  was  the  uniform  consequence;  as  the  disease  raged 
extensively,  it  settled  the  noxious  influence  of  the  remedy  beyond  controversy.  — Elements 
of  the  Theory’  and  Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions, 
adapted  to  the  Practice  of  the  United  States,  by  Nathaniel  Potter.  M.D.,  and  S.  Colhoun, 
M.D.,  Vol.  I,  Philadelphia,  Towar  & Hogan,  1829. 
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INTRODUCTION  OF  DR.  JOHNSON 

It  seems  most  appropriate  that  this  lecture  be  presented  not  only  by  a 
native  North  Carolinian  but  also  by  a native  of  Wilmington,  Dr.  Hooper  s 
home.  Further,  our  speaker's  father  was  a partner  of  Dr.  Hooper. 

Dr.  George  Johnson,  Jr.,  was  born  in  Wilmington  and  grew  up  in  a 
medical  milieu.  After  graduating  from  high  school,  he  joined  the  Army  as  a 
private  in  1944,  attaining  the  rank  of  first  lieutenant  at  discharge  in  1946.  He 
returned  to  Chapel  Hill,  receiving  his  B.S.  in  medicine  in  1949  and  certifi- 
cate in  medicine  in  1950.  He  received  his  doctorate  of  medicine  from 
Cornell  University  Medical  College  in  1952  and  remained  at  the  New  York 
Hospital  for  graduate  education  in  surgery  until  1958.  He  was  named 
instructor  in  surgery  at  Cornell  in  1958-59.  After  two  years  of  private 
practice  in  Durham  and  as  a clinical  instructor  at  the  University  of  North 
Carolina,  he  joined  the  fulltime  faculty  as  an  assistant  professor  of  surgery 
in  1961.  He  was  named  professor  of  surgery  in  1969. 

Dr.  Johnson’s  clinical  interests  have  been  related  to  cirrhosis,  vascular 
disease,  shock  and  trauma.  These  interests  have  been  nicely  com- 
plemented by  investigations  in  the  laboratory  involving  hemodynamic 
changes  accompanying  cirrhosis,  pulmonary  embolism,  and  arteriovenous 
fistulae.  He  has  been  responsible  for  the  development  of  a clinical  labora- 
tory for  the  study  of  patients  with  peripheral  vascular  disease.  He  is  a 
dedicated  teacher  and  highly  respected  by  our  students  and  house  staff. 

Dr.  Johnson  has  a catholicity  of  interests  and  accomplishments,  particularly  in  trauma,  vascular  surgery,  traffic 
safety,  rehabilitation  and  the  development  of  emergency  medical  services.  He  has  also  been  president  of  the 
University  Association  for  Emergency  Medical  Services,  president  ol  the  North  Carolina  Chapter  of  the  Ameri- 
can College  of  Surgeons  and  chairman  of  several  state  and  national  committees.  He  is  currently  a Governor  of  the 
American  College  of  Surgeons.  (His  devoted  service  as  a former  member  of  the  editorial  board  of  the  “North 
Carolina  Medical  Journal’  ’ should  also  be  remarked  on  as  further  evidence  of  Dr.  Johnson’s  broad  interests.  Ed.) 

Dr.  Johnson’s  role  as  an  educator,  surgeon  and  investigator  was  further  recognized  in  1974  when  he  was  named 
the  Roscoe  B.  G.  Cowper  Distinguished  Professor  of  Surgery. 

A recitation  of  an  individual’s  achievements  and  responsibilities  often  fails  to  give  a real  picture  of  a person.  Di . 
Johnson’s  role  in  the  development  of  the  vascular  surgical  service  at  the  North  Carolina  Memorial  Hospital  and  his 
complete  commitment  to  patient  care  and  medical  education  qualify  him  to  be  the  compleat  academic  surgeon.  His 
wise  counsel  is  sought  by  students,  residents,  hospital  administrators,  as  well  as  the  department  chaiiman. 

Theodore  H.  White  in  “Search  of  History”  stated  that  people  can  be  separated  into  “large”  and  “small” 
according  to  whether  their  ideas  are  their  own  or  the  ideas  of  others.  According  to  this  criterion.  Dr.  Johnson 
belongs  in  the  “large”  category. 

C.  G.  Thomas,  Jr.,  M.D. 

Roscoe  B.  G.  Cowper  Professor  of  Surgery,  Department  of 
Surgery,  University  of  North  Carolina  School  of  Medicine, 

Chapel  Hill,  N.C.  27514 
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Society,  May  2,  1980,  Pinehurst,  N.C. 
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INTRODUCTION 

In  1924  a young  physician  from 
Wallace  finished  the  School  of  Medi- 
cine at  the  University  of  Pennsyl- 
vania and  started  an  internship  at 
James  Walker  Memorial  Hospital  in 
Wilmington.  Following  this  he  was 
physician  for  the  Atlantic  Coastline 
Railroad  and  then  for  a year  studied 
obstetrics  and  gynecology  at  the  Chi- 
cago Lying-In  Hospital.  He  returned 
to  Wilmington  in  1927  to  begin  the 
practice  of  medicine. 

The  chief  of  surgery  at  the  James 
Walker  at  this  time  was  the  leading 
surgeon  for  southeastern  North  Car- 
olina. He  had  the  biggest  practice 
and  was  well  respected  by  both  phy- 
sicians and  the  public  of  this  and  sur- 
rounding communities.  He  asked  this 
young  physician  who  had  just  re- 
turned to  join  him  in  practice.  This 
was  not  a preceptorship;  it  was  not 
for  salary;  it  was  to  split  the  income 
50/50.  This  was  in  spite  of  the  fact 
that  the  elder  physician  had  built  up 
a very  impressive  practice  over  the 
previous  10  years. 


Thus,  in  1927,  Dr.  Joseph  Ward 
Hooper  (Figure  1)  and  my  father  be- 
came partners  in  the  practice  of  medi- 
cine. There  was  never  an  argument 
between  them.  There  was  no  written 
document  regarding  their  practice. 
The  income  was  split  50/50  to  the  day 
of  Dr.  Hooper’s  death  in  1952. 

I hope  this  presentation  will  in 
some  way  pay  homage  to  that  asso- 
ciation. Certainly  the  topic  has  no 
relation.  My  father  was  almost  a 
teetotaler  and  Dr.  Hooper  was  not 
interested  in  or  concerned  with  the 
evils  of  alcohol. 


6 ^ T F.  as  Allen  Whipple  had  hoped, 

a an  Eck  fistula  could  be  fash- 
ioned without  mortality  or  morbid- 
ity in  patients  with  bleeding  esopha- 
gogastric varices,  this  collection  of 
articles  would  never  have  been  as- 
sembled.”1 

This  statement  by  Gardner  Child 
in  his  book  in  1974  reflects  the  pre- 
dicament in  which  we  find  ourselves 
in  the  operative  treatment  of  esopha- 


geal varices.  Today,  1 would  like  to 
highlight  the  history  of  the  surgical 
treatment  of  esophageal  varices, 
dwell  on  some  of  the  physiology  of 
the  portal  venous  system  — both 
normal  and  pathological  — look  at 
some  of  the  operative  modalities  in 
current  use,  and  end  with  a step- 
wise approach  which  reflects  the 
management  of  esophageal  varices 
as  we  practice  it  today. 

Cirrhosis  of  the  liver  affects  10 
million  patients  in  the  United  States. 
Forty-five  percent  of  these  have 
esophageal  varices.  It  is  the  third 
most  common  cause  of  death  be- 
tween the  ages  of  25  and  65.  In 
North  Carolina,  it  is  the  fourth  most 
common  cause  of  death  between  the 
ages  of  35  and  65.  It  accounts  for 
more  deaths  than  motor  vehicle  ac- 
cidents or  suicides. 

At  the  North  Carolina  Memorial 
Hospital,  it  has  accounted  for  one  in 
every  143  admissions  over  the  past 
10  years.  Thus,  there  has  been  one 
admission  for  cirrhosis  every  third 
day.  There  have  been  1,400  autop- 
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Fig.  1.  Dr.  Joseph  Ward  Hooper 
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sies  performed  in  a six-year  period 
— 12%  of  which  have  revealed  cir- 
rhosis of  the  liver.  Thus,  our  discus- 
sion today  is  relevant  — and  rele- 
vant to  the  people  of  North  Carolina. 

The  history  of  the  operative  treat- 
ment of  esophageal  varices  begins 
with  Nicholay  Eck  (Figure  2)  who 
in  1877  as  a surgeon  in  the  Russian 
Army,  created  a fistula  between  the 
portal  vein  and  the  inferior  vena  cava. 
He  suggested  its  use  for  ascites 
but  before  he  could  implement  his 
thoughts,  he  was  transferred  to  Si- 
beria and  never  heard  of  again. 

Guido  Banti  (Figure  3)  was  an 
Italian  pathologist  who  in  1883  de- 
scribed a syndrome  of  splenomeg- 
aly, anemia  and  progressive  cir- 
rhosis of  the  liver.  He  attributed  the 
seat  of  the  pathology  to  the  spleen. 
Around  the  turn  of  the  century,  he 
convinced  the  great  American  in- 
ternist, Sir  William  Osier,  that  the 
treatment  of  choice  for  splenic 
anemia  was  splenectomy.  Unfor- 
tunately, splenic  anemia  included 
bleeding  esophageal  varices  as  well 
as  hypersplenism  and,  perhaps, 
some  other  diseases.  It  took  about 
40  years  for  Pemberton  of  the  Mayo 
Clinic  to  demonstrate  that  Osier  and 


Fig.  2.  Nicolay  Eck  (1847-1908) 


Fig.  3.  Guido  Banti  (1852-1925) 


his  friend,  William  Mayo,  were  in 
error  in  treating  all  patients  with 
splenic  anemia  with  splenectomy. 

In  1945,  at  the  Spleen  Clinic  in 
Columbia,  Allen  O.  Whipple2  and 
his  associates,  Blakemore,  Lord 
and  Voorhees,  popularized  the  porta- 
caval shunt.  It  took  another  20  years 
to  demonstrate  that  this  procedure 
had  little  or  no  influence  on  the 
longevity  of  the  patient  with  bleed- 
ing esophageal  varices.  Thus,  it  has 
taken  over  100  years  to  demonstrate 
the  relation  of  cirrhosis  of  the  liver, 
portal  hypertension  and  esophageal 
varices,  and  to  demonstrate  some  of 
the  biochemical  and  physiological 
alterations  imposed  by  the  porta- 
caval shunt. 

To  understand  the  pathology  and 
management  of  patients  with  portal 
hypertension  and  bleeding  esopha- 


tem. 


geal  varices,  some  of  the  anatomy 
of  the  portal  venous  system  must 
be  understood  (Figure  4).  The  sys- 
temic circulation  of  the  upper  ab- 
domen includes  the  inferior  vena 
cava  and  the  renal  veins.  The  portal 
venous  system  is  made  up  of  the 
greater  and  lesser  splanchnic  sys- 
tem. The  former  includes  the  portal 
vein  and  the  tributaries  to  it  from  the 
intestinal  system  and  carries  nutri- 
ents from  the  intestinal  tract  to  the 
liver.  The  lesser  splanchnic  system 
drains  the  spleen,  the  stomach  and 
the  esophagus  and  connects  to  the 
azygous  vein  in  the  chest  via  the 
esophageal  veins.  It  is  within  the 
lesser  splanchnic  system  that  esoph- 
ageal varices  occur. 

The  popular  theory  for  the  cause 
of  portal  hypertension  is  an  ob- 
struction to  the  portal  venous  flow 
through  the  liver.  The  portacaval 
shunt,  or  Eck  fistula,  would  decom- 
press the  esophageal  varices  through 
the  coronary  vein.  Were  it  not  for 
the  interference  with  hepatic  me- 
tabolism and  from  the  encephalop- 
athy caused  by  the  immediate  en- 
try of  nitrogenous  materials  into  the 
systemic  circulation,  this  procedure 
would  still  enjoy  the  widespread 
popularity  it  had  a few  years  ago. 

Nathan  Womack  (Figure  5)  of 
Chapel  Hill  was  one  of  the  first  to 
challenge  this  ingrained  belief  that 
the  sole  cause  of  portal  hyperten- 
sion was  obstruction.  He  hypothe- 
sized that  in  many  instances,  the 


Fig.  5.  Nathan  Womack  (1901-1975) 
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cause  of  portal  hypertension  was 
a massive  inflow  into  the  portal 
venous  system  — perhaps  from  the 
spleen,  the  stomach  or  other  arte- 
riovenous communications.  An  op- 
eration3 was  devised  to  correct  this. 
The  procedure  that  he  developed 
was  designed  to  ablate  the  varices 
and  the  collateral  veins  and  to  de- 
crease the  portal  venous  inflow. 

The  ablative  operations  have  been 
popularized  by  three  schools:  the 
Womack  in  Chapel  Hill,  the  Hassab4 
in  Egypt  and  the  Sugiura5  in  Japan. 
The  distinguishing  features  of  the 
Womack  procedure  include  resec- 
tion of  the  greater  curvature  of  the 
stomach  in  association  with  sple- 
nectomy and  gastric  devasculariza- 
tion. The  results  in  60  consecutive 
patients  revealed  a long-term  sur- 
vival equivalent  to  that  following 
the  portacaval  shunt.  However,  the 
35%  operative  mortality  and  the 
high  incidence  of  recurrent  bleeding 
steered  us  away  from  continuing  this 
procedure  except  in  highly  selective 
instances.  Those  individuals  with 
hypersplenism  or  without  satisfac- 
tory veins  for  shunts,  may  be  candi- 
dates for  this  procedure. 

Hassab  of  Egypt  presented  the  de- 
congestive  operation  which  consists 
of  splenectomy  plus  obliteration  of 
the  perigastric  and  periesophageal 
vessels.  He  has  reported  excellent 
results.  Unfortunately,  his  patients 
had  portal  hypertension  associated 
primarily  with  schistosemiasis  which 
in  all  likelihood  is  a different  disease 
from  the  Laennec’s  and  posthepa- 
titic cirrhosis  that  is  seen  in  this 
country. 

The  Sugiura  procedure’s  distin- 
guishing feature  is  transection  of  the 
esophagus  in  association  with  gas- 
tric and  esophageal  devasculariza- 
tion. It  would  appear  that  they  are 
also  operating  for  a type  of  non- 
alcoholic cirrhosis  that  is  an  entirely 
different  disease  than  we  see  in  the 
United  States. 

The  selective  shunts  are  in  vogue 
in  most  clinics  at  this  time.  The  dis- 
tal splenorenal  shunt  is  an  innova- 
tive procedure  developed  by  Zeppa 
and  Warren  and  recently  reported 
on  by  Rikkers.6  It  is  an  attempt  to 
selectively  decompress  the  varices 
through  the  spleen  into  the  renal 
vein.  It  is  essential  in  this  instance  to 


separate  the  lesser  from  the  greater 
splanchnic  circulation  in  order  for 
this  operation  to  be  effective.  Cur- 
rent data  are  beginning  to  raise  sev- 
eral provocative  questions.  It  would 
appear  that  over  the  course  of  time, 
these  communicating  channels  re- 
connect. This  does  not  necessarily 
mean  the  patient  will  rebleed.  It  may 
be  that  the  ravages  of  hepatitis  have 
subsided,  the  patient  has  stopped 
drinking  alcohol,  and/or  other  less 
dangerous  collaterals  have  developed 
decompressing  the  portal  venous 
system. 

Another  interesting  and  innova- 
tive procedure  was  developed  by 
Inokuchi  of  Japan  in  which  a saphe- 
nous vein  graft  was  used  to  shunt 
the  coronary  venous  circulation  into 
the  inferior  vena  cava  while  doing  a 
lesser  from  greater  splanchnic  dis- 
connect. 

The  total  shunts  are  associated 
with  a low  mortality,  a low  incidence 
of  rebleeding,  yet  a real  danger  from 
encephalopathy  and  perhaps  a pro- 
gression of  cirrhosis  because  of 
portal  venous  blood  diversion  from 
the  liver.  The  ablative  operation  is 
associated  with  a high  mortality  and 
a high  incidence  of  rebleeding  yet 
essentially  no  encephalopathy  and 
preservation  of  liver  flow.  The  selec- 
tive shunts  can  be  done  with  a rela- 
tively low  mortality,  a low  incidence 
of  rebleed,  no  encephalopathy  and 
no  decrease  in  liver  flow.  The  long- 
term results  are  just  beginning  to  be 
available. 

Thus,  we  have  three  general  types 
of  operative  procedures  to  treat 
bleeding  esophageal  varices;  total 
shunts,  ablative  procedures  and  se- 
lective shunts.  The  total  shunts  in- 
clude the  end-to-side  portacaval 
shunt  which  completely  diverts  por- 
tal venous  blood  away  from  the  liver, 
the  side-to-side  portacaval  shunt 
which  also  diverts  portal  flow  away 
from  the  liver  and,  in  fact,  decom- 
presses the  intrahepatic  portal  ven- 
ous system,  and  the  more  current 
mesocaval  shunt  which  was  hoped 
would  partially  decompress  the  por- 
tal venous  system  yet  allow  hepato- 
petal  flow  into  the  liver.  Unfortu- 
nately. this  does  not  usually  occur. 

While  the  main  thrust  of  this  pre- 
sentation has  been  to  present  the 
physiology  of  the  portal  venous  sys- 


tem associated  with  portal  hyperten- 
sion and  the  clinical  management  of 
bleeding  esophageal  varices,  angio- 
graphic evaluation  of  the  portal  arte- 
rial and  venous  system  has  been  es- 
sential in  the  search  for  management 
of  this  disease.  These  include  a celiac 
and  superior  mesenteric  artery  angio- 
gram looking  for  anomalies  of  the 
arterial  system  and  demonstration 
of  a patent  splenic  and  portal  vein 
and  hepatopetal  flow  on  the  portal 
venous  angiogram.  Hepatic  vein 
angiograms  are  performed  to  see  the 
architectural  structure  of  the  liver 
and  to  measure  the  hepatic  wedge 
pressure  which  reflects  the  portal 
venous  pressure. 

With  this  knowledge  of  the  path- 
ological physiology  of  the  portal 
venous  system  and  a knowledge  of 
the  anatomy  as  defined  by  x-ray,  a 
decision  regarding  a choice  of  one  of 
the  operations  is  made.  For  the  per- 
son who  is  an  incurable  alcoholic, 
perhaps  the  most  important  thing  is 
to  stop  the  bleeding.  In  this  in- 
stance, we  may  well  choose  a porta- 
caval shunt.  If  the  condition  of  the 
liver  is  such  that  there  is  already 
hepatafugal  flow  (away  from  the 
liver),  a total  shunt  is  suggested 
since  further  diversion  of  the  blood 
from  the  liver  does  no  harm.  Neither 
the  ablative  nor  the  distal  spleno- 
renal shunt  should  be  performed  as 
an  emergency  since  they  are  techni- 
cally more  difficult  procedures.  In 
those  patients  in  whom  there  are  no 
available  veins,  an  ablative  opera- 
tion should  be  strongly  considered. 
The  ability  to  stand  the  nitrogen 
load  can  be  tested  by  giving  a chal- 
lenging dose  of  urea  and  monitor- 
ing the  serum  ammonia.  For  those 
patients  who  have  uncontrollable 
ascites,  a distal  splenorenal  shunt  or 
ablative  operative  procedure  may 
be  harmful.  Hypersplenism  is  not 
always  cured  by  the  portacaval  shunt 
or  the  distal  splenorenal  shunt.  Thus, 
this  might  be  an  indication  to  con- 
sider the  ablative  operation.  Actu- 
ally, the  best  results  with  the  abla- 
tive operation  are  in  those  people 
who  have  large  spleens  and  hyper- 
splenism as  measured  by  a platelet 
count  less  than  100.000.  Finally, 
and  perhaps  most  important,  are  the 
expertise  of  the  surgeon  and  the 
facilities  of  the  institution.  Thus, 
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for  the  surgeon  who  does  infrequent 
operations  as  treatment  for  bleed- 
ing esophageal  varices,  the  distal 
splenorenal  shunt  and  the  ablative 
operations  can  be  extremely  diffi- 
cult. 

The  clinical  management  of  the 
patient  with  upper  gastrointestinal 
bleeding  is  depicted  on  the  algo- 
rithm (Figure  6).  Immediate  endos- 
copy is  performed.  For  the  patient 
who  has  nonvariceal  bleeding,  the 
therapy  is  as  usually  indicated.  If 
varices  are  found  but  are  not  bleed- 
ing, we  observe  and  evaluate  them. 
An  elective  operation  is  performed 
only  if  there  has  been  massive  hem- 
orrhage or  it  is  a second  or  third 
hemorrhage.  If,  on  endoscopy,  the 
varices  are  bleeding,  we  give  intra- 
venous pitressin,  correct  the  coagu- 
lation abnormalities  and  give  blood 
transfusion  based  on  the  hemody- 
namics and  not  on  the  hematocrit. 
There  is  a correlation  between  in- 
crease in  systemic  pressure  and  in- 
crease in  portal  venous  pressure. 
Therefore,  we  should  be  certain  that 
the  central  venous  pressure  is  not 


elevated  if  at  all  possible.  In  addi- 
tion, one  of  the  more  important  con- 
siderations in  increasing  viscosity 
of  blood  are  the  red  cells.  An  excess 
of  red  cells  in  these  patients  has  a 
significant  influence  on  the  viscos- 
ity and,  thus  again,  on  the  portal 
venous  pressure. 

If  the  bleeding  is  controlled,  we 
observe  and  evaluate  and  perform 
an  elective  operation  if  there  has 
been  massive  hemorrhage  or  if  it  is 
the  second  or  third  minor  hemor- 
rhage. 

If  the  bleeding  continues,  how- 
ever, we  attempt  Sengstaken-Blake- 
more  tube  tamponade.  If  the  bleed- 
ing is  controlled,  we  observe  and 
evaluate  in  the  hospital  and  perform 
an  elective  operation  if  indicated.  If 
the  patient  continues  to  bleed  with  a 
Sengstaken  tube,  an  emergent  op- 
eration is  performed. 

There  are  those  who  embolize  the 
coronary  vein  and  short  gastric  veins 
by  transhepatic  catheterization.  It  is 
not  a definitive  procedure  but  it  may 
help  avoid  the  emergent  operation. 

Sclerotherapy  of  the  varices 


through  the  esophagoscope  has  been 
recorded  with  increasing  frequency. 
Excellent  early  results  have  been 
reported7  although  repeated  injec- 
tions are  required. 

Orloff8  recommends  immediate 
emergent  operation  as  soon  as  the 
patient  is  seen  and  the  diagnosis  of 
bleeding  esophageal  varices  is  con- 
firmed. We  do  not  subscribe  to  this. 
He  reports  a 50%  mortality  rate  with 
this  operation.  We  think  we  can  do 
better  than  this. 

Today  I have  tried  to  present  to 
you  that  cirrhosis  of  the  liver  and 
esophageal  varices  is  a prevalent, 
disabling  and  costly  disease.  The 
treatment  of  esophageal  varices  is  a 
challenge  to  both  medical  and  surgi- 
cal colleagues.  The  operations  con- 
sist of  total  shunts,  ablative  opera- 
tions and  selective  shunts.  They 
have  been  presented  relative  to  the 
hemodynamics  of  the  lesser  and 
greater  splanchnic  systems.  The  re- 
sults of  the  selective  and  ablative 
operations  depend  upon  our  ability 
to  separate  these  two  venous  sys- 
tems. Whether  continuation  of  this 
separation  is  essential  to  prevent  re- 
current bleeding  remains  to  be  seen. 
The  choice  of  operations  should  be 
individualized  according  to  the  pa- 
tient and  will  depend  on  the  expertise 
of  the  surgeon  and  the  facilities  of 
the  institution. 

It  has  been  a pleasure  for  me  to 
honor  the  association  of  my  father 
and  Dr.  Joseph  Ward  Hooper  with 
this  review  of  the  current  therapy 
for  portal  hypertension. 
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Fig.  6.  Management  of  the  patient  with  bleeding  esophageal  varices  who  presents  with  upper 
gastrointestinal  bleeding.* 

* Reproduced  with  permission  from  Johnson  G Jr:  Surgery  for  bleeding  esophageal  varices. 
In:  Jordan  GL  Jr,  et  al  (eds).  Advances  in  Surgery,  Vol  14.  Copyright©  1980  by  Year  Book 
Medical  Publishers,  Inc.,  Chicago. 
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Prophylaxis  of  Neonatal  Eye  Infections 


Robert  G.  Dillard,  M.D. 


RECENT  developments  on  the 
subject  of  prophylaxis  for  neo- 
natal gonococcal  eye  infections  have 
made  this  once  simple  issue  a com- 
plicated one.  Topics  as  diverse  as 
mother-infant  bonding  and  Chlamyd- 
ial and  group  B streptococcal  infec- 
tions provide  a challenge  to  the  phy- 
sician attempting  to  come  up  with  a 
regimen  which  both  pleases  an  in- 
creasingly vocal  group  of  parents 
and  provides  the  optimum  in  safety 
and  efficacy  for  the  newborn. 

The  importance  of  eye-to-eye  con- 
tact in  establishing  optimal  mother- 
infant  relationships  has  been  stressed 
by  Klaus  and  Kennell.1  They  be- 
lieve that  the  visual  system  provides 
“one  of  the  most  powerful  networks 
for  the  mediation  of  maternal  at- 
tachment.” Silver  nitrate  ( 1%)  given 
immediately  after  birth  has  been 
shown  to  inhibit  eye  opening  in  the 
first  20  minutes  of  life.2  Mothers 
of  late  treated  infants  in  the  above 
study  were  “surprised  and  delighted 
with  their  wide-eyed  babies.”  In 
spite  of  the  latter  observation,  the 
mothers  of  early  and  late  treated 
infants  exhibited  no  differences  in 
behavior  with  respect  to  “baby  fo- 
cused attention  or  excitement  dur- 
ing this  initial  social  encounter.”2 
It  is  not  known  whether  impairing 
this  early  visual  experience  has 
a negative  effect  on  the  way  that 
parents  interact  with  their  children 
on  a long  term  basis.  A recent  criti- 
cal review  of  the  subject  of  maternal 
attachment  questions  the  evidence 
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that  such  early  postnatal  experi- 
ences profoundly  affect  the  deve- 
lopment of  the  mother-infant  bond.3 

However,  because  of  the  above 
issue,  many  (including  parents) 
have  promoted  the  instillation  of 
silver  nitrate  drops  after  the  initial 
parental  encounter  when  the  infant 
has  been  admitted  to  the  nursery. 
Although  there  are  no  definitive 
data  on  the  safety  of  delaying  treat- 
ment, several  committees  of  the 
American  Academy  of  Pediatrics 
state  that  doing  so  “for  up  to  one 
hour  after  birth  probably  will  not 
affect  efficacy.”4 

Another  issue  regarding  silver 
nitrate  relates  to  its  failure  to  pre- 
vent neonatal  Chlamydial  eye  infec- 
tions (“inclusion  blenorrhea”).  Chla- 
mydia, like  many  sexually  trans- 
mitted organisms,  is  becoming  a 
common  organism  causing  neonatal 
infections.  Erythromycin,  but  not 
tetracycline,  may  be  effective  as 
a prophylactic  agent  for  neonatal 
Chlamydial  eye  infections.5-6  Neither 
agent  has  been  shown  to  prevent 
respiratory  illness  caused  by  that 
organism. 

That  neither  erythromycin  nor 
tetracycline  induces  a chemical  con- 
junctivitis (eye  opening  has  not  been 
studied)  and  that  at  least  one  agent 
may  have  the  additional  advantage 
of  being  effective  against  Chlamydia 
have  led  some  to  recommend  these 
agents  over  silver  nitrate  as  drugs 
of  choice  in  neonatal  prophylaxis 
for  gonococcal  eye  infections.  In 
fact,  the  Center  for  Disease  Control 
(CDC)  has  recently  revised  its  rec- 
ommendations in  this  regard  by 
stating  that  “ophthalmic  ointment 


or  drops  containing  tetracycline  or 
erythromycin  or  a 1%  silver  nitrate 
solution”  are  effective  and  accept- 
able.7 

Both  erythromycin  and  tetracy- 
cline appear  to  be  effective  agents 
for  the  prevention  of  neonatal  gono- 
coccal eye  infection.8,9  However, 
neither  has  been  tested  in  popula- 
tions of  infants  born  to  mothers  who 
are  at  high  risk  for  having  gonor- 
rhea. The  decision  by  the  CDC  to 
alter  its  recommendation,  there- 
fore, may  be  premature,  especially 
in  view  of  the  increasing  incidence 
of  gonococcal  infections  in  this  coun- 
try. 

Siegel,  et  al,  suggest  that  intra- 
muscular (IM)  penicillin  is  an  effec- 
tive prophylactic  agent  for  neonatal 
gonococcal  and  group  B beta  strep- 
tococcal infections;1"  however,  an 
increased  incidence  of  penicillin- 
resistant  pathogens  in  the  study  led 
them  to  oppose  routine  administra- 
tion of  IM  penicillin  for  the  present. 

After  careful  consideration  of  these 
data,  the  Committee  on  the  Fetus 
and  Newborn  of  the  N.C.  Chapter 
of  the  American  Academy  of  Pedi- 
atrics recommends  the  following: 

1.  That  silver  nitrate  (1%)  is  still 
the  agent  of  choice  for  routine  pro- 
phylaxis of  neonatal  eye  infections. 

2.  That  it  may  be  instilled  up  to  one 
hour  after  delivery. 

3.  That  the  infant’s  eyes  should 
not  be  irrigated  after  instillation. 

4.  That  in  the  event  of  parental 
objection  to  the  use  of  silver  nitrate, 
either  tetracycline  (1%)  ophthalmic 
ointment  or  drops  or  erythromycin 
(0.5%)  ophthalmic  drops  may  be 
used. 
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5.  That  until  more  information  is 
available,  IM  penicillin  should  not 
be  used  as  a prophylactic  agent  for 
neonatal  gonococcal  eye  infection. 
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Though  the  history  of  the  operation  of  medical  causes  is  obscure,  from  their  variety  and 
their  conflicting  nature,  yet  by  a proper  examination  of  them,  great  triumphs  have  been 
achieved  over  the  most  dreadful  maladies;  and  it  is  by  observation,  accurately  appreciating 
the  circumstances,  on  which  the  efficiency  of  remedies  is  decided,  that  the  benefits  of  our 
science  are  most  conspicuous.  Thus,  for  instance,  with  regard  to  the  treatment  by  venesec- 
tion of  inflammatory  diseases,  the  most  common  of  all  morbid  affections:  However  hidden 
may  be  the  seat  of  the  inflammation  — in  the  eye,  the  head,  the  lungs,  if  its  symptoms  be 
present,  this  plan  of  treatment  effectually  removes  it,  and  prevents,  when  judiciously 
administered,  the  formation  of  abscesses,  which  almost  always  end  in  the  destruction  of  the 
organ,  and  if  the  organ  be  necessary  to  life,  in  the  death  of  the  individual.  — Elements  of  the 
Theory  and  Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions,  adapted 
to  the  Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and  S.  Colhoun,  M.D.,  Vol. 
I,  Philadelphia,  Towar  & Hogan,  1829. 
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1982  Mid-Winter  Conference: 
Can  the  Practicing  Physician 
Be  A Successful  Politician? 


The  Honorable  Otis  R.  Bowen,  M.D. 


NOTE:  The  1982  Mid-Winter  Conference,  held  in  February  in  Winston-Salem,  was  a great  success  with  over  150 

participants.  Previously  called  the  Conference  for  Medical  Leadership,  the  meeting  originated  in  1959  as  a 
means  of  instructing  county  medical  society  officers  and  committee  chairmen.  However,  with  organized 
medicine  increasingly  called  upon  to  represent  the  views  of  the  profession  on  a wide  variety  of  issues,  the 
Conference  now  focuses  on  the  dissemination  of  information  to  the  membership  of  the  North  Carolina 
Medical  Society.  It  is  sponsored  by  the  Committee  on  Communications.  This  year’s  theme  was  “Medicine  in 
the  ’80s.”  The  JOURNAL  will  provide  coverage  and  review  of  the  Conference  for  the  next  few  months.  This 
month,  the  keynote  speaker’s  address  is  reprinted  in  full. 

A.A.H. 


I’M  a little  apprehensive  for  1 was 
asked  to  cover  a broad  and  rather 
controversial  subject.  Several  titles 
were  mentioned,  such  as,  “Physi- 
cians Holding  Office,"  “How  to 
Manage  Time  for  Medical  Practice 
and  Politics,"  and  “The  Physician 
as  a Leader.” 

I don’t  mean  to  imply  by  my  re- 
marks that  I've  been  the  type  of 
leader  about  whom  I've  been  asked 
to  speak,  but  I suspect  a good  place 
to  start  is  how  I became  involved  in 
politics  that  eventually  led  to  being 
governor  for  eight  years  of  the  12th 
most  populated  state  in  the  nation. 

I began  as  county  coroner.  It  was 
not  that  I particularly  desired  to  be 
coroner,  but  I come  from  a small 
town  of  3,500  people,  a small  county 
of  37,000,  and  a small  county  medi- 
cal society  of  about  20.  We  physi- 
cians felt  that  the  position  of 
coroner  should  be  filled  by  a physi- 
cian and  decided  among  ourselves 
that  one  of  us  should  be  available  to 
run  for  the  position  when  required. 


Shortly,  thereafter,  my  county 
chairman  came  to  me  and  asked  if 
I’d  run  for  the  position.  I agreed  to 
take  my  turn  so  I ran  and  was 
elected.  As  I served,  I found  that  I 
became  quite  interested  in  state  and 
local  government.  As  I served  and 
associated  with  state  and  local  pub- 
lic officials,  I found  myself  growling 
about  some  of  the  things  happening 
and  about  some  of  the  things  not 
happening.  I decided  and  was  re- 
minded by  my  colleagues,  both 
medical  and  political,  that  if  I felt 
that  way  I should  become  more  in- 
volved. 

The  position  of  state  representa- 
tive for  my  district  became  vacant  at 
the  same  time  my  tenure  as  coroner 
was  completed.  I decided  to  run  for 
state  representative. 

At  that  time  the  Legislature  met 
for  only  61  calendar  days  every  two 
years.  I felt  that  even  with  a family 
of  four  children  to  feed  and  educate, 
even  though  at  that  time  it  was  a 
money  losing  job,  I could  still  do  it 
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providing  I took  very  short  va- 
cations. So.  I ran  and  was  elected 
and  re-elected  for  seven  terms.  I be- 
came minority  leader  in  my  fourth 
term  and  Speaker  of  the  House  in 
my  fifth,  sixth  and  seventh  terms. 

In  1972  I decided  to  take  the  big 
jump  and  run  for  governor.  I was 
elected  by  a record  majority  and  in 
1976  re-elected  by  an  even  bigger 
majority. 

I believe  part  of  my  success  in  the 
elections  and  in  my  administration 
was  the  family  doctor  image.  I cer- 
tainly was  not  handsome,  flam- 
boyant, or  an  orator.  But  people  are 
not  necessarily  looking  for  those 
traits;  they  are  looking  for  someone 
in  whom  they  can  have  confidence 
and  trust  and  someone  they  per- 
ceive to  be  a problem  solver. 

I did  convey  the  message  that  I 
would  approach  governmental 
problems  in  the  same  methodical 
manner  as  I did  medical  ones.  First, 
make  a diagnosis  — what’s  wrong? 
What’s  the  trouble?  Second,  outline 
a course  of  action  or  remedy;  third, 
apply  the  remedy. 

Although  the  campaign  theme 
followed  the  “county  doctor’’ 
image,  it  sounded  questionable  at 
first.  But  it  caught  on  and  was 
helpful.  The  theme  was  comprised 
of  three  words:  “He  hears  you.’’  I 
found  that  people,  even  during  the 
campaign,  wanted  to  be  heard.  The 
fact  that  I took  the  time  to  listen  and 
respond  made  a difference,  and  the 
word  spread. 

Further,  I was  able  to  get  people 
to  believe  — and  it  was  no  hoax  — 
that  the  combination  of  legislative 
experience  in  leadership  roles  and 
medical  knowledge  was  a good 
background  from  which  to  enter  the 
office  of  governor. 

This  was  so  because  about  50%  of 
all  the  problems  with  which  state 
government  deals  is  public  health, 
directly  or  indirectly.  I suspect  it  is 
no  different  in  your  state  or  any 
other  state.  Let  me  enumerate  some 
of  these  problems  to  show  you  the 
extent  to  which  public  health  ex- 
tends into  government,  to  show  you 
that  a great  deal  of  the  budget  of 
state  government  involves  public 
health,  to  show  you  how  much  state 
government  touches  your  lives,  to 
point  out  how  much  government  is 


involved  in  the  health  care  delivery 
system.  But,  perhaps  more  than 
anything  else,  to  illustrate  to  you 
how  well  qualified  you  are  to  serve 
in  public  office  in  almost  any  capac- 
ity. 

I might  add  that  the  state’s  in- 
volvement is  much  less  than  that  of 
federal  government.  Local  govern- 
ment is  also  involved  but  only  in- 
sofar as  the  state  and  federal  levels 
permit  or  mandate. 

For  example,  state  government  is 
deeply  involved  in: 

— Mental  Health  — one  of  the 
state’s  biggest  spenders  of  tax  dol- 
lars, and  it  is  almost  all  health  re- 
lated. 

— Welfare  — perhaps  40%  public 
health. 

— Corrections  — about  25%  pub- 
lic health. 

— The  state  board  of  health’s 
functions  are  numerous  and  are  to- 
tally public  health. 

— The  education  of  doctors, 
nurses,  dentists,  pharmacists,  vet- 
erinarians and  various  health  tech- 
nicians are  health  related. 

— Other  functions  include  mal- 
practice insurance,  licensing  of 
health  professionals,  hospitals  and 
nursing  homes,  occupational  health 
& safety,  inspections  of  nursing 
homes  and  hospitals,  operation  of 
schools  for  the  blind,  the  deaf  and 
the  multiple  handicapped;  a veter- 
ans’ home  and  hospital,  a soldiers’ 
and  sailors'  children’s  home,  air 
pollution,  water  pollution;  solid 
waste  disposal;  water,  meat,  dairy 
and  egg  inspection;  mosquito  abate- 
ment; maternal  and  child  health 
programs;  immunizations;  traffic 
safety  programs;  rehabilitation  pro- 
grams and  services;  animal  health; 
emergency  medical  services;  alco- 
hol and  drug  programs;  dealing  with 
the  federal  government  on  health 
problems. 

I suspect  it  will  get  worse  instead 
of  better  because  of  the  maldis- 
tribution of  health  care  and  the  in- 
creasing cost  to  the  patient. 

Like  it  or  not,  health  care  and 
health  care  costs  have  been  politi- 
cized. Decisions  affecting  our  abil- 
ity as  doctors  to  continue  providing 
quality  health  care  are  going  to  be 
made  in  a political  environment  far 


removed  from  doctors’  offices, 
nursing  homes  and  hospitals. 

Because  I think  government 
plays  such  a big  part  in  the  health 
care  delivery  system  and  because  1 
urge  each  of  you  to  become  in- 
volved in  the  political  process,  let’s 
talk  about  the  federal  government 
and  its  previous  plans  for  the  medi- 
cal profession.  It  was  obviously  the 
intent  of  the  Johnson  and  Carter 
administrations  to  take  it  over.  And 
that  was  the  attitude  of  many  con- 
gressmen during  the  past  50  years. 
Through  the  diligence  of  the  medi- 
cal profession  and  its  allies  and  the 
common  sense  of  some  elected  offi- 
cials this  was  thwarted.  It  looks  like 
it  may  have  suffered  a bigger  set- 
back when  President  Reagan  was 
elected,  but,  even  so,  we  need  to  be 
ever  alert. 

President  Reagan  said  the  right 
things  in  the  campaign  but  the  exec- 
utive branch  is  just  one  part  of  the 
law  making  process.  We’re  at  the 
cross  roads  in  medicine.  Whatever 
happens  during  the  Reagan  admin- 
istration in  the  health  care  field  will 
determine  how  medicine  is  prac- 
ticed for  the  next  generation. 

Good  medicine  no  longer  is  the 
only  basis  on  which  future  decisions 
related  to  health  care  will  be  made. 
As  a matter  of  fact,  the  tendency  of 
those  pushing  for  national  health 
care  planning  and  national  health 
insurance  is  to  picture  you  and  me, 
and  all  our  fellow  health  care  pro- 
fessionals, as  greedy  obstruction- 
ists trying  to  reap  wealth  from  sick- 
ness. It  isjust  not  true,  but  we  must 
continue  to  fight  for  our  principles 
and  avoid  the  image  of  greed  and  of 
being  an  obstructionist.  We  must 
try  harder  to  give  better  care  at  an 
affordable  cost.  It  will  require  the 
education  of  those  in  political  power 
and  of  the  public.  It  will  require  that 
our  patients  listen  to,  and  see,  our 
point  of  view.  If  this  is  not  done  by 
us,  health  care  planning  will  be  left 
exclusively  to  the  federal  govern- 
ment — a fact  I find  to  be  abhorrent 
and  unacceptable. 

As  for  cost  containment,  I am 
convinced  that  it  can  be  done 
without  getting  the  clumsy  fingers 
of  the  federal  bureaucracy  deeper 
into  it.  But  the  feds  are  constantly 
looking  down  our  throats  and  are 
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very  carefully  looking  over  the 
health  care  cost  increases  as  com- 
pared to  other  rising  costs  of  living. 
Suffice  it  to  say  there  are  many  in 
high  public  positions  who  are  rest- 
less and  unhappy  with  voluntary 
efforts. 

There  are,  however,  over  500 
categorical  grant  programs,  many 
dealing  with  health  care;  I am  cer- 
tain, if  we  as  physicians  have  input, 
that  we  can  advise  how  overlapping 
and  duplication  can  be  reduced  and 
spending  curtailed  without  lowering 
quality. 

Let  me  throw  in  a statement  on 
malpractice  insurance  — another 
reason  for  your  political  involve- 
ment. This  is  a subject  dear  to  my 
heart  for  we  in  Indiana,  as  a result  of 
a 1975  law,  have  the  best  law  on 
malpractice  in  the  nation. 

New  York  City  physicians  are 
paying  dearly  for  it.  Neurosurgeons 
in  1981  paid  $50,000  for  their  yearly 
premiums.  It  is  scheduled  to  go  up 
another  20%  this  year.  The  cure  is 
legislative  and  must  deal  predomi- 
nately with  the  time  in  which  a suit 
can  be  filed  and  the  amount  for 
which  one  can  be  filed.  Our  law  has 
a $500,000  limit  and  a two  year  limit 
from  time  of  occurrence  — not  from 
the  time  of  discovery.  In  addition, 
we  have  a medical  review  panel 
which  renders  an  opinion  on  the 
case;  the  opinion  is  admissible  as 
evidence  in  court.  As  a result,  the 
premiums  in  Indiana  now  run  from 
$725  per  year  for  class  I to  $5,798 
per  year  for  class  VII.  The  Supreme 
Court  of  Indiana  held  the  act  to  be 
constitutional. 

Malpractice  problems  differ  from 
state  to  state  depending  on  many 
factors.  For  that  reason  it  should  be 
addressed  from  state  to  state.  A 
federal  malpractice  effort  would 
require  a congressional  bulldozer 
where  perhaps  a sensitive  state 
hand  is  all  that  is  required. 

Let's  get  back  to  politics  and  your 
participation.  Planning  and  prepa- 
ration are  necessary  and  important 
ingredients  for  any  election  year 
and  any  campaign,  if  you  expect  to 
win.  You  cannot  depend  on  the 
rabbit’s  foot  — it  didn’t  work  very 
well  for  the  rabbit.  Neither  can  you 
become  complacent,  lazy,  or  apa- 
thetic. Politics  can  be  enjoyable.  If 


you  want  to  enjoy  it  and  if  you  want 
to  be  effective,  you’ve  got  to  be  a 
participant  and  not  a spectator. 

To  win  an  election  you  must  plant 
— select  — good  candidates  — can- 
didates who  are  honest,  conscien- 
tious and  hard  working  problem 
solvers  — candidates  whose  hearts 
are  a little  softer  than  their  heads. 
You  must  fertilize  and  water  them 
by  helping  with  good  organizational 
and  financial  support  and  by  helping 
them  gain  stature.  Further,  you 
need  to  keep  the  weeds  out  by 
avoiding  infighting  and  jealousies 
between  the  candidates  and  within 
the  organization. 

The  type  of  candidates  about 
whom  I've  been  talking  might  have 
to  be  sought  out  and  convinced  to 
run.  This  is  getting  harder  and 
harder  because  of  the  withering 
gaze  constantly  on  those  in  public 
life.  The  news  media  — and  I'm  not 
complaining  too  loudly  about  this  — 
seems  eager  to  expose  and  decry 
even  the  most  trivial  foibles,  feeding 
an  almost  impossible  growth  of 
popular  disenchantment  and  ex- 
pectations. Further,  candidates 
must  bare  the  most  intimate  details 
of  their  social,  marital  and  financial 
lives. 

I doubt  that  there  has  ever  been  a 
time  in  history  when  people  have 
been  so  aware  of  politics  and  politi- 
cians as  today.  They  realize  the 
power  that  can  be  exerted  if  enough 
people  collaborate  and  express  their 
opinions  at  meetings  and  at  the 
polls.  The  politician  is  a news- 
maker; he  or  she  is  the  center  of 
attention  be  it  for  good  or  ill;  and  he 
or  she  is  the  one  on  whom  people  do 
often  depend. 

It  is  a peculiar  circumstance  that, 
when  a poll  is  taken  as  to  which 
profession  is  trusted  the  most,  the 
politician  is  nearly  always  last;  the 
physician,  nearly  always  first.  Yet, 
when  a poll  is  taken  to  name  the 
most  influential  people,  it  is  not  the 
scientists,  nor  the  educators,  nor 
the  musicians,  nor  the  indus- 
trialists, nor  the  artists,  nor  the 
clergymen,  but  the  politicians  who 
are  first. 

One  of  the  necessary  jobs  in  a 
campaign  is  getting  out  the  vote. 
The  likelihood  that  one  qualified 
voter  will  vote  is  subject  to  a lot  of 


ifs.  Let  me  present  the  results  of  an 
interesting  study  to  help  you  in  get- 
ting out  the  vote  if  you  are  a partici- 
pator and  not  a spectator. 

John  Burkhart  wrote  an  article  for 
the  Indianapolis  Business  Journal 
and  cited  some  interesting  facts.  He 
quotes  from  a research  paper  com- 
missioned by  the  Connecticut 
Mutual  Life  Insurance  Company 
entitled,  “Report  on  American  Val- 
ues in  the  80s:  The  Impact  of  Be- 
lief.” Age,  income,  education,  reli- 
gious commitment  and  political 
philosophy  are  important  factors  in 
whether  a qualified  voter  goes  to  the 
polls  or  not. 

“41%  of  those  21  to  24  vote  fre- 
quently in  local  elections  compared 
to  80%  of  those  65  and  over. 

“The  higher  the  income,  the  more 
likely  one  is  to  vote. 

“High  school  graduates  vote 
more  frequently  than  those  who  do 
not  graduate  and  those  who  go  to 
college  outdistance  them  both. 

“The  greater  the  religious  com- 
mitment, the  more  frequent  the 
voting.  In  fact,  those  with  the  high- 
est commitment  are  nearly  twice  as 
likely  to  go  to  the  polls  as  are  those 
with  the  lowest. 

“Further,  conservatives  vote  more 
frequently  than  moderates  and 
moderates  more  frequently  than 
liberals,  although  the  difference  is 
small.” 

No  one  knows  the  value  of  a 
single  vote  more  than  I do.  In  1958 
in  my  race  for  state  Representative  I 
lost  by  four  votes  — one-tenth  of 
one  vote  per  precinct.  Of  course, 
1958  was  a bad  Republican  year,  for 
even  Vance  Hartke  won  in  Indiana 
for  U.S.  Senate. 

There’s  a true  story  about  a 
backwoods  Indiana  farmer  who 
exercised  his  right  to  vote  and  by  so 
doing  set  in  motion  a chain  of  events 
that  changed  the  course  of  history. 
In  1844,  Freeman  Clark,  an  old 
farmer  of  Switzerland  County,  was 
seriously  ill  and  bedfast,  but  he  per- 
suaded his  sons  to  carry  him  over 
the  rough  country  roads  to  the 
county  seat  so  he  could  cast  his 
vote. 

He  was  determined  to  vote  for 
David  Kelso,  his  attorney,  running 
for  the  state  Senate.  Mr.  Kelso  sup- 
ported Clark's  choice  for  president. 
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Andrew  Jackson.  The  exertion  of 
going  to  vote  caused  Clark's  death, 
but  Kelso  was  elected  by  one  vote 
— Freeman  Clark's. 

At  that  time  the  U.S.  Senators 
were  elected  by  the  State  Legis- 
lators. In  Indianapolis,  the  Demo- 
crats in  the  state  Senate  counted  on 
Kelso's  vote  to  muster  a majority  of 
one.  But  when  a caucus  was  held,  a 
majority  of  the  party’s  delegation 
favored  a man  who  would  vote 
against  annexation  of  Texas  if  sent 
to  the  U.S.  Senate. 

Senator  Kelso  made  clear  he 
would  not  vote  for  his  party’s  choice, 
and  a deadlock  ensued  between  the 
Democrats  and  the  Whigs  that 
lasted  for  days.  The  Switzerland 
County  Legislator  remained  ada- 
mant despite  the  enormous  political 
pressure  on  him. 

Finally,  he  made  his  move.  Sen- 
ator Kelso  proposed  a new  candi- 
date, Edward  A.  Hannigan.  At  the 
Democratic  caucus  he  notified  his 
colleagues  that,  unless  they  sup- 
ported Hannigan,  he  would  bolt  his 
party  and  vote  with  the  other  side, 
sending  a Whig  to  Washington. 

The  caucus  ended  with  the  Dem- 
ocrats resigned  to  the  fact  that  they 
had  no  other  choice.  The  Senate 
then  elected  Hannigan  by  a single 
vote  — Kelso's. 

The  first  major  issue  to  come  be- 
fore the  U.S.  Senate  after  Hannigan 
took  his  seat  was  a proposal  from 
President  John  Tyler  to  reconsider 
the  Texas  treaty  of  annexation. 
While  sentiment  in  favor  of  Texas 
had  been  growing,  approval  of  the 
treaty  was  in  serious  doubt.  It  was 
ratified,  however,  with  the  neces- 
sary two-thirds  majority  by  only 
one  vote  — that  of  the  new  Indiana 
Senator. 

A single  vote  insignificant?  On 
just  such  small  decisions  do  the 
destinies  of  nations  sometimes 
hang. 

In  this  sequence  of  events,  it 
might  well  be  said  that  the  vote  of  a 
dying  man  from  the  hills  of  a back- 
woods  county  in  southeastern  Indi- 
ana — a farmer  so  strongly  moti- 
vated to  cast  his  ballot  that  he  would 
not  be  denied  — made  Texas  a state . 

Not  only  must  votes  be  counted, 
but  every  vote  counts.  The  issues 
and  the  privilege  and  obligation  of 


every  citizen  to  vote  for  or  against 
them  are  every  bit  as  important 
today. 

So,  as  you  work  to  get  out  the 
vote,  remember  these  issues  and  the 
value  of  one  vote. 

A campaign  cannot  succeed  with- 
out money.  It  is  more  expensive 
every  year,  and  few  candidates  can 
afford  to  run  on  their  own  money.  If 
you  believe  in  a candidate  and  if  you 
agree  with  his  or  her  philosophy  of 
government,  then  encourage  the  in- 
vestment of  a few  dollars.  Those 
who  invest  have  something  at  stake 
and  will  work  harder  to  win. 

It  is  clear  that  you  can’t  be  in- 
volved if  you  don’t  care,  and,  if  you 
don't  care,  your  involvement  is  un- 
necessary and  probably  harmful. 
Care  and  contribute  some  of  your 
time,  talents,  efforts  and  finances. 
It’s  good  therapy  for  you.  You  can 
make  the  difference  between  a weak 
and  a strong  candidate's  election. 
But,  why  not  be  a candidate  or  pub- 
lic official  yourself? 

Free  expression  of  responsible 
ideas  is  our  duty,  especially  in  areas 
in  which  our  experience  and  knowl- 
edge qualify  us  as  experts.  I know 
you  believe  in  the  democratic  pro- 
cess calling  for  the  free  exchange  of 
ideas.  I know  too  that,  in  spite  of 
critical  comments  to  the  contrary, 
you  recognize  the  value  of  working 
with  government  for  long  range  so- 
lutions. 

The  general  public’s  image  of  you 
as  a physician  is  that  you  are  a 
leader,  you  are  intelligent,  you  are 
educated,  you  are  respected,  you 
have  wisdom  not  possessed  by  most 
others,  you  are  influential.  So  who 
can  possibly  be  more  effective  in 
helping  shape  our  community’s, 
state’s,  and  nation’s  future  for  the 
better? 

How  can  you  do  this?  It’s  simple. 
There  are  three  ways.  I’ll  simply 
name  them  in  order  of  effectiveness 
and  importance. 

First,  you  can  be  a public  official 
— preferably  an  elected  one,  but  an 
appointed  one  would  be  better  than 
none.  The  position  could  be  any- 
thing from  library  board  member  to 
legislator,  governor,  or  president. 

Secondly,  if  you  can't  be  a candi- 
date or  accept  an  appointive  posi- 
tion, you  can  work  in  politics  in  the 


party  of  your  choice  as  a party  offi- 
cial or  in  the  medical  society 
through  your  PAC  organization. 

Thirdly,  if  you  can’t  do  either  of 
these,  you  can  help  finance  the 
party  of  your  choice  or  the  candi- 
date of  your  choice  by  contributing 
to  their  campaign. 

My  comments  will  remain  sterile 
rhetoric  unless  translated  into  spe- 
cific efforts  and  actions  to  contain 
federal  growth.  I think  the  present 
Administration  is  trying  to  do  this.  I 
urge  your  help  in  areas  that  affect 
your  livelihood  — medicine,  taxes, 
overregulation.  That  help  can  take 
many  forms. 

And  now  a word  in  your  behalf. 
Besides  being  individuals  who  care, 
besides  carrying  the  burden  of  the 
health  and  well-being  of  one’s 
community,  physicians  also  have  a 
responsibility  to  themselves  and  to 
their  families.  Sometimes  the  in- 
tense desire  and  drive  to  take  care  of 
patients  personally  overtakes  the 
concern  for  one’s  self  and  for  one's 
family.  It  is  understood  by  most 
people  and  by  most  spouses  and 
children  of  physicians  that  medical 
practice  will  cause  some  imbalances 
in  all  of  their  lives.  This  can  create 
disappointment,  alienation  and 
breakdown  of  a good  relationship. 
Sometimes  there  are  regrets  later  in 
life  that  more  time  was  not  taken  to 
smell  the  roses  and  watch  the  sun- 
sets together,  as  time  sped  by.  A 
good  marital  and  familial  relation- 
ship contributes  indirectly  to  better 
patient  care.  Do  it  for  your  sake,  for 
your  spouse’s  sake,  and  for  your 
patient’s  sake. 

The  practice  of  medicine  is  basic 
to  the  continuation  of  mankind.  The 
human  achievements  which  can  be 
made  during  the  span  of  one’s 
career  are  beyond  the  comprehen- 
sion of  most  of  us.  But  the  skilled 
practice  of  medical  science  must 
ever  be  tempered  with  the  humane 
and  conscientious  application  of  a 
deep  and  abiding  love  and  concern 
for  mankind.  Without  such  a tem- 
perament, the  practice  of  medicine 
moves  from  an  honored  profession 
to  that  of  a skilled  and  highly  paid 
technician. 

Let  me  close  with  a quote  by 
Helen  Steiner  Rice  which  I believe 
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best  describes  what  most  doctors 
are  really  like. 

“The  more  you  give,  the  more 
you  get. 

The  more  you  laugh,  the  less 
you  fret. 


The  more  you  do  unselfishly, 
The  more  you  live  abundantly. 
The  more  of  everything  you 
share. 

The  more  you  always  have  to 
spare. 


The  more  you  love,  the  more 
you’ll  find. 

That  life  is  good,  and  friends  are 
kind. 

For  only  what  we  give  away. 
Enriches  us  from  day  to  day.” 


When  we  contemplate  the  air,  and  the  life  of  the  animal,  the  emetic  and  the  stomach, 
continued  cold  and  certain  fevers,  we  can  discover  no  intermediate  agent  from  which  the 
effects  produced,  could,  prior  to  experience,  be  inferred.  The  contact  of  the  air  with  the 
lungs,  of  the  emetic  with  the  stomach,  the  appearance  of  frost,  and  their  results,  are  all  we 
know  with  regard  to  these  phenomena.  The  first,  the  air,  the  emetic,  and  the  frost,  are  called 
causes,  as  they  produce  certain  phenomena,  which  are  called  effects;  and  as  they  follow  them 
invariably,  we  expect  the  appearance  of  the  one  as  the  result  of  the  operation  of  the  other;  a 
wise  provision  of  nature,  upon  which  all  our  operations  in  the  regulation  of  our  happiness  is 
founded.  Thus  when  a patient  faints,  or  when  life  is  suspended,  the  air  is  admitted  more  freely 
to  facilitate  recovery.  When  poison  is  taken  into  the  stomach,  an  emetic  is  administered,  or  it 
is  withdrawn  by  a syringe  and  a tube,  because  the  qualities  of  the  air  in  the  resuscitation,  and 
the  emetic  or  the  syringe  and  tube  in  discharging  the  contents  of  the  stomach,  are  powerful; 
they  have  been  and  always  will  be  the  same;  we  therefore  operate  with  confidence,  and 
success  attends  our  efforts;  and  this  certainly  depends  upon  the  observation  of  the  power  of 
these  respective  agents  to  produce  these  certain  and  specific  effects,  and  is  the  result  of 
repeated  experience.  The  essential  and  intimate  nature  of  this  power,  however,  cannot  be 
understood.  All  we  know  of  it  is  the  observance  of  its  general  properties,  and  the  cir- 
cumstances which  modify  them:  thus,  invariable  antecedence  is  an  essential  attribute  of  a 
cause,  as  invariable  consequence  is  of  an  effect,  unless  some  adequate  agent  intervene  to 
prevent  it.  On  the  application  of  the  finger  to  the  blaze  of  a candle,  pain  is  produced;  the 
effect  is  uniform,  and  we  avoid  it  ever  after;  and  because  the  pain  invariably  follows  the 
application  of  the  blaze,  which  must  as  invariably  precede,  they  possess  one  requisite  of  the 
relation  of  cause  and  effect.  But  in  order  to  complete  the  relation  of  cause  and  effect, 
something  more  is  necessary  than  mere  anticedence:  thus  day  precedes  night,  and  night 
precedes  day,  and  yet  they  are  not  the  cause  of  each  other,  but  both  flow  from  the  effect  of  the 
same  agent,  the  sun;  day  appearing  as  he  rises,  and  night  succeeding  as  he  disappears. 

This  something  is  the  simple  and  constant  observation  of  the  effect,  as  the  result  of  the 
cause;  and  it  is  the  province  of  philosophy  accurately  to  determine  all  those  circumstances, 
which  contribute  to  produce  the  effect,  to  separate  those  which  oppose  it,  and  to  ascertain 
their  power;  so  that  the  resources  of  nature  may  be  constantly  within  our  reach,  by  an 
accurate  knowledge  of  their  causes.  Thus  it  is,  that  by  commanding  the  causes  of  things,  we 
control  also  their  effects.  The  conviction  of  the  power  of  a cause  must  be  clear  and  decided; 
and  it  is  proportioned  always  to  the  frequency  of  the  instances  in  which  it  has  been  observed 
to  produce  the  effect,  provided  there  exist  no  collateral  circumstances,  to  which  it  can  also  be 
attributed:  thus,  the  effect  of  the  sun  in  producing  day  has  been  so  constantly  and  frequently 
witnessed,  that  it  is  impossible  not  to  attribute  it  to  that  cause.  When,  however,  a cause  is 
observed  less  frequently,  there  will  be  some  doubt  with  regard  to  it;  and  this  will  be  in 
proportion  to  the  rareness  of  the  observations  made.  Thus  the  fevers  of  summer  have  been 
attributed  to  bad  food,  bad  water,  and  to  mineral  effluvia;  and  as  the  system  is  often  exposed 
to  these  agents,  it  is  difficult  to  determine  from  observation,  what  is  the  exact  power  of  each, 
or  whether  they  have  any  agency,  since  they  frequently  operate  on  it  at  the  same  time  and  in 
union  with  other  causes,  from  which  they  had  not  been  completely  separated.  Repeated 
observation,  however,  has  cleared  up  the  difficulty.  Bad  food,  bad  water,  and  mineral 
effluvia  are  found  not  to  be  the  causes  of  bilious  fevers,  but  exhalations  from  putrefactive 
materials  of  a vegetable  or  an  animal  nature.  — Elements  of  the  Theory  and  Practice  of 
Physic,  by  George  Gregory,  M.D.,  with  notes  and  additions,  adapted  to  the  Practice  of  the 
United  States,  by  Nathaniel  Potter,  M.D.,  and  S.  Colhoun,  M.D.  Vol.  I,  Philadelphia,  Towar 
& Hogan,  1829. 
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Toxic  Encounters 
of  the  Dangerous  Kind 


POKEWEED 

Realizing  it  is  poor  form  to  criticize  a 
traditional  Southern  culinary  specialty,  it 
is  important  to  discuss  “pokeweed”  and 
“poke-salit”  because  of  the  toxic  poten- 
tial of  this  regional  “delicacy.”  It  may  be 
said  of  this  plant-as-food  that  one  man's 
(or  woman's)  salad  is  another  man’s  (or 
woman’s)  poison. 

Pokeweed  (Phytolocca  americana), 
AKA  poke,  pigeonberry,  or  inkberry  is  a 
large  weed  found  in  moist  woods,  road- 
side ditches  and  damp  fields  primarily  in 
the  eastern  half  of  the  United  States.  The 
plant  arises  from  a rather  large  root  from 
which  stout  reddish-purple  branched 
stems  appear,  usually  reaching  a height  of 
five  to  six  feet.  The  berries  are  purplish- 
black  and  are  attached  to  the  stalk  by 
short  stems. 

Apparently,  the  joy  in  eating  this 
“weed”  is  usually  limited  to  the  con- 
sumption of  the  young,  tender  leaves 
which  are  single,  from  four  to  twelve 
inches  long,  with  smooth  edges.  It  is  al- 
leged that  proper  preparation  of  the 
leaves  or  sprouts  or  stems  involves  boil- 
ing them  in  water  and  discarding  the 
cooking  water  and  then  reboiling.  Canned 
pokeweed  leaves  are  sold  commercially 
forthose  who  get  the  “munchies”  for  this 
product  out  of  season. 

The  problem  with  this  “natural  food” 
is  that  it  contains  some  poisonous  ingre- 
dients such  as  phytolaccine,  triterpene 
saponins  and  a mitogen.  The  root  is  the 
most  toxic  part  and  to  a lesser  degree,  the 
leaves,  stems  and  berries  are  potentially 
poisonous  also.  The  main  toxic  agent  is 
phytolaccine  which  is  a potent  gastroin- 
testinal irritant.  As  the  plant  matures  the 
level  of  this  toxin  increases  throughout 
the  plant  (for  some  reason  the  green  ber- 


ries are  more  toxic  than  the  mature  ber- 
ries). Some  “experts”  claim  the  berries 
are  edible  if  they  are  cooked.  In  a typical 
toxic  encounter  with  pokeweed,  after  a 
delay  of  2-4  hours,  there  can  be  rather 
profound  abdominal  cramps,  remarkable 
diaphoresis,  and  unrelenting  emesis  with 
diarrhea  somewhat  later.  More  severe 
intoxications  can  produce  dyspnea, 
lethargy,  convulsions,  dizziness  and  even 
death.  Most  patients  recover  within  24-48 
hours.  For  adults  the  more  common  mode 
of  intoxication  occurs  following  the  in- 
gestion of  uncooked  or  improperly 
cooked  leaves  in  salads;  the  roots,  also 
poisonous,  are  often  mistaken  for  horse- 
radish or  parsnips.  Preschool  children  are 
more  apt  to  be  poisoned  by  ingesting  the 
colorful  berries.  It  is  often  stated  that  10 
berries,  if  eaten  uncooked  by  a preschool 
child,  can  be  very  toxic.  There  is  no 
specific  treatment  or  antidote;  sympto- 
matic, supportive  care  is  the  main  thera- 
peutic tool. 

Those  pokeweed  experts  who  snicker 
at  the  foibles  of  the  inexperienced  must 
read  the  CDC's  MMWR  report  of  Feb- 
ruary 20,  1 98 1 , 1 about  a group  of  campers 
who  allegedly  prepared  the  leaves  in  the 
standard  fashion  to  make  poke  salad  and 
became  quite  ill  with  the  typical  GI  com- 
plaints. As  for  me  — lettuce,  onion,  to- 
mato, and  Italian  dressing  please. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine  and 
Chairman,  Committee  on  Accidents 
and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 
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Editorials 


REPORT  FROM  WINSTON-SALEM: 

THE  EXECUTIVE  COUNCIL  IN  MID-WINTER 

Go  now,  and  work;  for  no  straw  shall  be  given  you,  yet  you 

shall  deliver  the  same  of  brick. 

Exodus  5:18 

Understanding  the  ebb  and  flow  of  the  forces  — 
economic,  psychologic,  governmental  — that  affect 
our  daily  lives  often  seems  beyond  our  reach.  At  times 
some  catalytic  event  occurs  or  some  charismatic 
leader  appears  which  permit  the  generation  of 
dynamic  and  constructive  group  feeling.  The  confi- 
dence which  results  seems  to  engulf  obstacles  and  we 
think  ourselves  on  the  way  to  a truly  better  world. 
Political  leaders  are  likely  to  see  themselves  as  such 
human  focal  points,  a persuasion  not  always  shared  by 
their  fellow  citizens.  The  public  at  other  times  tends  to 
be  more  concerned  with  mundane  matters:  food, 
shelter,  taxes,  jobs,  friends,  vacation  and  so  on. 

To  most  of  us  today  is  hardly  heroic  but  rather 
demands  defensive  posturing,  cautious  management 
and  a certain  degree  of  stoicism.  For  a few,  perhaps 
younger,  tomorrow  holds  promise  not  to  be  deferred 
by  committees,  the  plight  of  El  Salvador  or  the  threat 
of  a nuclear  holocaust.  When  too  many  rush  to  either 
extreme,  idolizing  the  leader  or  trailing  off  into 
apathy,  faith  and  inertia  may  triumph  over  reason  and 
many  an  action,  sudden  and  on  the  wing,  must  be 
repented  of  without  sufficient  leisure. 

If  there  has  been  a catalytic  word  in  our  times  which 
has  not  engendered  group  feeling,  it  is  cost,  antici- 
pated and  unanticipated.  It  was  certainly  a pervading 
concern  at  the  1982  Mid-Winter  Meeting  of  the  Exec- 
utive Council  of  our  society  in  Winston-Salem,  Feb- 
ruary 5 and  6.  Under  the  graceful  but  precisely  struck 
gavel  of  President  Josephine  E.  Newell,  the  council 
first  looked  to  its  own  future.  In  times  of  stress,  our 
organization  must  aspire  to  accurate  projection  as 
guided  by  its  Committee  on  Finance,  Dr.  Ernest  B. 
Spangler,  Chairman.  In  propounding  their  prognosti- 
cations, the  committee  must  think  of  predicted  popu- 
lation and  industrial  growth,  the  undulations  of  the 
Consumer  Price  Index  (CPI),  the  temper  of  the  Fed- 
eral Trade  Commission  and  the  other  vagaries  of  gov- 
ernment in  its  calculations.  After  such  deliberations, 
the  committee  concluded  that  our  society’s  expenses 
can  be  expected  to  increase  at  the  rate  of  10%  per 
annum,  at  least  until  the  protestations  of  supply-siders 
and  monetarists  are  synthesized  into  something  like 
effective  control  of  inflation.  Meantime  membership 
presumably  will  rise  by  only  5%  per  year.  Since  our 
other  sources  of  revenue  are  limited  and  cannot  be 
expected  to  grow  at  even  a 5%  rate,  annual  dues  must 
continue  to  rise  ever  so  gradually  because  medical 


societies,  unlike  states  and  nations,  cannot  establish 
record  deficits  and  survive. 

Unanticipated  costs  are  another  matter,  less  man- 
ageable and  apparently  less  predictable  as  the  outlay 
and  the  debt  get  bigger.  If  we  are  interested  in  con- 
sequences of  looking  into  a clouded  crystal  ball,  we 
need  only  examine  health  care  outlays  in  this  country 
in  1980.  Our  Federal  Government  spent  $70.9  billion 
in  1980  for  health  care,  up  17%  from  1979.  This  item 
lagged  only  behind  National  Defense  and  Social  Se- 
curity in  the  annual  budget.  Total  spending  for  1980  for 
medical  care  in  our  nation  reached  $247  billion,  9.4% 
of  the  gross  national  product.  Certainly  when 
Medicaid,  Medicare,  the  Kidney  Program  and  others 
were  begun,  their  costs  were  grossly  underestimated 
so  that  they  have  been  inadequately  funded.  The  same 
certainly  must  be  said  of  the  more  venerable  Social 
Security  system. 

Not  surprisingly  then  the  council  devoted  consider- 
able time  to  the  matter  of  statewide  Medicaid  reim- 
bursement. Here  President  Reagan's  proposal  for  the 
nationalization  of  Medicaid,  anti-trust  implications 
about  fixing  fees  to  control  costs  and  even  the  opaque 
and  convoluted  paragraphs  of  the  Federal  Register 
must  be  examined  and  reexamined.  Most  in  atten- 
dance would  agree,  taking  the  Federal  Register  as  an 
example,  and  paraphrasing  the  18th  Century  English 
poet,  dramatist  and  physician,  Oliver  Goldsmith,  that 
when  words  accumulate,  thoughts  decay  and  action 
withers. 

The  problem  with  Medicaid  is  in  its  Pharaonic 
stance.  Rather  than  bricks  without  straw,  Medicaid 
underpays  and  demands  full  value  at  a cut  rate,  thus 
passing  costs  to  private  third-party  payers  and  to  pa- 
tients. Thus  efforts  to  cut  hospital  costs  decrease  hos- 
pital income  and  increase  non-profit  hospital  deficits. 
Under  Medicaid  there  is  no  financial  incentive  for 
improving  the  situation,  only  stimulus  for  more  ora- 
tory and  more  committees.  Non-profit  hospitals  are 
particularly  victimized  but  they  are  called  on  as  they 
have  always  been  to  offer  more  charity.  In  1980,  for 
example,  the  327  non-federal  members  of  the  Ameri- 
can Hospital  Association’s  Council  of  Teaching  Hos- 
pitals comprised  5.6%  of  our  nation's  hospitals  but 
had  47%  ($601  million)  of  charity  care  deductions  and 
35%  ($1.2  billion)  of  bad  debt  deductions.  (Interested 
readers  who  wish  to  pursue  the  matter  are  directed  to 
Bulkeley’s  impressive  if  disheartening  analysis  of  the 
predicament  of  the  Roger  Williams  General  Hospital, 
a non-profit  affiliate  of  the  Brown  University  Medical 
School  in  Providence,  R.I.,  which  appeared  in  the 
February  9,  1982,  Weill  Street  Journal). 

Little  wonder  then  that  the  North  Carolina  Corn- 
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mittee  on  Medical  Cost  Containment  respectfully  re- 
ported that  it  was  not  effective  and  should  be  discon- 
tinued. It  was  further  suggested  that  a new  ad  hoc 
committee  be  set  up  to  encourage  investigation,  pub- 
licize the  problem  and  seek  remedies  such  as  they 
might  be.  Obviously,  the  new  committee  would  have 
to  assess  our  health  planning,  the  Reagan  proposal  and 
many  other  facets  of  a very  complicated  process. 

Any  number  of  duly  constituted  and  ad  hoc  com- 
mittees might  devote  some  thought  to  the  effects  on 
our  system  of  the  invasion  of  health  care  delivery  by 
private  and  publicly  owned  corporations.  Many  a 
hospital,  once  the  pride  and  unifying  force  of  the  small 
town,  has  been  bought  and  reorganized  for  profit. 
Whether  such  hospital  chains  in  the  making  will  see  fit 
to  assume  a proportionate  share  of  responsibility  for 
those  dependent  on  Medicaid  and  other  charities  re- 
mains to  be  seen.  But  the  experience  of  our  teaching 
hospitals  is  not  encouraging  and  the  situation  can  only 
be  expected  to  worsen. 

Perhaps  some  incentives  need  to  be  built  in  to  en- 
courage the  public  as  well  as  the  private  sector  in- 
volved in  health  care  delivery.  Home  health  services 
suffer  because  hospitals  can  pay  nurses  more  and 
public  administrators  often  do  not  see  fit  to  offer  home 
health  workers  — nurses,  aides,  orderlies,  physical 
therapists  and  so  on  — adequate  income  and  fringe 
benefits  although  it  has  been  amply  demonstrated  that 
keeping  home  bound  patients  at  home  is  considerably 
cheaper  financially  and  emotionally  than  hospitalizing 
them  or  exiling  them  to  nursing  homes.  We  need  to 
find  some  mechanism  to  protect  such  public  programs 
which  do  use  our  tax  monies  quite  effectively. 

For  those  familiar  with  the  scriptural  citation  which 
introduces  this  report,  there  will  remain  the  knowl- 
edge that  a Moses  did  come  along  as  a catalyst  for  the 
children  of  Israel.  Yet  from  this  observation  post  in 
1982  it  appears  almost  easier  now  to  separate  the  Red 
Sea  than  to  see  how  we  can  translate  our  own  com- 
mitments to  our  patients  and  to  the  public  at  large  into 
suitable  and  effective  action. 

J.H.F. 

(For  more  on  the  Executive  Council  meeting  see  the 
President’s  Newsletter  and  the  Committees  and  Or- 
ganizations column.) 

THE  MICROCOSMIC  EYE 

Most  physicians  would  agree  that  faith  and  hope  are 
essential  in  patient  care  — to  doctors  as  well  as  to 
patients.  When  the  physician  exhausts  both  the  usual 
and  the  heroic  means  of  therapy,  patients  still  hope  for 
the  magical  and  the  miraculous.  They  may  deny  their 
ailments  and  even  come  to  consider  the  therapist  as  an 
etiologic  vector.  By  a psychic  switch  responsibility  for 
the  nature  of  things  is  transferred  to  the  individual  who 
in  treating  is  blamed  for  disrupting  the  delicate  balance 
that  was  health. 

Victims  and  especially  their  families  may  seek  al- 
ternative diagnoses  and  cures,  flying  to  far  lands  in 
search  of  deliverance  or  exploring  other  systems  of 


therapy  claiming  efficacy  in  many  fields.  As  with 
Laetrile  and  earlier  with  Krebiozin,  time  teaches.  But 
other  forms  of  therapy  and  the  expectation  of  new 
panaceas  persist  in  the  public  imagination.  If  the  ail- 
ment is  not  organic,  good  results  will  sometimes  fol- 
low the  enthusiastic  embracing  of  such  diverse  mo- 
dalities as  cupping,  foot  zone  therapy,  the  raisin  cure, 
or  rolfing.  And  if  the  process  is  organic,  results  may 
still  be  surprisingly  good  when  conditions,  such  as 
rheumatoid  arthritis  or  multiple  sclerosis,  are  charac- 
terized by  spontaneous  remissions  and  relapses. 
When  enthusiasm  and  coincidence  collide,  reputa- 
tions can  be  made. 

Because  the  House  of  Delegates  of  the  AMA 
adopted  at  the  130th  Annual  Session  in  Chicago  in 
June  of  last  year  Report  F,  Evaluation  of  Iridology,  of 
the  Council  on  Scientific  Affairs,  this  alternative 
analytic  technique  for  diagnosis  should  be  examined. 
It  offers  an  interesting  example  of  the  many  such 
systems  currently  publicized  by  mouth,  advertise- 
ment and  book.  The  council  concluded  "that  iridology 
has  not  yet  been  established  as  having  any  merit  as  a 
diagnostic  procedure.”  Yet  it  is  reported  by  Law1  to 
be  “very  effective  in  the  hands  of  a trained  operator.” 
Trained  operators  must  be  few  and  far  between  in 
view  of  the  council’s  resolution. 

What  is  iridology  that  we  should  be  mindful  of  it? 
The  practitioner  of  the  art  inspects  the  iris  to  deter- 
mine the  functional  states  of  body  organs  which  are 
represented  in  anatomically  discrete  regions  in  each 
iris  and  pupil.  A specialist  presumably  would  have  to 
learn  only  that  portion  of  the  iridologic  map  having  to 
do  with  his  or  her  field.  The  right  kidney  is  located  in 
the  right  iris  at  about  5:40  o’clock,  a.m.  or  p.m.,  and 
the  left  in  the  left  at  about  6:15.  In  the  same  zone  more 
medially  lies  each  adrenal  and  rimming  the  pupil  are 
some  portions  of  the  bowel. 

Alas  for  the  amateur  who  would  become  quickly 
expert,  the  system  does  not  work,  as  Simon,  Worthen 
and  Mitas2  have  clearly  shown.  Three  ophthalmolo- 
gists and  three  iridologists  examined  color  photo- 
graphs of  both  eyes  of  148  patients,  48  with  severe 
renal  disease;  neither  group  could  tell  which  patients 
had  kidney  trouble. 

Jensen3  tells  us  that  there  are  four  classifications  of 
iridologic  diagnosis,  dependent  on  the  color  of  the 
eyes.  In  blue  eyes  high  (!)  white  and  in  brown  eyes 
high  yellow  (!)  indicate  acute  inflammation,  while 
subacute  inflammation  is  characterized  by  grayish 
white  or  slightly  dull  yellow  hues  in  blue  or  brown 
eyes.  Dark  gray  or  very  dull  yellow  reflect  chronic 
conditions  and  black  in  either  eye  reveals  degenera- 
tive or  destructive  processes.  Color,  tone,  composi- 
tion and  form  must  be  assessed  so  that  the  eye  seems 
almost  an  art  form.  For  those  eager  to  learn  more 
about  iridology  and  other  holistic  systems  than  Law1 
provides,  Kaslof3  has  compiled  a resource  guide, 
complete  with  data  about  groups,  organizations, 
centers,  clinics,  publications,  products  and  services. 

But  why  should  we  pursue  iridology  beyond  the 
reach  of  everyday  medical  practice?  Do  we  not  as 
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physicians  check  pupillary  responses,  always  aware 
of  the  Argyle-Robertson  pupil  of  late  syphilis,  more 
frequent  in  the  description  than  in  the  flesh?  And  do 
we  not  know  that  a miotic  pupil  may  tell  a tale  of 
narcotic  abuse  or  a dilated  pupil  of  abuse  of  bel- 
ladonna alkaloids?  We  must  wonder  too  how  an 
iridologist  would  cope  with  the  syringomyelic  patient 
with  one  blue  eye  and  one  green  one,  with  the  band 
keratopathy  of  hypercalcemia  or  the  Lisch  nodules 
(iris  hamartomas)  of  neurofibromatosis? 

There  are  behavioral  implications  too  in  knowing 
about  pupils.  Might  not  a person  with  Adie’s  pupils 
seeking  sociopathically  after  surgery  have  had  burr 
holes  when  the  diagnosis  was  really  Munchausen’s 
syndrome?  And  don’t  forget  the  anatomic  expression 
of  the  sudden  — “wide-eyed  with  surprise!” 

Pupillary  dilatations  have  also  attracted  ex- 
perimental psychologists  seeking  to  assess  the  relative 
contributions  of  diligence,  efficiency  and  capacity  to 
intelligence.  The  pupillary  response,  dilatory  to  the 
presentation  of  a problem  in  mental  arithmetic,  is  less 
marked  when  the  subject  is  smarter.4  The  more 
difficult  the  problem,  the  greater  the  dilatation.  Spec- 
ulation about  the  roles  of  nature  and  nurture  in  de- 
termining such  evoked  responses  had  best  be  left, 
however,  to  those  who  need  no  data  to  reach  their 
conclusions. 

J.H.F. 
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THE  EARTHLY  FOOT 

Over  70  years  ago,  H.  W.  Fowler  and  his  brother, 
F.  G. , began  work  on  A Dictionary  of  Modern  English 
Usage.  F.  G.  died  in  1918  of  tuberculosis,  sharing 
only  in  the  planning  of  this  commentary,  and  is  re- 
membered primarily  in  H.  W.’s  moving  dedication. 

H.  W.  had  little  tolerance  for  slipshod  English,  for 
sloppy  or  overblown  constructions  which  he  consid- 
ered sins  against  man  and  community.  He  realized 
that  inexact  symbols  were  poor  tools  for  thought  and 
that  simple  and  direct  expression  was  a surer  way  to 
virtue  than  obfuscations,  euphemisms,  genteelisms 
and  double  talk.  The  conscientious  physician  of  any 
era  would  appreciate  Fowler’s  adherence  to  rigorous 
standards  in  the  use  of  language  because  it  is  paral- 
leled in  medicine  where  standards  of  excellence  are 
under  constant  pressure. 

Floods  of  phrases,  haphazardly  or  cunningly  con- 
structed, tend  to  dilute  our  standards  and  to  displace 
the  coordinates  of  our  daily  lives.  We  need  only  look 
at  today’s  medical  practice,  invaded  by  a host  of 
“health  providers.”  Health  is  now  a commodity  to  be 
provided,  not  a biologic  state  dependent  on  nature  and 
nurture.  As  such  it  can  be  made  “new  and  improved” 


by  packaging  and  messages.  Fowler  would  certainly 
have  considered  many  of  these  messages  genteelisms, 
“the  substituting  for  the  ordinary  natural  word  ...  of 
a synonym  that  is  thought  to  be  less  soiled  by  the  lips 
of  the  common  herd  . . . less  vulgar,  less  improper, 
less  apt  to  come  unhandsomely  betwixt  the  wind  and 
our  nobility.”  For  the  normal  word  in  his  day,  corn- 
cutter,  he  offers  as  genteelism,  chiropodist,  the  use  of 
which  dates  to  1785  according  to  the  Oxford  English 
Dictionary  which  considers  it  a factitious  word  for 
corn-cutter,  treater  of  bunions  and  tender  of  toenails. 

In  our  era  of  specialization,  chiropody  has  achieved 
some  status  as  a profession.  In  some  parts  of  the 
country  it  has  been  further  dignified  by  the  granting  of 
hospital  privileges  to  its  practitioners.  Many,  even 
most,  chiropodists  are  well-trained  and  are  consid- 
erably more  than  corn-cutters.  If  a genteelism  implies 
unearned  status,  we  might  better  look  at  the  many 
branches  of  what  is  termed,  genteelly,  wholistic, 
holistic  or  heuristic  healing.  This  is  the  domain  oc- 
cupied by  such  delightful  specialties  as  Radionics, 
Macrobiosis,  Anthroposophical  Medicine  and 
Radiesthesia-Psionic  Medicine.  A publication,  the 
Journal  of  Energy  Medicine  (JEM),  has  been  estab- 
lished for  those  interested  in  and  seeking  initiation  into 
such  mysteries. 

Included  among  10  Oriental  Approaches  to  Health 
to  be  covered  in  JEM  are  acupuncture,  yoga,  karate 
and  reflexology.  Reflexology,  the  least  publicized  and 
presumably  the  least  fashionable  of  these  four,  de- 
serves some  attention  if  only  because  the  psychosex- 
ual  significance  of  milady’s  high  heel  shoes  has  re- 
cently been  emphasized  by  a chiropodic  researcher. 
Reflexology  (Foot  Zone  Therapy)  is  said  to  be  an 
ancient  Chinese  technique  lately  rediscovered  which 
assumes  that  specific  areas  of  the  soles  are  involved  in 
the  function  of  specific  organs.  Thus  changes  in  pos- 
ture caused  by  wearing  high  heels  would  then  cer- 


Fig.  1 : Reflexologic  map  of  the  foot.  Localizations  seem  to  vary  among 
practitioners,  making  for  difficulty  in  assessing  results.  Note  that 
gonads  are  not  represented. 
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tainly  affect  the  viscera,  probably  adversely.  If  such 
viscera  are  out  of  balance  with  their  fellows,  massage 
of  the  strategic  spot  ought  to  put  things  aright.  The 
acupuncturist  should  be  able  to  do  the  same  by  in- 
serting a needle  at  the  proper  point  but  reflexology  is 
easier  to  learn,  non-invasive  and  considerably 
cheaper  because  you  can  do  it  yourself. 

Diagnosis,  at  least  in  allopathic  medicine,  the  vari- 
ety we  practice,  should  precede  therapy.  This  may  be 
one  of  the  shortcomings  of  reflexology  because  when 
sensitive  crystalline  nodules  in  the  soles  of  the  feet  are 


not  palpable,  the  deranged  organ  could  be  determined 
only  with  great  difficulty.  But  the  therapist  can  then 
look  at  the  iris  and  find  the  faulty  part.  A map  of  the 
foot  (Fig.  1 ) identifies  areas  for  massage.  If  this  sounds 
like  some  sort  of  foot  fetish,  remember  that  the  feet  of 
Chinese  girls  were  bound  from  early  childhood,  that 
60  years  ago  a lady’s  well-turned  ankle  was  quite 
titillating  and  that  high  heels  have  been  considered 
fetching  since  they  were  introduced  by  a Medici  of  the 
Florence  Medicis. 

J.H.F. 


PLATO  [427?-347  B.C.] 

Cookery  simulates  the  disguise  of  medicine,  and  pretends  to  know  what  food  is  the  best  for 
the  body;  and  if  the  physician  and  the  cook  had  to  enter  into  a competition  in  which  children 
were  the  judges,  or  men  who  had  no  more  sense  than  children,  as  to  which  of  them  best 
understands  the  goodness  or  badness  of  food,  the  physician  would  be  starved  to  death. 

Gorgias,  465. B (tr.  by  Benjamin  Jowett) 
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Committees 
And  Organizations 


SUMMARY 

EXECUTIVE  COUNCIL 

FRIDAY  EVENING,  FEBRUARY  5,  1982 

The  Executive  Council,  at  its  February  5,  1982, 
meeting  unanimously  approved  a motion  in  keeping 
with  a recommendation  from  the  Committee  on  Fi- 
nance that  beginning  January  1,  1983,  the  Society  dues 
be  increased  for  regular  active  members  from  $140  to 
$190;  that  dues  for  residents  and  interns  be  increased 
from  $10  to  $20;  and  dues  for  students  be  increased 
from  $3  to  $10. 

The  Executive  Council  also  adopted  a motion,  fol- 
lowing a discussion  of  the  total  amount  of  dues  paid  by 
members  at  the  county,  state  and  national  level,  to 
instruct  the  committee  on  finance  to  study  the  feasi- 
bility of  paying  annual  dues  in  installments  and  report 
to  the  Council  before  January  1,  1983. 

A motion  was  also  adopted  by  the  Executive  Coun- 
cil instructing  the  committee  on  finance  to  study  the 
feasibility  of  changing  the  fiscal  year  of  the  North 
Carolina  Medical  Society  from  July  1st  through  June 
30th. 

The  amended  budget  for  1982  as  presented  by  the 
chairman  of  the  Committee  on  Finance  was  approved. 

On  recommendation  of  this  committee,  the  Execu- 
tive Council  approved  an  additional  expenditure  to  the 
amount  already  allocated  for  the  purchase  of  word 


processing  equipment.  Another  motion  also  approved 
the  expenditure  of  sufficient  funds  to  purchase  the 
appropriate  photocopier  machine. 

The  ad  hoc  Committee  on  Feasibility  Study  for 
Additional  Floors  to  the  North  Carolina  Medical  Soci- 
ety Building  presented  a recommendation  that  the 
Executive  Council  recommend  to  the  House  of  Dele- 
gates that  the  society  proceed  with  the  building  of  a 
third  floor  onto  the  headquarters  building.  After  con- 
siderable discussion  related  to  the  desire  of  many 
council  members  for  additional  information,  a motion 
was  adopted  that  the  recommendation  be  postponed 
definitely  to  the  April  1982  Executive  Council  meeting 
for  further  discussion  on  the  feasibility  of  building  a 
third  floor  on  the  headquarters  office  building. 

The  Executive  Council  approved  a motion  that  a 
three  member  Audit  Committee  become  a standing 
committee  of  the  society  to  serve  staggered  terms  of 
three  years  so  that  one  member  shall  be  appointed  by 
the  president  of  the  society  each  year  to  replace  a 
member  whose  term  is  ending.  The  motion  also  in- 
cluded the  provision  that  after  1982  (term  of  appoint- 
ment ending  in  1983)  no  member  of  the  Audit  Com- 
mittee sit  simultaneously  on  either  the  Committee  on 
Personnel  & Headquarters  Operation  or  on  the  Com- 
mittee on  Finance. 

(For  more  on  the  Executive  Council  meeting  see  the 
President’s  Newsletter  and  the  Editorial  column.) 


JOHN  MORGAN  [1735-1789] 

Young  men  ought  to  come  well  prepared  for  the  study  of  Medicine,  by  having  their  minds 
enriched  with  all  the  aids  they  can  receive  from  the  languages,  and  the  liberal  arts.  Latin  and 
Greek  are  very  necessary  to  be  known  by  a Physician.  The  later  contains  the  rich  original 
treasures  of  ancient  medical  science,  and  of  the  first  parents  of  the  healing  arts.  The  former 
contains  all  the  wealth  of  more  modern  literature.  It  is  the  vehicle  of  knowledge  in  which  the 
learned  men  of  every  nation  in  Europe  choose  to  convey  their  sentiments,  and  communicate 
their  discoveries  to  the  world. 

A Discourse  Upon  the  Institution  of  Medical  Schools  in  America 
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The  June  Budget  Session: 
A Status  Report 


Charlotte  Ashcraft 

The  General  Assembly  is  currently  scheduled  to  reconvene  for 
a "short"  legislative  session  June  2,  1982,  to  deal  primarily  with 
budget  issues.  During  the  last  budget  session  in  October  1981  the 
legislature  appropriated  only  one  year  of  funding  for  a number  of 
programs  due  to  the  uncertainty  of  the  economy.  In  order  to  de- 
cide which  programs  will  continue  to  receive  funds  and  which  will 
be  eliminated  or  reduced,  the  legislature  plans  to  examine  some 
possible  budget  revisions  in  June. 

When  the  state's  1981-82  budget  was  adopted,  a 10.3%  growth 
rate  was  used  to  project  the  available  revenues  for  the  fiscal 
year.  Currently,  the  revenues  are  somewhat  less  than  the  projections 
indicated,  and  the  Governor  has  reduced  state  spending  in  order  to 
stay  within  the  funds  available.  This  over-anticipation  of  revenues, 
along  with  the  items  funded  for  one  year,  will  result  in  the  General 
Assembly's  taking  another  look  at  the  state's  budget  for  the  up- 
coming fiscal  year. 

Among  the  issues  to  be  discussed  in  June  are  a number  of  health 
care  items.  The  principle  item  on  the  health  agenda  is  the  Medicaid 
program.  The  Reagan  Administration  proposed  major  reductions  in 
Medicaid,  and  Congress  adopted  most  of  them.  These  changes  resulted 
in  a loss  of  $27  million  to  North  Carolina's  Medicaid  program. 

These  cuts  will  automatically  rise  to  $41  million  next  year  under 
the  bill  adopted  by  Congress  (Omnibus  Budget  Reconciliation  Act  of 
1981)  due  to  the  provision  which  reduced  federal  financial  partic- 
ipation in  the  cost  of  the  program.  The  Medicaid  reductions  adopted 
in  the  1981  session,  if  they  are  continued,  should  be  sufficient  to 
absorb  the  $41  million  loss  in  the  next  year. 


Charlotte  Ashcraft  is  a Fiscal  Analyst  with  the  North  Carolina 
General  Assembly's  Fiscal  Research  Division. 


However,  the  Reagan  Administration  has  submitted  Congress 
another  list  of  proposed  Medicaid  reductions  for  the  next  federal 
fiscal  year  (October  1,  1982  - September  30,  1983).  If  these  cuts 
are  adopted,  North  Carolina  will  lose  an  additional  $41.7  million 
from  the  Medicaid  program,  for  a total  loss  of  $82.7  million.  The 
following  is  a list  of  the  Administration's  proposals  and  the  esti- 
mated loss  to  the  state's  Medicaid  program: 

PRESIDENT  REAGAN'S  PROPOSED  MEDICAID  CHANGES 

(1)  Reduce  the  federal  match  by  three  percent  for  optional 
services  and  beneficiaries  (such  as  prescription  drugs, 
intermediate  care  facilities,  dental  services  and  the 
medically  needy  population-age,  blind  and  disabled). 

($31.5  million)* 

(2)  Establish  co-payments  for  Medicaid  services  ($l/out- 
patient  visit,  $2/inpatient  day). 

(3)  Allow  states  the  flexibility  to  recover  long  term  care 
costs  from  beneficiary  estates  and  relatives. 

(4)  Establish  a combined  welfare  administrative  program  for 
the  states  by  consolidating  and  reducing  the  administrative 
costs  for  the  Medicaid,  AFDC,  and  Food  Stamp  programs. 

The  states  now  receive  507o  of  whatever  they  spend  on 
administrative  costs.  ($1.3  million)* 

(5)  Eliminate  federal  matching  for  the  state  Medicare 
"buy-in"  for  Medicare  Supplementary  Medical  Insurance. 

($6  million)* 

(6)  Eliminate  higher  federal  matching  rates  for  programs 
such  as  family  planning  and  nursing  homes  inspections. 

($2.9  million)* 


These  numbers  represent  an  estimate  by  the  Division  of  Medical 
Assistance  of  the  total  program  reduction  required  by  each 
proposed  change. 


(7) 


Phase  in  full  state  financial  responsibility  for  erroneous 
payments.  (Federal  government  would  not  reimburse 
states  for  payment  made  in  error  in  excess  of  3%  in 
1983,  2%  in  1984,  1%  in  1985,  and  0%  in  1986.) 

(8)  Shorten  the  automatic  extension  of  Medicaid  eligibility 

from  4 months  to  1 month  for  persons  losing  AFDC  benefits 
due  to  increased  earnings. 

If  Congress  adopts  these  changes  in  the  Medicaid  program, 
it  is  estimated  by  the  Reagan  Administration  to  result  in  a 
savings  of  $2  billion  in  FY  1983  to  the  federal  government. 

The  Department  of  Human  Resources'  Division  of  Medical 
Assistance  estimates  the  impact  of  these  proposed  changes  to  be 
a loss  of  $41.7  million  in  North  Carolina.  It  would  take  a 
state-county  appropriation  of  $15  million  to  make  up  this  short- 
fall and  avoid  a $41.7  million  cut  in  services  or  groups  of 
eligibles  for  the  program. 

In  addition  to  the  Medicaid  program,  the  General  Assembly 
will  address  the  issue  of  the  federal  block  grants.  Three  of 
these  are  in  the  area  of  health  care:  Preventive  Health  Block 

Grant,  Maternal  and  Child  Health  Block  Grant,  and  the  Alcohol, 

Drug  Abuse,  and  Mental  Health  Block  Grant.  The  legislature  has 
decided  to  use  the  normal  appropriation  process  to  allocate  the 
block  grant  funds  for  the  upcoming  fiscal  year.  Therefore,  the 
Governor  will  propose  plans  for  spending  the  money;  the  General 
Assembly  will  review  them  and  make  the  final  decision  by  appro- 
priating these  block  grants. 

The  largest  of  the  health  care  block  grants  is  the  Maternal 
and  Child  Health  Block  Grant  for  which  North  Carolina  currently 
receives  $9.5  million.  This  grant  funds  such  programs  as  Crippled 
Children,  Perinatal,  Lead-base  Paint  Poisoning,  and  Family 
Planning  Services.  A decision  must  be  made  on  the  amount  each 
of  these  programs  funded  by  the  block  grant  will  receive. 


The  Alcohol,  Drug  Abuse,  and  Mental  Health  Block  Grant 
funding  level  is  presently  $9  million.  This  grant  has  the  least 
flexibility  of  all  of  the  block  grants  since  90%  of  all  the 
funds  must  be  distributed  to  those  programs  previously  receiving 
these  funds.  But  a decision  must  be  reached  on  the  allocation  of 
the  remaining  10%  discretionary  funds  for  next  year. 

The  state  now  receives  $2.3  million  for  the  Preventive  Health 
Block  Grant,  which  funds  programs  such  as  Emergency  Medical  Services, 
Hypertension  Control,  Fluoridation,  Health  Education  and  Risk 
Reduction,  and  Health  Incentive  Grants  to  Health  Departments. 

These  different  categorical  programs  will  be  competing  with  each 
other  for  funds  under  this  block  grant.  The  General  Assembly 
will  examine  each  program  and  will  make  the  appropriation  de- 
cision for  this  block  grant. 

The  Reagan  Administration  has  proposed  a reduction  in  funds 
for  each  of  these  block  grants  starting  in  October.  A 9%,  cut 
is  requested  for  the  Preventive  Health  Block  Grant,  an  11%  cut 
for  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Block  Grant,  and 
a 23%  cut  in  the  Maternal  and  Child  Health  Block  Grant.  The 
President  has  also  proposed  consolidating  the  Women,  Infants, 
and  Children  (WIC)  nutrition  program  into  the  Maternal  and 
Child  Health  Block  Grants  with  a reduced  funding  level. 

To  date  none  of  the  President's  budget  proposals  have 
been  acted  upon  by  Congress  due  to  the  current  stalemate  over 
a total  compromise  budget  package,  including  tax  hikes  and  over- 
all spending  reductions.  Unless  an  agreement  is  reached  shortly, 
it  may  be  safe  to  assume  that  the  1982  funding  levels  will  be 
available  for  each  of  these  federal  health  programs. 

In  any  event,  the  General  Assembly  will  reconvene  in  June 
to  resolve  these  and  other  state  budget  decisions.  The  economic 
situation  will  be  the  key  to  the  final  outcome  of  this  upcoming 
appropriations  session. 


From  The  Desk  of 
The  Managing  Editor 


WHAT  IS  NORTH  CAROLINA 
DOING  ABOUT  HAZARDOUS  WASTE? 

What  Are 

Hazardous  Wastes? 

The  Resource  Conservation  and  Recovery  Act  of 
1976,  under  which  hazardous  substances  are  regu- 
lated, defines  a hazardous  waste  as  “a  solid  waste,  or 
combination  of  solid  wastes,  which  because  of  its 
quantity,  concentration  or  physical,  chemical  or  in- 
fectious characteristics  may: 

— cause  or  significantly  contribute  to  an  increase  in 
mortality  or  an  increase  in  serious  irreversible,  or 
incapacitating  reversible  illness. 

— pose  a substantial  present  or  potential  hazard  to 
human  health  or  the  environment  when  improperly 
treated,  stored,  transported,  disposed  of,  or  otherwise 
managed.” 

These  waste  materials  can  be  either  solids,  liquids, 
sludges,  or  contained  gases.  A hazardous  waste  has  at 
least  one  of  four  characteristics:  ignitability,  cor- 
rosivity, reactivity  or  toxicity. 

Ignitable  wastes,  as  the  name  indicates,  catch  fire 
easily  and  as  a result  normally  are  segregated  from 
other  waste  materials.  Fires  involving  hazardous  sub- 
stances are  dangerous  not  only  because  they  may 
generate  heat  and  toxic  smoke,  but  also  because  they 
can  spread  harmful  particles  over  large  areas.  Ex- 
amples: discarded  organic  solvents  such  as  toluene 
and  benzene,  oils,  plasticizers,  some  pesticides  and 
paint  and  varnish  removers. 

Corrosive  wastes  are  substances  that  erode  mate- 
rials and  damage  living  tissues  by  chemical  action. 
They  are  of  particular  concern  to  persons  who  haul 
and  dispose  of  waste  because  by  corroding  containers 
they  can  cause  leakage.  Examples:  alkaline  cleaners, 
acid  liquids  used  in  etching,  and  wastes  from  battery 
production. 

Reactive  wastes  may  react  spontaneously,  react 
vigorously  with  air  or  water,  be  unstable  to  shock  or 
heat,  generate  toxic  gases,  or  explode.  Examples:  ob- 
solete munitions  and  manufacturing  wastes  from  the 
explosives  and  chemical  industries. 

Toxic  wastes  are  any  substance  (solid,  liquid,  or 
gas)  that  are  poisonous  to  living  beings.  If  they  are 
improperly  handled,  these  wastes  or  their  by-products 
may  be  released  into  the  atmosphere  to  the  detriment 
of  human  health,  particularly  through  the  contamina- 
tion of  ground  water.  Not  all  hazardous  wastes  are 
toxic,  but  all  toxic  wastes  are  potentially  hazardous. 
Examples:  pesticides,  arsenic  and  cadmium,  and  their 
salts. 

Radioactive  wastes  may  be  high-  or  low-level  and 
are  proved  health  hazards  of  varying  degrees.  As- 


sessment of  the  damages  they  cause  is  difficult  and  the 
subject  of  much  debate.  Certainly,  “high-level” 
radioactive  wastes  from  nuclear  power  plants  and 
weapons  are  very  dangerous.  On  the  other  hand,  re- 
search labs,  hospitals,  educational  institutions,  and 
industry  generate  what  is  considered  “low-level” 
radioactive  waste. 

Health  Effects 

Improper  management  of  hazardous  waste  can  be 
dangerous  to  the  public  health.  However,  degree  of 
risk  is  difficult  to  determine  because  the  toxic  effects 
of  many  chemicals  are  unknown  and  may  not  be  evi- 
dent for  years  after  exposure.  While  efforts  continue 
in  the  research  of  potential  health  effects  of  hazardous 
waste,  some  are  known. 

Acute  effects  include  those  which  result  from  a 
single  exposure,  as  inhalation  of  toxic  fumes  or  the 
absorption  of  toxins  through  the  skin.  Some  common 


Signs  like  this  are  found  on  N.C.  Highway  210  in  Johnston  County. 
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acute  effects  are  skin  and  eye  irritation,  headaches, 
nausea,  dizziness,  blurred  vision,  and  tremors. 

Some  chemicals  are  carcinogenic  in  animals  but 
there  is  disagreement  as  to  risk  in  humans.  The 
amount  of  an  agent  required  to  induce  malignancy  in 
humans  is  unknown. 

Birth  defects  in  animals  have  been  found  when  cer- 
tain chemicals  have  been  fed  to  mothers,  and  the  same 
might  occur  in  humans.  In  fact,  many  cases  in  which 
exposure  to  a toxic  chemical  has  resulted  in  birth 
defects  have  been  reported.  Some  of  these  agents  are 
mutagenic,  which  could  pose  the  greatest  threat  in  the 
future  from  mismanagement  of  hazardous  waste. 

While  the  human  body  appears  to  have  adapted  to 
the  natural  level  of  radioactivity  from  the  earth  and 
cosmic  rays,  many  questions  remain  as  to  the  amount 
of  additional  exposure  that  can  be  considered  safe. 
And  although  there  is  much  discussion  on  how  radia- 
tion produces  cancer,  certain  levels  have  been  related 
to  certain  effects. 

Radiation  sickness:  rapid  doses  of  1 00,000  milli- 

rems  to  organs  and  intesti- 
nal tract 

Cataract  development:  doses  over  200,000  milli- 
rems 

Sterility:  doses  over  300,000  milli- 

rems  to  the  gonads 

Death:  whole  body  doses  of  around 

500,000  millirems  when  not 
counteracted  medically  can 
kill  50%  of  the  people  ex- 
posed in  a few  days  or 
weeks 

These  are  unlikely  to  be  generated  from  current 
low-level  waste  producers,  radiation  in  smaller  doses 
can  conceivably  result  in  damage  to  unborn  babies, 
chromosome  breakage,  and  mutations,  although  no 
direct  relationship  has  been  proven. 

Hazardous  Wastes 
In  North  Carolina 

In  compliance  with  the  federal  Resource  Conserva- 
tion and  Recovery  Act  1 ,400  businesses  and  industries 
in  North  Carolina  which  generate  more  than  2,200 
pounds  of  hazardous  waste  per  month  registered  last 
year  with  the  Environmental  Protection  Agency. 
North  Carolina  ranks  1 1th  among  the  50  states  in  the 
total  volume  of  hazardous  wastes.  However,  small 
generators  are  not  yet  included  in  the  federal  system 
set  up  to  monitor  wastes,  and  120  million  gallons  a 
year  are  produced  in  the  state.  Although  such  waste  is 
produced  in  all  but  10  counties  in  our  state,  the  Char- 
lotte-Mecklenburg,  Greensboro-High  Point,  and 
Wilmington  areas  generate  a disproportionate  amount 
of  our  total  waste.  (See  map.) 

In  1979  North  Carolina  ranked  fourth  in  the  United 
States  in  the  production  of  low-level  radioactive 
waste.  At  that  time,  1,782,940  gallons,  containing 
12,158  curies  of  low-level  radioactive  waste,  were 
produced , 20%  of  the  total  volume  and  over  98%  of  the 


radioactivity  of  Carolina  Power  & Light  Company's 
Brunswick  County  nuclear  plant  and  General  Elec- 
tric’s fuel  fabrication  factory  near  Wilmington;  the 
remaining  10%  by  volume  and  less  than  2%  of  the 
radioactivity,  by  research  labs,  hospitals,  colleges  and 
universities  throughout  the  state. 

Until  recently  North  Carolina,  having  no  approved 
facilities  for  the  treatment  and  disposal  of  hazardous 
waste,  relied  upon  other  states’  facilities.  However, 
most  states  are  now  reducing  the  amount  of  waste  they 
will  accept,  so  each  state  must  make  efforts  to  manage 
its  own.  In  March  of  this  year  both  South  Carolina  and 
Washington,  the  two  states  which  store  all  of  North 
Carolina’s  low-level  radioactive  waste,  began  mea- 
sures to  restrict  the  amount  of  waste  they  will  accept. 
This  will  impose  great  difficulties  upon  the  state’s 
hospitals  and  research  labs  and  may  mean  the  building 
of  a local  facility. 

Waste  Management 
In  North  Carolina: 

The  Physician’s  Role 

North  Carolina  is  the  first  state  in  the  nation  to 
receive  interim  authority  from  the  Environmental 
Protection  Agency  to  assume  its  own  regulatory  pro- 
gram of  granting  permits  for  storing,  treating,  or  dis- 
posing of  hazardous  wastes.  This  is  the  responsibility 
of  the  Solid  and  Hazardous  Waste  Branch  in  the  Divi- 
sion of  Health  Services  of  the  Department  of  Human 
Resources. 

Mr.  O.  W.  Strickland,  head  of  the  Solid  and  Haz- 
ardous Waste  Branch,  expects  that  a medical  toxicol- 
ogist will  soon  be  on  staff  to  help  determine  the  poten- 
tial health  risks  of  such  wastes.  Mr.  Strickland  adds 
that  his  department  and  industry  hope  to  work  to- 
gether to  provide  communities  with  information  iden- 
tifying known  toxic  substances,  how  they  affect 
health,  and  how  they  may  interact  to  produce  or  mod- 
ify existing  disease.  Government,  industry  and  health 
care  personnel  must  also  combine  efforts  in  the  devel- 
opment and  application  of  emergency  plans. 

Complicating  the  issue  is  the  fact  that  so  little  tox- 
icity data  are  available.  And,  while  the  North  Carolina 
Waste  Management  Act  of  1981  (which  mandates  reg- 
ulation of  hazardous  wastes)  is  considered  model 
legislation,  it  does  not  address  the  problem  of  iden- 
tifying and  cleaning  up  existing  and  abandoned  dis- 
posal sites.  In  February  of  this  year  state  health  offi- 
cials listed  167  possible  hazardous  waste  sites.  More 
than  100  were  unidentified  before  a 1980  federal  law 
which  required  the  reporting  of  waste  dumps.  Ron  H. 
Levine,  M.D.,  State  Health  Director,  said  that  these 
sites  may  or  may  not  contain  hazardous  wastes  and 
that  they  would  be  inspected  to  determine  if  they 
should  be  cleaned  up  or  monitored. 

The  National  Toxicology  Program,  the  (state)  Toxic 
Substances  Project,  private  research  groups  such  as 
the  Chemical  Industry  Institute  of  Toxicology,  and 
industry  itself  are  accumulating  data.  Dr.  Don 
Huisingh  of  the  Toxic  Substances  Project  reports  that 
his  group  is  not  only  compiling  data  but  also  publishing 
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profiles  of  toxic  chemicals  and  contributing  to  a com- 
mon data  base,  the  Chemical  Substances  Information 
Network.  Dr.  Huisingh  noted  that  North  Carolina  is 
the  first  and  only  state  now  a part  of  this  computer 
network,  and  that  anyone  seeking  information  on 
chemical  substances  can  use  the  network  by  contact- 
ing the  State  Department  of  Human  Resources. 

While  developing  standards  for  the  selection  of  sites 
for  dumping  waste  is  central  to  these  programs,  the 
status  of  abandoned  and  existing  sites  is  also  of  pri- 
mary concern  to  the  public  health.  Upon  the  identifi- 
cation of  the  sites  and  the  possible  routes  of  contami- 
nation of  populations,  physicians  can  be  expected  to 
determine  effects  on  health,  toxicologic  information, 
tests  to  recognize  effects  of  chemicals  in  humans  (the 
Love  Canal  incident  made  evident  the  extreme  diffi- 
culty in  determining  who  had  been  exposed  and  for 
how  long),  tests  for  chemical  mixtures,  and  clinical 
and  epidemiological  studies  are  all  necessary  in  the 
evaluation  of  health  hazards. 

As  information  is  obtained,  the  question  of  what 
constitutes  unreasonable  risk  remains.  Criteria  for 
defining  health  hazards,  for  selecting  waste  dump 
sites,  and  for  protecting  on-site  workers  need  to  be 
established  as  do  procedures  for  the  evaluation  of 
hazardous  waste  management  policy.  In  addition, 
with  regard  to  emergencies  and  to  existing  and  aban- 


doned sites,  health  care  professionals  can  help  de- 
velop a registry  of  exposed  people  and  devise  methods 
for  follow-up. 

Reaction  to  the  waste  management  problem  is  often 
highly  emotional.  An  informed  public  is  a responsible 
one.  Physicians  can  help  provide  adequate  informa- 
tion and  the  tools  to  compile  the  information  and  share 
this  data.  Although  the  physician’s  role  at  all  levels  of 
hazardous  waste  management  is  important,  it  is  criti- 
cal as  seeker  and  provider  of  sound  objective  data  for 
practical  reasoning  and  evaluation. 

A.A.H. 
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taxes  until  a more  convenient  time,  take  advantage  of 
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But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
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Pendley,  Robert  Alan,  (GE)  225  W.  Eleventh  Avenue,  Gastonia, 
NC  28052 

GRANVILLE 

Mahan,  Dennis  Michael,  (FP)  1016  College  Street,  Oxford,  NC 
27565 

GUILFORD 

Brantley,  Coleman,  (GP)  212-C  W.  Wendover  Avenue,  Greens- 
boro, NC  27401 

McCue,  Jack  Dean,  (IM)  1200  N.  Elm  Street,  Greensboro,  NC 
27420 

Moeller,  Mark  Steven,  (RESIDENT)  RR  #6,  Box  546,  Reidsville, 
NC  27320 
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HARNETT 

Dorfman,  Margaret  Jeanne,  (P)  Lee-Harnett  Mental  Health  Ctr., 
P.O.  Box  457,  Buies  Creek,  NC  27506 

HAYWOOD 

Gilligan,  Kendall  Allen,  (EM)  Route  #3,  Box  111,  Canton,  NC 
28716 

LINCOLN 

Mofrad,  Ali  S.,  (PD)  824  S.  Aspen  Street,  Lincolnton,  NC  28092 

McDowell 

Cunningham,  George  Robinson,  (FP)  Sugar  Hill  Road,  P.O.  Box  39, 
Marion,  NC  28752 

MECKLENBURG 

Linderman,  James  Alan,  The  Nalle  Clinic,  1350  S.  Kings  Drive, 
Charlotte,  NC  28211 

Markey,  Joseph  William,  (N)  1100  Blythe  Boulevard,  Charlotte, 
NC  28203 

Miller,  Edith  Hamilton,  (IM)  1350  S.  Kings  Drive,  Charlotte,  NC 
28207 

Olson,  David  George,  845  Camborne  Place,  Charlotte,  NC  28210 

MONTGOMERY 

Wier,  Fred  Eugene,  (GS)  506  Wood  Street,  Troy,  NC  28321 

NEW  HANOVER-BRUNSWICK-PENDER 

Allen,  William  Giles,  (IM)  1 804  Glen  Meade  Road,  Wilmington,  NC 
28403 

Mitchell,  Ian  Alastair,  (GP)  Dupont  Cape  Fear  Plant,  P.O.  Box 
2042,  Wilmington,  NC  28402 

Pole,  Donald  Taliaferro,  (OBG)  1611  Doctor’s  Circle,  Wilmington, 
NC  28401 

PITT 

Dobson,  Lolo  Allen,  Jr.,  (RESIDENT)  1500  Willow  St.,  Apt.  #1, 
Greenville,  NC  27834 

Engelke,  Stephen  Carl,  (PD)  23-F  Courtney  Square,  Greenville,  NC 
27834 

Hicks,  Charles  Henry,  (IM)  1 19  Antler  Road,  Greenville,  NC  27834 

Hughes,  James  Lewis,  (PD)  303  Queen  Anne’s  Road,  Greenville, 
NC  27834 

ROBESON 

Gasque,  Boyd  Bennett,  Jr. , (DR)  209  West  29th  Street,  P.O.  Drawer 
1527,  Lumberton,  NC  28358 

WAKE 

Baloch,  Mohammad  Haroon,  (FP)  702  N.  Person  Street,  P.O.  Box 
11323,  Raleigh,  NC  27601 

WATAUGA 

Gamer,  Jo  Francis,  II,  (D)  Watauga  Medical  Arts  Bldg.  #7,  Boone, 
NC  28607 

WAYNE 

Zwerling,  Charles  Samuel,  (OPH)  600  Pinecrest  Drive,  Goldsboro, 
NC  27530 

WILKES 

Begley,  Martin  Gerard,  (DR)  Route  #1,  Box  105,  Moravian  Falls, 
NC  28654 

WILSON 

Brezina,  Edward  Sharp,  Jr.  (OBG)  1911  Canal  Drive,  Wilson,  NC 
27893 


What?  When?  Where? 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AM  A Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 


gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  "for  information.” 

In-State 
May  21-22 

“Sexually  Transmitted  Diseases” 

Place:  UNC  School  of  Medicine 

Info:  Fred  Sparling,  M.D.,  UNC  School  of  Medicine,  Depart- 

ment of  Bacteriology,  Chapel  Hill,  NC  27514 

May  22-23 

“Respiratory  Care  — Breath  of  Spring  ’82” 

Place:  Bowman  Gray  School  of  Medicine 

Fee:  $35 

Credit:  9 hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

May  28-30 

“Laparoscopic  Technique” 

Place:  Wrightsville  Beach 

Credit:  HV2  hours 

Info:  Office  of  Continuing  Medical  Education,  231  MacNider 

Bldg. -202  H,  UNC  School  of  Medicine,  Chapel  Hill,  NC 
27514,  919-962-2218 


June  9 

“Modem  Care  of  the  Heart  Attack  Victim” 

Place:  Greenville 

Fee:  $50 

Credit:  6V2  hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  East  Carolina  University  School 

of  Medicine,  Box  7224,  Greenville,  NC  27834,  919-758- 
5200 


Rush  Hour  at  Seven  Lakes 


The  rush  of  a fisherman  to  his  favorite 
fishing  spot.  Or  the  late  afternoon  wind 
rushing  through  the  slender  pines.  The 
occasional  hurry  of  a golfer  to  the  first  tee 
to  meet  his  foursome.  And  the  dash  to  the 
backcourt  to  return  an  offensive  lob  in  a 
friendly  game  of  tennis.  That’s  as  close  as 
you’ll  come  to  a rush  hour  at 
Seven  Lakes.  Seven  Lakes,  loca- 
ted  8 miles  west  of  Pinehurst,  is 
resort  living  at  its  best  in  the 
peaceful  wooded  Sandhills  of 
North  Carolina.  A totally  planned 


and  managed  community,  Seven  Lakes  is 
many  things  to  many  people.  A retirement 
spot  or  second  home.  An  only  home. 

Comfortable  living  to  suit  your  lifestyle. 
Golf,  tennis,  horseback  riding,  fishing, 
water  sports,  and  beautiful  wooded  Home 
sites.  Many  with  lakefronts. 

Put  yourself  in  our  pace.  Look 
into  living  at  Seven  Lakes.  For 
more  information,  write  to  Seven 
Lakes,  P.O.  Box  525R,  West  End, 
NC  27376.  We  will  rush  you 
our  color  brochure. 


seuen 


Lakes 




Obtain  the  Property  Report  required  by  Federal  Law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property. 


May  1982,  NCMJ 
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-Blowing  cJ^gcP^- 
cRealty 

The  Area's  Oldest  Established  Real  Estate  Agency 


Three  exceptional  properties  near  lovely 
Blowing  Rock,  North  Carolina. 


CLOVER  HILL  PLANTATION.  On  the  National  Register 
of  Historic  Places.  Built  in  1841.  Superb  condition.  On 
approximately  40  gently  rolling  acres.  Guest  cottages,  care- 
taker's house,  barns,  utility  buildings.  Perfect  for  the  gentle- 
mand  farmer.  $395,000.  Remarkable  financing  available. 


CLOSE  TO  HEAVEN!  Spectacular  gorge  views,  an  indoor 
swimming  pool,  sauna,  a unique  tennis  court,  other  creature 
comforts.  On  nearly  3 secluded  acres  adjacent  to  the  Pisgah 
National  Forest.  Main  house  with  magnificent  lodge  room, 
charming  guest  house.  $395,000. 


COUNTRY-STYLE  MOUNTAIN  LODGE.  On  5.8  private 
acres  near  the  Blowing  Rock  Golf  Course.  Walls  of  native 
stone,  slate  roof.  Exceptional  views  overlooking  two  gorges. 
Hand-hewn  beams,  pegged  floors.  Fireplaces  in  all  but  a few 
rooms.  $400,000.  Good  seller  financing. 


Complete  Real  Estate  Service 
Residential  • Commercial  • Investment 
Lots  • Acreage  • Income  Properties 
Rentals  • Property  Management 


MAIN  STREET  • P.  O.  BOX  1770 
BLOWING  ROCK,  NC  28605 
(704)  295-9861  • 295-9871 
ASK  FOR  OUR  NEWSLETTER 


CVCMPEN-M'(cyclacilln) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beto-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  co li  and  P mirabilis 
(This  drug  should  not  be  used  in  any  E.  co h and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported . 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.i.d 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/doy  q.i  d 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.  t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d  t 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

L AA 


Laboratories 

Philadelphia,  Pa  19101 


’Rapidly  excreted  unchanged  in 
Clinical  efficacy  may  not  always 
c orrelate  with  blood  levels. 

| Due  to  susceptible  organisms. 

I Ginsburg  C M,  McCracken  GH  Jr, 
/weighall  lC,Clahsen  JC:  Comparative 
pilar  mac  okinetics  ol  cyclacillin  and 
amoxic  ill ii  i in  inlants  and  < hildren. 
Anliwicroli  Ac;  C/ic-inof/ier 
1 9: 1086  1088  (June)  1981. 

9.  Mullu  enter  Inals  Data  to  be 
published. 

(opynghl  (■  i 1989 , Wyeth  I aborntorics 
All  lights  leseivect. 


See  important  information  on 
adioining  c olumn 


June  10-11 

"Sixth  Annual  Family  Medicine  Conference  Day:  A Presentation  of 
Clinical  and  Behavioral  Scholarship  in  Family  Medicine" 

Place:  Chapel  Hill 

Credit:  6 hours  (pending) 

Info:  Peter  Curtis,  M.D.,  Department  of  Family  Medicine,  Uni- 

versity of  North  Carolina,  Trailer  I5-269H,  Chapel  Hill, 
NC  27514,  919-966-3385 

June  17-19 

“The  29th  Annual  Session  Mountaintop  Medical  Assembly” 
Place:  Waynesville 

Info:  Clinton  L.  Border,  Jr.,  M.D.,  F.  A.C.S.,  Box  538,  Waynes- 

ville, NC  28786.  704-627-9677 

July  8-10 

“Fourth  Annual  Mountain  Meeting” 

Place:  Asheville 

Fee:  $125 

Credit:  12  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

July  26-30 

“Diagnostic  Imaging  Postgraduate  Course” 

Place:  Atlantic  Beach 

Fee:  $375  ($200  if  in  training) 

Credit:  25  hours 

Info:  Donald  R.  Kirks,  M.D.,  Program  Director,  Department  of 

Radiology  — Box  3834,  Duke  University  Medical  Center, 
Durham,  NC  27710 

Out-of-State-Southeastern  Region 
May  20-22 

“The  North  Carolina  Chapter  of  the  American  College  of  Sur- 
geons” 

Place:  Myrtle  Beach,  South  Carolina 

Info:  Richard  W.  Furman.  M.D.,  702  State  Farm  Road,  Boone, 

NC  28607.  704-264-2340 

May  21-22 

“Current  Management  of  Atherosclerotic  Vascular  Disease” 
Place:  Myrtle  Beach.  South  Carolina 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

June  10-12 

“Rehabilitation  of  the  Brain-Injured  Adult” 

Place:  Williamsburg,  Virginia 

Info:  Ellen  F.  Walsh,  School  of  Allied  Health  Professions,  Box 

233,  MCV  Station,  Richmond,  VA  23298,  804-231-9011 


Medical  Clinics  Only 

High  Limit  group  Life  and  Disability  Income  Insurance.  Available  only  to 
medical  clinics  and  their  employees  (not  available  to  general  public). 
Guarantee-issue  (no  medical)  for  five  or  more  participants  Discount  to 
clinics  whose  manager  is  a member  of  MEDICAL  GROUP  MANAGEMENT 
ASSOCIATION 


Plyler  Financial  Services 

P.O.  Box  576  • Wilson,  N.C.  27893 
Telephone  (919)  291-3333 


June  10-13 

“Dermatology  for  Non-Dermatologists” 

Place:  Myrtle  Beach.  South  Carolina 

Fee:  $295 

Credit:  14  hours,  AAFP 

Info:  “Dermatology  for  Non-Dermatologists,”  Box  2987,  Duke 

Medical  Center,  Durham.  NC  27710,  919-684-2504 

June  11-13 

“Arrhythmias  and  Cardiac  Ischemia:  Diagnoses  and  Management" 
Place:  Virginia  Beach,  Virginia 

Fee:  $245 

Credit:  13  hours.  Category  I;  13  hours.  AAFP 
Info:  International  Medical  Education  Corp.,  64  Inverness 

Drive,  East,  Englewood,  Colo.  80112.  800-525-8651 

June  14-July  8 

"Ethics  and  Public  Policy  in  Health  Care" 

Place:  Charlottesville.  Virginia 

Info:  Professions  Program,  Division  of  Fellowships  and  Semi- 

nars, National  Endowment  for  the  Humanities,  Washing- 
ton, D.C.,  20506 

June  23-26 

“Ninth  Annual  Arts  and  Sciences  of  Sports  Medicine” 

Place:  Charlottesville,  Virginia 

Info:  Frank  C.  McCue,  III,  M.D.,  Box  243,  University  of  Vir- 

ginia Medical  Center,  Charlottesville,  VA  22908,  804-924- 
2083 

June  24-26 

“American  Cancer  Society  National  Conference:  The  Primary 
Care  Physician  and  Cancer” 

Place:  Washington,  D.C. 

Fee:  none 

Credit:  1714  hours.  Category  I;  1714  hours,  AAFP 
Info:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer  Society 

National  Conference:  The  Primary  Care  Physician  and 
Cancer,  777  Third  Avenue,  New  York,  NY  10017 

July  7-10 

“Cardiology  1982:  A Comprehensive  Review  of  the  Latest  Tech- 
niques and  Developments  in  the  Field  of  Cardiology  for  the 
Practicing  Cardiologist/Internist” 

Place:  Knoxville,  Tennessee 

Info:  Extramural  Programs  Dept. , American  College  of  Cardiol- 

ogy, 91 1 Old  Georgetown  Road,  Bethesda,  MD  20014 

July  12-14 

“Clinical  Gastroenterology” 

Place:  Hilton  Head,  South  Carolina 

Fee:  $200 

Credit:  12  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

July  27-31 

“Fifth  Annual  Symposium  on  Contemporary  Clinical  Neurology” 
Place:  Hilton  Head  Island,  South  Carolina 

Info:  Mrs.  Joan  Sullivan,  Dept,  of  Neurology,  Vanderbilt  Uni- 

versity School  of  Medicine,  Nashville,  TN  37212 

August  2-7 

“Tenth  Annual  Beach  Workshop” 

Place:  Myrtle  Beach.  South  Carolina 

Fee:  $175 

Credit:  20  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

August  13-14 

“EKG  Interpretation  and  Arryhthmia  Management” 

Place:  Nashville.  Tennessee 

Fee:  $245 

Credit:  13  hours.  Category  I;  13  hours,  AAFP 
Info:  IMEC,  Division  of  Postgraduate  Education,  64  Inverness 

Drive  East,  Englewood.  Colo  801 12,  800-525-8651 

The  items  listed  in  the  above  column  are  for  the  three  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
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should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167.  Raleigh.  NC  2761 1,  two  months  prior  to  the  month  in  which 
they  are  to  appear.  A “request  for  listing"  form  is  available  upon 
request. 


News  Notes 


University  of  N.C. 

School  of  Medicine 

And  N.C.  Memorial  Hospital 

A unique  arrangement  has  been  established  be- 
tween Lakeview  Manor,  a nursing  home  in  Chapel 
Hill,  and  the  Department  of  Family  Medicine. 

Dr.  Philip  Sloane,  assistant  professor  of  family 
medicine,  has  assumed  the  responsibilities  of  medical 


director  for  Lakeview  Manor,  an  intermediate  care 
nursing  home,  and  will  oversee  the  care  for  all  of  the 
facility’s  patients.  In  addition,  individual  faculty 
members  and  residents  from  the  Department  of  Fam- 
ily Medicine  will  serve  as  personal  physicians  for  new 
nursing  home  patients. 

“The  arrangement  should  have  benefits  for  both 
Lakeview  Manor  and  the  Department  of  Family  Med- 
icine,” Sloane  said.  He  explained  that  faculty  and 
residents  from  the  department  will  visit  Lakeview 
Manor  every  Friday  morning  to  check  on  patients;  a 
member  of  the  Department  of  Family  Medicine  will  be 
on  call  24  hours  a day. 

If  a resident  of  Lakeview  Manor  requires  hospitali- 
zation at  North  Carolina  Memorial,  he  or  she  can  be 
cared  for  by  the  same  physician  who  was  responsible 
for  the  patient’s  care  at  Lakeview. 

“We  are  very  pleased  with  this  arrangement,”  said 
J.  G.  Cicatko  Jr.,  administrator  of  Lakeview  Manor. 
“It’s  rather  unique  to  have  a physician  in  your  facility 


4re  the  results  of 
H00  million  worth  of 
government-funded  research 
on  hypertension 
worth  reading  about? 


May  1982,  NCMJ 


381 


every  Friday  when  Medicaid  regulations  say  they  only 
need  to  be  here  every  60  days,”  he  continued. 

"Nursing  homes  are  a much  misunderstood  ele- 
ment of  our  health  care  system,”  Sloane  said. 

There  are  now  more  nursing  home  beds  than  hospi- 
tal beds  in  the  United  States  and  more  than  20%  of  the 
elderly  will  spend  some  time  in  a nursing  home. 

“In  North  Carolina,  nursing  homes  are  a major 
provider  of  institutional  care,  with  more  than  40%  of 
Medicaid  funds  going  to  nursing  home  patients,”  he 
continued.  "In  spite  of  these  facts,  educational  ac- 
tivities in  nursing  homes  are  relatively  new.” 

Both  Sloane  and  Cicatko  agreed  that  being  able  to 
use  Lakeview  Manor  as  a clinical  site  for  teaching 
medical  students  and  residents  is  an  important  way  of 
exposing  them  to  geriatric  medicine  and  of  demon- 
strating the  special  needs  of  institutionalized  elderly. 

Sloane  has  been  a faculty  member  at  the  University 
since  1979.  He  has  written  several  articles  about 
nursing  homes  and  was  a member  of  the  task  force  on 
geriatric  education  of  the  Society  of  Teachers  of 
Family  Medicine. 


Scientists  at  the  University  of  North  Carolina  at 
Chapel  Hill  have  found  new  evidence  that  oral  con- 


traceptives that  contain  progestin  hormones  in  addi- 
tion to  estrogen  can  help  protect  women  from  cancer 
of  the  uterus  lining. 

Their  study  shows  that  women  who  don’t  use  com- 
bination product  oral  contraceptives  have  at  least 
twice  the  risk  of  developing  endometrial  cancer  as 
those  who  do. 

The  protective  effect  of  the  contraceptives  in- 
creases the  longer  they  are  used  and  decreases  over 
time  once  they  have  been  discontinued,  according  to 
the  report. 

Authors  of  the  study  are  Drs.  Barbara  S.  Hulka, 
Lloyd  E.  Chambless  and  Bernard  G.  Greenberg  of  the 
UNC  School  of  Public  Health  and  Drs.  David  G. 
Kaufman  and  Wesley  C.  Fowler  of  the  School  of  Med- 
icine. 

Dr.  Hulka,  a professor  of  epidemiology,  said  the 
findings  do  not  mean  that  women  should  begin  taking 
these  oral  contraceptives  in  hope  of  avoiding  en- 
dometrial cancer. 

"Because  endometrial  cancer  is  even  less  than  the 
uncommon  side  effect  of  oral  contraceptives  which  is 
the  occasional  formation  of  blood  clots,”  she  ex- 
plained. "Normally,  this  cancer  is  a disease  of  older 
women  after  they  have  stopped  menstruating.” 

Instead,  she  said  the  results  support  the  belief  of 


IS  THERE  ANYTHING 
YOU  MISSED? 


As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

gerenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
Telephone  (804)  543-6888  • Barbara  Fay,  Director 

Accredited  by  the  JCAH  • Approved  for  coverage  by  Blue  Cross, 
CHAMPUS  and  other  health  insurance  programs. 
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some  scientists  that  progestin  hormones  should  be  a 
part  of  any  estrogen  replacement  therapy  during  or 
following  menopause. 

Estrogens  are  frequently  prescribed  for  menopausal 
and  post-menopausal  women  to  control  such  disturb- 
ing symptoms  as  hot  flashes  and  depression.  But  both 
doctors  and  patients  have  been  concerned  about  re- 
cent reports  linking  estrogen  with  an  increased  risk  of 
endometrial  cancer. 

“With  all  the  publicity  about  this  link  and  the  ap- 
propriate concern  that  has  followed,  there  may  be  a 
tendency  for  people  to  suspect  that  any  kind  of  hor- 
mone might  be  harmful,”  Dr.  Hulka  said.  “But  here 
we  have  shown  that  progestin  actually  has  a protective 
effect  on  the  lining  of  the  uterus.” 

The  study  involved  comparing  information  from  79 
patients  who  had  had  endometrial  cancer  with  infor- 
mation from  203  women  who  had  not. 

Overall.  15.3%  of  the  control  subjects  had  used  oral 
contraceptives  that  included  progestin  for  at  least  six 


1 1977,  when 

le  Veterans  Administration 
ompared  Step-2 
igimens  in  450  mild 
ypertensive  patients, 

tiich  regimen  was 
roven  most  effective?' 


months,  but  only  6.3%  of  the  cancer  patients  had  used 
similar  products  for  the  same  period. 

Analysis  of  the  data,  which  were  collected  over 
seven  years,  also  showed  that  oral  contraceptives 
composed  predominantly  of  progestin  were  more 
protective  than  compounds  that  were  predominantly 
estrogens. 


Five  members  of  the  university  community  have 
been  elected  fellows  of  the  American  Association  for 
the  Advancement  of  Science,  including  the  chancellor 
and  three  other  members  of  the  School  of  Medicine 
faculty. 

Elected  fellows  in  January  were:  Chancellor 
Christopher  C.  Fordham  III,  also  professor  of  medi- 
cine and  social  and  administrative  medicine;  Dr. 
Stuart  Bondurant,  dean  of  the  School  of  Medicine  and 
professor  of  medicine;  Dr.  Carl  W.  Gottschalk,  Kenan 
professor  of  medicine  and  physiology;  Dr.  Cecil  G. 
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Sheps,  Taylor  Grandy  Distinguished  professor  of  so- 
cial and  administrative  medicine  and  professor  of 
family  medicine,  and  Dr.  John  M.  Dennison,  profes- 
sor of  geology. 

The  AAAS,  formed  in  1848,  is  the  nation’s  largest 
general  scientific  organization.  Members  of  the  AAAS 
nominated  for  fellowships  are  described  as  those 
“whose  efforts  on  behalf  of  the  advancement  of  sci- 
ence or  its  applications  are  scientifically  or  socially 
distinguished.” 

Fordham,  a UNC-CH  alumnus,  first  joined  the 
UNC-CH  faculty  in  1958  and  was  vice  chancellor  for 
health  affairs  before  becoming  the  University’s  sixth 
chancellor  in  1980.  He  also  is  former  dean  of  the 
UNC-CH  School  of  Medicine. 

Fordham  is  a member  of  numerous  professional 
organizations  and  in  1981  was  honored  with  distin- 
guished service  awards  from  both  the  N.C.  Hospital 
Association  and  the  N.C.  Academy  of  General  Den- 
tistry. 

Bondurant,  a UNC-CH  alumnus,  joined  the  faculty 
in  1979  as  dean  of  the  School  of  Medicine.  In  1981 
Bondurant  was  among  nine  physicians  named  masters 
of  the  American  College  of  Physicians,  and  also  was 
named  a fellow  to  the  Royal  Academy  of  Physicians 
(Edinburgh). 

He  is  past  president  of  the  ACP  (1980-81)  and  past 
chairman  of  the  Council  of  Deans  (1979-80). 

Gottschalk,  a member  of  the  School  of  Medicine 
faculty  since  1952,  is  one  of  the  world’s  foremost 
kidney  researchers.  He  has  been  influential  in  national 


planning  for  dialysis  and  kidney  transplants  and  is 
internationally  known  for  the  development  of  micro- 
puncture techniques  that  have  shed  light  on  how  the 
kidney  functions. 

He  was  named  a career  investigator  by  the  Ameri- 
can Heart  Association  in  1961  and  a Kenan  professor 
in  1969.  He  was  elected  to  the  National  Academy  of 
Sciences  in  1975. 

Sheps  first  joined  the  faculty  in  1947.  After  an  ab- 
sence of  15  years,  he  returned  in  1968  to  become  the 
First  director  of  the  UNC-CH  Health  Services  Re- 
search Center  and , in  1 97 1 , was  named  vice  chancellor 
for  health  sciences. 

Sheps’  research  interests  are  in  primary  health  care, 
reform  in  health  education  and  evaluation  of  health 
care  programs.  This  year,  he  received  a special  cita- 
tion from  the  new  medical  school  at  Ben  Gurion  Uni- 
versity in  Israel  for  his  work  as  a consultant  to  the 
school. 

Dennison,  a member  of  the  UNC-CH  geology  fac- 
ulty since  1967,  specializes  in  stratigraphy  and  geo- 
statistics. His  current  work  involves  exploring  the 
Blue  Ridge  and  Great  Smoky  Mountains  for  natural 
gas. 


W.  Bonner  Guilford,  assistant  professor  of  radiol- 
ogy, was  invited  to  speak  at  the  Diabetes  Research 
and  Training  Center,  University  of  Virginia,  Jan.  18. 
The  title  of  his  seminar  was  “Monckberg’s  Sclerosis: 
Possible  role  in  the  development  of  peripheral  micro- 
angiopathy in  diabetes  mellitus.” 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


■ Arterial  Blood 
Gases 

• Spirometry 

• Diffusion  Testing 

• Lung  Volumes 


-FAST,  ACCURATE 

RESULTS 

-QUALIFIED  RESPIRATORY 

THERAPISTS 
t“ PHYSICIAN  SUPERVISED 


For  more  information  call:  17041  332-8082 


Frank  C.  Wilson,  professor  of  surgery,  Walter 
Greene,  associate  professor  of  surgery  and  Campbell 
McMillan,  professor  of  pediatrics,  lectured  at  the 
meeting  of  the  American  Academy  of  Orthopaedic 
Surgeons  in  New  Orleans  on  “The  Management  of 
Musculo-skeletal  Problems  in  Hemophilia.”  Wilson, 
Greene  and  William  Anderson,  a resident  in  or- 
thopaedics, also  presented  a paper  and  an  exhibit  on 
“Fractures  of  the  Diaphysis  of  the  Radius  and  Ulna  in 
Adults,”  Jan.  19-26. 


William  McCartney,  associate  professor  of  radiol- 
ogy, attended  the  8th  annual  meeting  and  nuclear 
medicine  educational  seminar  sponsored  by  the 
American  College  of  Nuclear  Physicians.  He  was  ap- 
pointed chairman  of  the  awards  committee  and  par- 
ticipated as  a delegate  in  the  ACNP  House  of  Dele- 
gates. 


John  J.  Aluise,  lecturer  in  family  medicine,  pre- 
sented a medical  practice  management  workshop  for 
physicians  and  their  spouses.  Topics  included  were: 
preparations  for  the  first  year  of  practice,  personnel 
management,  financial  management,  patient-staff- 
physician  relationships,  stress  in  the  professional 
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family,  telephone  communication  and  leadership  and 
supervision  in  the  practice,  at  Creighton  University, 
on  Jan.  29-30. 


James  N.  Hayward,  professor  of  neurology,  was  an 
invited  speaker  at  the  Gordon  Research  Conference 
on  Cardiovascular  Role  of  Brain  Angiotensin  and 
other  Peptide  Hormones,  Feb.  8-12,  in  Ventura,  Calif. 


Phil  Webster,  professor  of  pathology,  spoke  at  the 
family  medicine  grand  rounds  at  St.  Elizabeth  Hospi- 
tal Medical  Center.  His  topic  was  “Head  and  Neck 
Oncology:  an  Interface,”  March  19,  in  Youngstown, 
Ohio. 


Helen  Cronenberger,  associate  professor  of  medi- 
cal allied  health  professions,  recently  wrote  a chapter 


for  a book  titled,  “Clinical  Laboratory  Science  Edu- 
cation,” published  by  the  American  Society  for  Medi- 
cal Technology. 


Henry  R.  Lesesne,  associate  professor  of  medicine, 
was  a member  of  the  program  faculty  at  the  Third 
International  Symposium  on  Continuing  Medical 
Education,  Feb.  23-March  4,  in  Limuru,  Kenya. 


Betty  E.  Cogswell,  associate  professor  of  family 
medicine,  has  been  elected  First  Vice  President  of  the 
Committee  on  Family  Research  of  the  International 
Sociological  Association  to  serve  a four  year  term 
from  1982-86. 


John  A.  Ewing,  professor  of  psychiatry,  has  been 
named  vice  chairman  and  a trustee  of  the  Mary  Cullen 
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Research  Trust,  a non-profit  foundation  devoted  to 
studies  in  the  causes  of  alcoholism. 


David  E.  Millhorn,  instructor  in  physiology,  has 
recently  been  named  an  Established  Investigator  of 
the  American  Heart  Association  (1982-1987).  The 
award  was  given  for  his  research  on  “the  role  of  the 
ventral  medulla  in  the  regulation  of  respiration  and 
cardiovascular  function.” 

East  Carolina  University 
School  of  Medicine 

Dr.  Dennis  R.  Sinar,  associate  professor  of  medi- 
cine, has  received  a $58,581  grant  from  Hoffman- 
LaRoche,  Inc.  to  study  “The  Effects  of  Ro  21-6937 
(tri-methyldesoxy  PGE2)  on  the  Healing  of  Endo- 
scopically-Proven  Duodenal  Ulcers  — A Single-Blind 
Parallel  Study.”  The  project  will  investigate  the  medi- 
cation's effect  on  acid  secretions  in  patients  with 
duodenal  ulcers. 


A memorial  fund  to  support  an  annual  lecture  at  the 
East  Carolina  University  School  of  Medicine  has  been 


established  by  Mrs.  Vincent  P.  Fagan  Jr.  of  Green- 
ville. 

The  Vincent  P.  Fagan  Jr.  Memorial  Lecture  will  be 
presented  by  a prominent  authority  in  medicine  on 
recent  advances  in  medical  science  and  new  clinical 
applications. 

The  selection  of  the  speaker  will  reflect  Mrs.  Fa- 
gan's request  to  emphasize  advances  in  the  diagnosis 
and  treatment  of  aneurysms  in  view  of  her  husband’s 
death  from  a ruptured  cerebral  aneurysm. 

“We  are  grateful  to  Mrs.  Fagan  for  this  special 
reason  for  bringing  medical  leaders  to  the  school,” 
said  medical  school  Dean  William  E.  Laupus. 

“Our  faculty,  residents  and  students,  as  well  as 
physicians  throughout  the  region,  will  appreciate  her 
generosity  and  thoughtfulness  in  the  years  to  come  as 
the  lecture  becomes  a prominent  annual  event  at  the 
school.  We  are  pleased  to  be  a part  of  her  memorial 
effort.” 

Laupus  also  recognized  Greenville  attorney  Phillip 
R.  Dixon  for  assisting  Mrs.  Fagan  and  the  medical 
school  in  the  establishment  of  the  fund. 

The  topic  and  speaker  for  the  Fagan  Lecture  will  be 
selected  by  a committee  appointed  by  Dean  Laupus.  It 
will  be  the  featured  lecture  at  one  of  the  school’s 
continuing  medical  education  programs. 


HOLLY  HILL  HOSPITAL-^A  HOSPITAL  COMMUNITY 


— A private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  22  Psychiatrists 

— A consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient's 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


For  further  information,  please  contact: 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


Mary  Donnelly,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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Two  members  of  the  Department  of  Pediatrics  pre- 
sented an  evaluation  of  neonatal  stabilization  at  the 
Ninth  Annual  Southern  Perinatal  Association  Meeting 
held  recently  in  New  Orleans. 

Drs.  Arthur  E.  Kopelman,  professor,  and  Stephen 
Engelke,  assistant  professor,  presented  “Evaluation 
of  Neonatal  Stabilization  at  Community  Hospitals  and 
of  a Regional  Transport  Program.” 

In  addition.  Kopelman  authored  a chapter  titled 
“Care  of  the  High  Risk  Neonate”  which  appears  in 
the  book  Current  Therapy.  The  book  is  edited  by  Dr. 
Howard  F.  Conn. 


Dr.  Irvin  L.  Blose,  professor  of  psychiatric  medi- 
cine, attended  the  American  Medical  Society  on  Al- 
coholism’s meeting  in  West  Palm  Beach,  Fla.,  on  Feb- 
ruary 19.  Blose  presented  “The  Professionals  and 
Chemical  Dependency”  to  the  society. 


The  Department  of  Pediatrics’  Humanities  Section 
has  received  $13,433  in  matching  funds  from  the  N.C. 
Humanities  Committee  to  sponsor  a symposium  in 
March  1983.  The  symposium,  titled  “Moral  Choice 
and  Medical  Crisis,”  will  examine  the  competence, 
consent  and  allocation  of  resources  in  critical  care 
medicine. 


Two  new  faculty  members  have  joined  the  School  of 
Medicine's  Department  of  Family  Medicine. 

Dr.  Harold  Kallman  has  been  appointed  professor 
and  director  of  geriatric  training  at  the  medical 
school's  Eastern  Carolina  Family  Practice  Center.  He 
formerly  was  associate  clinical  professor  of  family 
medicine  at  the  College  of  Medicine  and  Dentistry- 
Rutgers  with  responsibility  for  the  Rutgers  geriatric 
program.  A native  of  New  York,  Kallman  was  also  in 
group  family  practice  in  Edison,  N.J.  Kallman  is  a 
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charter  fellow  of  the  American  Academy  of  Family 
Physicians  and  has  served  on  numerous  committees 
on  aging,  mental  health  and  medical  education.  He  is  a 
past  president  of  the  New  Jersey  Academy  of  Family 
Practice. 

He  received  his  undergraduate  degree  from  City 
College  of  New  York  and  his  medical  degree  from 
New  York  University  College  of  Medicine.  He  com- 
pleted residency  training  at  Kings  County  Hospital, 
Brooklyn,  N.Y.,  and  the  U.S.  Naval  Hospital,  Key 
West,  Fla.  He  also  completed  a fellowship  in  cardiol- 
ogy sponsored  by  the  National  Institutes  of  Health. 

Dr.  Charles  H.  Duckett  also  has  joined  the  Depart- 
ment of  Family  Medicine  as  professor  and  director  of 
graduate  education.  Prior  to  his  appointment  at  East 
Carolina  University,  Duckett  was  associate  professor 
of  family  medicine  and  director  of  the  family  practice 
residency  program  at  the  Bowman  Gray  School  of 
Medicine. 

A native  of  Canton.  N.C.,  Duckett  received  his 


undergraduate  degree  from  Wake  Forest  College  and 
his  medical  degree  from  Bowman  Gray.  He  completed 
postgraduate  training  at  the  University  of  Virginia 
Hospital,  Charlottesville. 

Also  a charter  fellow  of  the  American  Academy  of 
Family  Physicians,  Duckett  was  in  private  practice  for 
17  years  in  Canton.  He  has  held  numerous  leadership 
positions  in  the  N.C.  Academy  of  Family  Physicians, 
including  president  of  the  group.  He  is  past  president 
of  the  academy’s  board  of  directors. 


An  article  written  by  Dr.  Richard  S.  Marx,  assistant 
professor  of  medicine,  appears  in  the  January  issue  of 
the  American  Journal  of  Diseases  of  Children.  The 
article  is  “Serological  Evidence  of  Previous  Rocky 
Mountain  Spotted  Fever  in  Sixth  Graders.” 

In  addition,  Marx  has  been  appointed  principal  in- 
vestigator of  an  “Open  Study  of  Mezlocillin  in  the 
Treatment  of  Patients  with  Serious  Infection.”  The 


Believe  it  or  not,  doctor, 
it’s  the  combination  found  in... 

Salutensin 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 


And  don't  the  results  of  more  than 
$100  million  worth  of  clinical  trials, 
involving  thousands  of  patients 
who  were  followed  for  several  years, 
merit  your  serious  consideration? 
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$5,000  grant  was  provided  by  Miles  Laboratories.  Dr. 
Peter  B.  Campbell,  associate  professor  of  medicine,  is 
co-investigator  with  Marx  on  the  study. 


“Construction  and  Enzymatic  Selection  of  Bac- 
teriophage G-4  Genomes  with  Modified  J-F  Intercis- 
troni  Regions"  is  the  topic  of  a poster  presentation 
made  by  Dr.  Uwe  R.  Muller,  assistant  professor  of 
microbiology,  at  the  Annual  Congress  on  Recombi- 
nant DNA  Research.  The  conference  was  held  in  Los 
Angeles  February  14-17. 


Dr.  David  R.  Garris,  assistant  professor  of  anat- 
omy, recently  was  a seminar  leader  at  the  Department 
of  Reproductive  Biology,  Obstetrics  and  Gynecology 
at  Case  Western  Reserve  University  School  of  Medi- 
cine. The  topic  of  the  seminar  was  “Uterine  Blood 


Flow  and  the  Regulation  of  Intrauterine  Growth  of  the 
Guinea  Pig  Fetal-Placental  Unit." 

Garris  also  has  published  several  articles.  “Body 
Weight  Related  Changes  in  Ovarian  Blood  Flow  in  the 
Pseudopregnant  Rat"  appears  in  the  January  issue  of 
IRCS  Medical  Science  and  is  co-authored  by  Dr.  Irvin 
E.  Lawrence,  professor  of  anatomy.  “Depopulation 
of  the  Ventromedial  Hypothalamic  Nucleus  in  the 
Diabetic  Chinese  Hamster"  appears  in  the  February 
ACTA  Neuropathologcia  and  is  co-authored  by  Dr. 
Arthur  R.  Diani,  assistant  professor  of  anatomy,  and 
Carol  Smith,  research  technician.  “Effects  of  Uterine 
Blood  Flow  in  the  Rat  and  Guinea  Pig:  Correlation 
with  Serum  Progesterone  Levels"  appears  in  the  Feb- 
ruary IRCS  Medical  Science. 


Dr.  Zubie  W.  Metcalf,  director  of  the  Center  for 
Student  Opportunities,  has  been  appointed  to  the 


And  there’s  more  proof  on  the  way! 

1982  will  see  the  completion  of  the  Multiple  Risk 
Factor  Intervention  Trial  (MRFIT)— a six-year, 
12,000-patient  study  assessing  the  factors  that 
increase  risk  of  cardiovascular  disease.  For  the  | 
management  of  hypertension,  the  preferred  | 
Step-2  regimen  in  this  study  is  reserpine-thi azide.  f 

3 

In  1978,  in  a preliminary  report  presented  to  the  § 
Epidemiology  Section  of  the  American  Heart  = 
Association  (Dallas,  Nov  1978),  after  12  months  I 
of  the  trial,  fewer  patients  (5.3%)  treated  with  § 
reserpine  suffered  depression  than  even  the 
untreated  control  group  (7.7%)! 
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Health  Careers  Opportunity  Program  Peer  Review 
Committee  of  the  Health  Resources  Administration, 
Department  of  Health  and  Human  Services.  The 
committee  reviews  grant  applications  for  programs 
designed  to  recruit  disadvantaged  students  to  health 
professions  programs. 


Three  School  of  Medicine  physicians  have  collabo- 
rated on  a paper  which  appears  in  the  January  issue  of 
the  American  Journal  of  Obstetrics  and  Gynecology. 
“Persistent  Hemoglobin-S  in  Donor  Blood  May  Give 
Falsely  Elevated  Acid-Elution  Tests  in  a Rh-negative 
Patient”  was  co-authored  by  Drs.  E.  M.  Stropnicky 
and  Jarlath  M.  MacKenna,  from  the  department  of 
obstetrics  and  gynecology,  and  Ernest  W.  Larkin, 
from  pathology  and  laboratory  medicine. 

In  addition,  MacKenna  has  received  $22,050  from 
the  National  Foundation-March  of  Dimes  to  continue 
funding  for  a perinatal  social  worker. 


Dr.  Yash  P.  Kataria,  associate  professor  of  medi- 
cine, is  a contributing  author  on  an  article  appearing  in 
the  December  issue  of  Leprosy  Review.  The  article  is 
titled  “Kveim  Test  in  Leprosy:  A Clinical  and  His- 
topathological  Evaluation.” 

Kataria  collaborated  with  Department  of  Medicine 


faculty  members  Drs.  Robert  A.  Shaw,  assistant  pro- 
fessor, and  Peter  B.  Campbell,  associate  professor,  on 
“Sarcoidosis:  An  Overview  II.”  The  article  appears 
in  the  spring  issue  of  Clinical  Notes  on  Respiratory 
Diseases  and  is  published  by  the  American  Thoracic 
Society-Medical  Section  of  the  American  Lung  As- 
sociation. 


Dr.  Robert  A.  Shaw,  assistant  professor  of  medi- 
cine, co-authored  an  article  which  appears  in  the  De- 
cember 1981  issue  of  Chest.  The  article  is  titled  “A 
Perplexing  Case  of  Hilar  Adenopathy.” 


Dr.  Theodore  Kushnick,  professor  of  pediatrics  and 
director  of  the  Developmental  Evaluation  Clinic,  co- 
authored an  article  titled  “Genetic  Counseling  in  Pre- 
natally  Diagnosed  Trisomy  18  and  21:  Psychosocial 
Aspects.”  The  article  appears  in  the  January  1982 
issue  of  Pediatrics. 

Duke  University 
Medical  Center 

Duke  University  Medical  Center's  first  chief  of 
urology  died  at  home  Feb.  1 after  a myocardial  infarc- 
tion. Dr.  Edwin  P.  Alyea,  83,  retired  from  Duke  as  a 
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professor  emeritus  in  1969.  He  was  chief  of  the  divi- 
sion of  urology  for  33  years. 

Alyea  graduated  from  Princeton  in  1919  and  from 
Johns  Hopkins  School  of  Medicine  in  1923.  He  trained 
at  Hopkins  until  he  accepted  an  appointment  as  the 
first  chief  of  urology  at  Duke  in  1929.  He  was  named 
professor  of  urology  in  1942. 

One  of  the  early  innovators  of  prostatic  surgery,  he 
helped  develop  the  transurethral  resection.  He  was 
among  the  early  investigators  of  sulfonamides  in 
treatment  of  urinary  tract  infections  and  the  cysto- 
scopic  multiple  catheter  method  or  ureteral  stone  ex- 
traction. 

While  Alyea  was  chief  of  the  urology  division,  35 
residents  completed  urology  training  at  Duke.  In  1964, 
those  residents  honored  him  by  establishing  the 
Edwin  P.  Alyea  Visiting  Professorship  in  Urology.  In 
1974,  Duke’s  urologic  clinic  was  renamed  to  honor 
Alyea. 


A Duke  University  Medical  Center  gynecologist 
says  there’s  an  increase  of  women  seeking  to  have 
their  sterility  operations  reversed. 

“Unequivocally,  we’re  seeing  more  candidates  for 
sterilization  than  we  did  five  years  ago,”  said  Dr. 
Arthur  F.  Haney,  associate  professor  of  obstetrics 
and  gynecology.  “I  think  now  more  women  are  be- 


coming aware  that  reversal  is  a possibility,  and  they 
have  a fairly  good  chance  of  being  successful.” 

“The  high  divorce  rate  in  this  country  appears  to  be 
the  major  contributing  factor  to  the  increasing  number 
of  women  seeking  reversals,”  he  said. 

“The  majority  of  women  come  to  me  for  a reversal 
because  they’ve  remarried  and  want  to  have  a child  by 
their  second  husband,”  he  said.  “Many  factors  have 
worked  together  to  give  us  a large  population  of  young 
sterilized  women,  including  controversy  over  the  side 
effects  of  the  pill  and  the  IUD.  Surgical  sterilization 
has  thus  become  a frequent  alternative  for  large  num- 
bers of  young  women.” 

The  gynecologist,  who  has  performed  about  150 
sterilization  reversal  operations,  said  Duke  surgeons 
have  experienced  “about  a 50%  success  rate  overall.” 
“Some  categories  of  women  who’ve  been  sterilized 
have  a much  higher  chance  of  success  at  reversal,  and 
some  much  lower,”  he  said,  “depending  on  the  type 
of  procedure  they  originally  had  and  the  length  of 
fallopian  tube  remaining.” 


A fund  has  been  established  at  Duke  to  honor  Dr. 
Roy  T.  Parker,  a distinguished  obstetrician  and 
gynecologist  at  the  medical  center. 

Parker  relinquished  the  chairmanship  of  Duke’s 
Department  of  Obstetrics  and  Gynecology  in  Sep- 
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tember,  1980  after  16  years  service.  He  continues  as 
an  active  professor  in  the  department. 

“This  fund  honors  a man  who  has  excelled  as  a 
teacher,  physician  and  administrator,"  said  Dr. 
Charles  B.  Hammond,  present  department  chairman. 
“The  fund  will  be  used  to  augment  education  and 
research  efforts  in  obstetrics  and  gynecology." 

A native  of  eastern  North  Carolina,  Parker  served 
his  residency  at  Duke  from  1946  to  1947.  He  also 
completed  fellowships  in  pathology  and  endocrinol- 
ogy. He  was  appointed  assistant  professor  at  Duke  in 
1955  and  rose  through  the  ranks  to  full  professor  in 

1 963.  He  was  appointed  chairman  of  the  department  in 

1964.  In  1970  he  became  the  first  recipient  of  the 
F.  Bayard  Carter  Distinguished  Professorship,  which 
he  still  retains. 

Hammond  said  starter  money  for  the  Parker  Fund 
has  already  been  received  from  many  of  Parker’s 
friends,  former  trainees  and  Duke  faculty  members. 
Eventually  the  fund  will  support  a full  professorship  in 
Parker’s  honor. 


An  assistant  professor  of  cardiology  at  Duke,  Dr. 
Edward  Pritchett,  has  been  appointed  director  of  the 
medical  center’s  Clinical  Research  Unit  (CRU) 


housed  on  Rankin  Ward.  The  research  facility,  funded 
by  the  National  Institutes  of  Health  Division  of  Re- 
search Resources,  is  the  second  largest  in  the  country. 

“It’s  an  outstanding  facility  for  Duke  as  a place  to 
do  research  and  improve  the  quality  of  patient  care,” 
Pritchett  said.  “Research  in  the  CRU  has  an  immedi- 
ate impact  on  how  medicine  is  practiced  in  the  fu- 
ture.” 

The  research  unit  was  the  first  of  eight  general  clini- 
cal research  centers  established  by  the  federal  gov- 
ernment in  1961.  Many  now  commonplace  medical 
procedures  were  first  tested  in  Rankin.  It  was  on  Ran- 
kin that  the  first  tissue  typing  for  kidney  transplants 
took  place,  and  there  also  that  Duke  neurosurgeon  Dr. 
Blaine  Nashold  implanted  the  first  bladder  stimulator 
in  a paraplegic  in  1970.  The  early  work  on  Wolff-Par- 
kinson-White  Syndrome  — in  which  surgeon  Will 
Sealy  and  cardiologists  Andrew  Wallace  and  sub- 
sequently, John  Gallagher  collaborated  — also  was 
done  on  Rankin  patients. 

Pritchett  received  his  medical  degree  from  Ohio 
State  University  and  came  to  Duke  as  a cardiology 
fellow  in  1974.  He  was  appointed  to  the  Duke  staff  in 
1977.  He  succeeds  Dr.  Samuel  Wells,  who  left  last  fall 
to  become  Bixby  Professor  and  Chairman  of  Surgery 
at  Washington  University-Barnes  Hospital. 


Since  7976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
profit  hospital Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

THE  FUTURE  COMES  BIST. 


In  1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
expanded  clinical  facilities.  Special- 
ized services  include  adolescent,  sub- 
stance abuse,  and  geriatric  programs. 
Saint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 
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Duke  neurologist  Dr.  Barrie  J.  Hurwitz  and  psy- 
chologist Dr.  Richard  Surwit  talked  about  “Head- 
aches — Causes  and  Relief”  at  a Health  Night  Out 
lecture  Feb.  2 at  the  medical  center.  About  250  people 
attended  the  lecture,  the  sixteenth  in  a series  of  free 
programs  sponsored  by  the  medical  center’s  public 
relations  office. 

Headaches  are  very  common,  according  to  neurol- 
ogist Hurwitz,  and  create  discomfort  and  disability  to 
the  patient  but  don't  often  involve  serious  disease. 
Hurwitz  said  that  probably  less  than  10%  of  headaches 
indicate  serious  illness  such  as  tumors  or  the  onset  of  a 
stroke. 

Surwit  discussed  another  common  headache,  the 
muscle  contraction  headache  or  tension  headaches, 
and  a different  approach  to  treatment. 

“A  reliable,  relatively  quick,  economic  way  to  cor- 
rect the  severe  muscle  contraction  headaches  is 
through  biofeedback  and  relaxation  therapy,”  Surwit 
said.  After  demonstrating  how  biofeedback  works, 
Surwit  pointed  out  there  is  a definite  relationship  be- 
tween stress  of  tension  and  the  frequency  and  inten- 
sity of  contraction  headaches. 


A noted  sociologist  from  Duke  University’s  Center 
for  the  study  of  aging.  Dr.  Erdman  Palmore,  has  re- 
ceived an  award  for  a paper  on  retirement. 

Palmore,  who  has  been  studying  what  he  calls 
“successful  aging”  since  his  affiliation  with  Duke 
University  in  1967,  was  selected  to  receive  the  1982 
Scholarly  Paper  Award  of  the  Association  for  Geron- 
tology in  Higher  Education.  Palmore’s  paper  is, 
“Preparation  for  Retirement:  the  Impact  of  Pre- 
retirement Programs  on  Retirement  and  Leisure.” 
He  received  a citation  at  the  association’s  presiden- 
tial banquet  Feb.  12.  Palmore  presented  the  paper  at 
an  educational  meeting  of  the  association  Feb.  13. 
His  paper  will  also  be  published  in  a book.  Life  After 
Work,  edited  by  Nancy  J.  Osgood. 

Palmore  is  professor  of  medical  sociology  in  the 
medical  center’s  Department  of  Psychiatry.  He  is  au- 
thor or  co-author  of  more  than  60  articles  and  seven 
books  on  aging.  Palmore  is  best  known  in  his  field  for 
developing  the  innovative  Duke  Longitudinal  Studies, 
in  which  individuals  were  interviewed  regularly  from 
the  age  of  60  until  their  deaths.  He  is  currently  re- 
searching mental  illness  among  the  very  old  and  the 
antecedents  and  consequences  of  retirement. 


Jacob  J.  Blum,  James  B.  Duke  professor  of  physi- 
ology, received  a $19,717  research  grant  from  the 
National  Institute  of  Child  Health  and  Human  Devel- 
opment to  study  “Control  Metabolism  in  Tetrahy- 
mena.” 

Benjamin  Mark  in  the  Department  of  Medicine  was 
awarded  a 1981  Merritt-Putnam  Clinical  Research 
Fellowship  from  the  Epilepsy  Foundation  of  America. 
The  fellowship,  supported  by  funds  from  Parke- 
Davis,  is  for  $18,000. 
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D.  Bernard  Amos,  professor  of  immunology  and 
experimental  surgery,  received  a $229,611  research 
grant  from  the  National  Institute  of  Allergy  and  Infec- 
tious Disease  to  further  his  study  of  human  HLA  and 
mouse  H-2  antigens. 

Nell  B.  Cant,  assistant  professor  in  the  Department 
of  Anatomy,  received  a research  grant  of  $9,661  from 
the  Deafness  Research  Foundation.  Cant’s  project  is 
“Organization  of  the  Cochlear  Input  to  the  Small  Cells 
in  the  Ventral  Cochlear  Nucleus.” 

Nels  C.  Anderson  Jr.,  associate  professor  in  the 
Department  of  Physiology,  received  a $37,212  grant 
from  the  National  Institute  of  Arthritis,  Diabetes,  Di- 
gestive and  Kidney  Diseases.  Anderson’s  research 
project  is  “Biophysical  Analysis  of  Single  Smooth 
Muscle  Cells.” 

Dr.  Ara  Y.  Tourian.  associate  professor  in  the  divi- 
sion of  neurology,  received  a $78,262  grant  from  the 
National  Institute  of  Neurological  and  Communica- 
tion Disorders  and  Stroke.  The  title  of  his  project  is 
“Huntington’s  Chorea:  Studies  of  Protein  Glycosyla- 
tion.” 

Robert  E.  Webster,  professor  of  biochemistry,  re- 
ceived a $65,544  research  grant  from  the  National 
Institute  of  General  Medical  Sciences  to  study  “Bio- 
synthesis of  a Membrane  Protein.” 

James  A.  Blumenthal,  assistant  professor  in  the 
division  of  medical  psychology,  received  a $30,904 
new  investigator  research  award  from  the  National 
Heart,  Lung  and  Blood  Institute.  Blumenthal  is 
studying  “Behavioral  Components  of  the  Type  A Be- 
havior Pattern.” 

Paul  M.  Conn,  assistant  professor  in  the  Depart- 
ment of  Pharmacology,  received  a research  grant  of 
$45,425  from  the  National  Institute  of  Aging.  Conn  is 
studying  regulation  of  the  gonadotrope  during  aging. 

James  N.  Davis,  professor  of  neurology  and  as- 
sociate professor  of  pharmacology,  received  a spe- 
cialized research  center  award  of  $363,712  from  the 
National  Institute  of  Neurological  and  Communica- 
tive Disorders  and  Stroke  for  the  Duke-VA  Center  for 
Cerebrovascular  Research. 

Dennis  B.  Amos,  professor  of  immunology  and  ex- 
perimental surgery  received  a $141 ,688  research  grant 
from  the  National  Cancer  Institute  to  study  “Cellular 
Immunity  and  Regulatory  Factors  in  Cancer.” 

John  C.  Cambier,  assistant  professor  of  immunol- 
ogy, received  a development  award  of  $36,480  from 
the  National  Institute  of  Allergy  and  Infectious  Dis- 
eases to  study  the  molecular  biology  of  B cell  toler- 
ance. 

Hillel  S.  Koren,  associate  medical  research  profes- 
sor in  the  division  of  immunology,  received  a $77,004 
research  grant  from  the  National  Cancer  Institute. 
Koren  is  studying  “Human  Natural  Killing:  Regula- 
tion and  Recognition.” 

David  C.  Deubner,  assistant  professor  of  commu- 
nity and  family  medicine,  received  a $172,393  re- 
search grant  from  the  National  Cancer  Institute  to 
study  “Breast  Cancer  Biology:  Epidemiology  and 
Prognosis.” 
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James  J.  Hines  in  the  Department  of  Medicine  re- 
ceived a national  research  service  award  of  $18,468 
from  the  National  Heart,  Lung  and  Blood  Institute  to 
study  coronary  heart  disease. 

Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

A two-day  international  symposium  on  the  im- 
munology of  reproduction  is  expected  to  attract  par- 
ticipants from  more  than  20  countries  when  it  opens 
June  24  at  the  Bowman  Gray  School  of  Medicine. 

The  immunology  of  reproduction  is  the  highly  spe- 
cialized portion  of  a much  larger  field  dealing  with  the 
body’s  ability  to  defend  itself  from  outside  threats 
such  as  viruses  and  bacteria  and  inside  threats  such  as 
cancer. 

Because  a fetus  does  not  have  the  same  type  of 
tissue  as  its  mother,  the  mother’s  immune  system 
might  reasonably  be  expected  to  recognize  the  fetus  as 
foreign  material  and  to  attack  the  fetus.  But  in  most 
instances,  that  does  not  happen. 

It  is  not  understood  why  the  fetus’  immune  system 
does  not  recognize  and  react  to  the  mother’s  tissue  or 
why  the  maternal  immune  system  does  not  attack  the 
fetus. 

To  have  an  understanding  of  why  the  fetus  is  pro- 


tected in  most  cases  but  not  in  all  cases  could  help  in 
treating  diseases  of  pregnancy  and  in  treating  such 
problems  as  cancer. 

The  June  meeting  is  attracting  almost  all  of  the 
world’s  experts  on  the  immunology,  including  Dr. 
Angus  Gidley-Baird  of  Australia,  who  works  with  a 
little-known  substance  called  early  pregnancy  factor. 
The  factor  is  released  by  a fertilized  egg  about  two 
hours  after  conception,  and  has  been  found  to  be  a 
powerful  suppressor  of  the  immune  system. 


A research  team  at  the  Bowman  Gray  School  of 
Medicine  soon  will  have  ready  for  routine  use  a porta- 
ble system  for  detecting  problems  of  the  brain’s  blood 
circulation. 

The  new  system  will  be  useful  in  evaluating  patients 
who  have  had  problems  ranging  from  stroke  to  mild 
loss  of  memory. 

The  system  is  an  outgrowth  of  and  an  improvement 
on  technology  which  has  been  in  use  in  the  medical 
school’s  regional  cerebral  blood  flow  laboratory.  That 
laboratory  was  one  of  the  first  in  the  nation  for  the 
study  of  blood  circulation  in  the  brain. 

Previously,  patients  had  to  be  brought  to  the  labo- 
ratory where  they  would  inhale  a small  amount  of 
radioactive  Xenon  gas.  When  brain  tissue  became 
saturated  with  the  gas,  16  monitors  around  the  head 
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measured  the  radioactivity  being  given  off  from  the 
brain.  Analysis  of  that  information  permitted  doctors 
to  know  where  brain  tissue  was  damaged  or  de- 
stroyed. 

The  old  system,  though,  was  stationary  while  many 
patients  were  too  sick  to  be  brought  to  it. 

Following  two  years  of  work,  the  new  system  is 
ready  to  be  taken  to  such  places  as  the  emergency 
room  or  operating  room  while  giving  useful  informa- 
tion more  rapidly.  The  system  uses  24  radiation  de- 
tectors. and  its  computerization  permits  a doctor  to 
have  information  from  a test  within  minutes  instead  of 
the  two  hours  required  previously. 


Doctors  at  the  Bowman  Gray/Baptist  Hospital 
Medical  Center  are  using  a new  diagnostic  technique 
to  help  assure  that  while  looking  for  one  type  of  prob- 
lem in  an  infant’s  head,  physicians  do  not  create  other 
problems  for  the  infant. 

The  technique  involves  using  ultrasound  to  search 
for  bleeding  in  the  brain  of  premature  babies.  The 
ultrasound  provides  black  and  white  images  of  the 
brain’s  tissue,  thus  offering  a clearer  view  of  ventri- 
cles and  adjacent  tissue  than  was  possible  with  CT 
scanning. 


And  the  new  technique  does  not  involve  moving  the 
infant  from  the  intensive  care  nursery.  Such  babies  are 
particularly  sensitive  to  changes  in  their  environment. 
They  also  are  not  exposed  to  x-rays  during  the  new 
procedure.  The  technique  uses  the  soft  spot  on  top  of 
the  head  as  a window  into  the  brain. 


Research  at  the  Bowman  Gray  School  of  Medicine 
has  shown  that  some  of  the  dietary  goals  recom- 
mended in  1977  by  the  McGovern  Committee  of  the 
Senate  may  have  had  more  to  do  with  politics  than 
with  nutrition. 

Dr.  Richard  W.  St.  Clair,  professor  of  pathology  at 
Bowman  Gray,  found  that  two  of  the  three  major 
recommendations  aimed  at  lowering  cholesterol  in  the 
bloodstreams  of  Americans  produced  no  significant 
benefits. 

The  three  recommendations  were  to  reduce  dietary 
cholesterol  by  half,  change  the  proportion  of  saturated 
and  unsaturated  fats  in  the  diet,  and  lower  overall  fat 
consumption  from  an  average  of  about  40%  of  calories 
to  30%  of  calories. 

Bowman  Gray  research  found  that  reducing  overall 
fat  consumption  from  40%  to  30%  had  no  effect  on  the 
cholesterol  in  the  blood  of  research  monkeys.  The 
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recommended  change  in  the  ratio  of  saturated  to  un- 
saturated had  only  a marginal  effect. 

Reducing  the  amount  of  cholesterol  in  the  monkeys’ 
diets  did  produce  an  important  decrease  in  the  blood 
cholesterol. 

The  conclusion  from  St.  Clair’s  work  was  that 
someone  could  reduce  plasma  cholesterol  levels  by 
reducing  the  amount  of  cholesterol  in  the  diet  without 
having  to  follow  all  three  of  the  McGovern  recom- 
mendations. That  is  based  upon  the  idea  that  people 
react  to  a dietary  cholesterol  reduction  in  a manner 
similar  to  the  way  monkeys  react. 


A new  fat  substitute  made  by  a firm  which  also 
makes  shortening  may  help  people  lower  their 
cholesterol  levels. 

Dr.  Richard  St.  Clair  has  been  working  with  a sub- 
stance called  sucrose  polyester.  Monkeys  given  the 
fat  substitute  experienced  a 16%  drop  in  their  intesti- 
nal absorption  of  cholesterol. 

Sucrose  polyester  is  made  by  Procter  and  Gamble. 
St.  Clair  has  said  that  there  is  no  drug  which  acts  by 
inhibiting  the  absorption  of  cholesterol. 

While  cholesterol  is  absorbed  into  the  blood 


through  the  intestines,  sucrose  polyester  remains  an 
oil  in  which  some  cholesterol  becomes  trapped  for 
later  excretion. 


Margaret  Ann  Hofler,  a registered  nurse  on  the 
Bowman  Gray  faculty,  is  the  co-author  of  a new  book 
on  how  to  teach  patients. 

Ms.  Hofler,  assistant  director  of  nursing  education 
for  the  Northwest  Area  Health  Education  Center  at 
Bowman  Gray,  and  Lynne  Knapp,  supervisor  of 
health  education  for  the  Durham  County  Health  De- 
partment, wrote  the  Patient  Education  Handbook. 
The  187-page  book  is  published  in  Bowie,  Md. 

The  work  is  written  primarily  for  health  profession- 
als and  for  students.  It  offers  suggestions  for  assessing 
patients  and  their  health  needs,  formulating  learning 
objectives,  selecting  teaching  strategies  and  evaluat- 
ing learning. 


North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital,  has  received  a three-year 
certificate  of  approval  from  the  Commission  on  Can- 
cer of  the  American  College  of  Surgeons. 
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The  approval  is  in  recognition  of  the  hospital’s 
comprehensive  cancer  treatment  program  and  its 
tumor  registry,  which  keeps  records  on  cancer  pa- 
tients and  stays  abreast  of  what  is  happening  to  pa- 
tients even  after  they  have  left  the  hospital. 


A nurse  at  the  Bowman  Gray  School  of  Medicine  is 
one  of  13  people  elected  to  the  North  Carolina  Board 
of  Nursing. 

Mrs.  Joyce  Gainey,  a research  associate  in  the  Sec- 
tion on  Gynecologic  Oncology,  will  serve  a three-year 
term  on  the  board. 


Dr.  Lloyd  H.  Harrison,  assoicate  professor  of  urol- 
ogy. has  been  appointed  by  the  Southeastern  Section 
of  the  American  Urological  Association  as  the  rep- 
resentative of  the  Allied  Health  Professionals  Com- 
mittee to  the  American  Urological  Association. 


Dr.  Robert  I.  Kohut,  professor  of  surgery  (oto- 
laryngology), has  been  appointed  chairman  of  the 
Committee  for  Research  in  Otolaryngology  for  the 
American  Academy  of  Otolaryngology  — Head  and 
Neck  Surgery  for  1982-83. 


Dr.  Ralph  B.  Leonard,  assistant  professor  of  sur- 
gery (emergency  medicine),  has  been  appointed  to  the 
editorial  board  of  PEER  III  of  the  American  College  of 
Emergency  Medicine.  This  board  prepares  exams 
distributed  nationally  to  assess  the  knowledge  of 
emergency  physicians. 


Dr.  Robert  B.  Taylor,  associate  professor  of  family 
medicine,  has  been  appointed  to  the  publications 
committee  of  the  World  Organization  of  National 
Colleges,  Academies  and  Academic  Associations  of 
General  Practitioners/Family  Physicians. 


PLATO  [427?-347  B.C.] 

In  sleep,  when  the  rest  of  the  soul,  the  rational,  gentle  and  dominant  part,  slumbers, 
the  beastly  and  savage  part,  replete  with  food  and  wine,  gambols  and,  repelling  sleep, 
endeavors  to  sally  forth  and  satisfy  its  own  instincts.  . . . there  is  nothing  it  will  not  venture  to 
undertake  as  being  released  from  all  sense  of  shame  and  all  reason.  It  does  not  shrink  from 
attempting  to  lie  with  a mother  in  fancy  or  with  anyone  else , man,  god,  or  brute.  It  is  ready  for 
any  foul  deed  of  blood.  . . . there  exists  in  every  one  of  us,  even  in  some  reputed  most 
respectable,  a terrible,  fierce  and  lawless  brood  of  desires,  which  it  seems  are  revealed  in  our 
sleep. 

Republic,  IX.  571  (tr.  by  P.  Shorey) 
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In  Memoriam 


WILLIAM  LARKIN  NORVILLE 

Dr.  William  Larkin  Norville  was  born  in  Ruther- 
ford. N.C.,  on  October  6.  1910.  He  was  educated  at 
Maryville  College,  Maryville,  Tennessee,  and  the 
University  of  Tennessee  School  of  Medicine,  grad- 
uating in  1936.  He  interned  at  the  South  Carolina 
Baptist  Hospital,  Columbia,  S.C.,  and  went  into  the 
general  practice  of  medicine  in  Whitmire,  S.C.,  for 
thirteen  years.  From  1950  to  1952  he  was  Health  Di- 
rector of  the  Rutherford-Polk  District  Health  Depart- 
ment. 

In  1952  he  was  named  director  of  the  Alamance 
County  Health  Department.  While  maintaining  his 
directorship,  he  attended  the  University  of  North 
Carolina  School  of  Public  Health  and  earned  a Master 
of  Public  Health  Degree  in  1955.  He  retired  as  Ala- 
mance County  Health  Director  on  December  31,  1975. 

Dr.  Norville  was  a member  of  the  Alamance  County 
Medical  Society,  the  Medical  Society  of  North  Caro- 
lina, the  American  Medical  Association,  the  N.C. 
Public  Health  Association,  and  the  First  Presbyterian 
Church  of  Burlington.  He  was  married  to  Lillie  Mar 
Freeman  Norville,  who  survives,  and  they  have  three 
married  daughters  and  seven  grandchildren. 

Dr.  Norville  expired  from  cardio-vascular  disease 
on  January  12,  1982,  after  a long  illness. 

ALAMANCE  COUNTY  MEDICAL  SOCIETY 


BERNARD  LESLIE  RICHARDS,  M.D. 

Bernard  Leslie  Richards,  born  in  Stittsville,  Mich., 
May  2,  1917,  died  at  the  North  Carolina  Baptist  Hos- 
pital September  11,  1981. 

After  graduating  from  high  school  in  1938  he  worked 
on  the  family  farm  in  Michigan  and  then  served  in  the 
Army  in  World  War  II.  Following  this  he  took  an  x-ray 
technician  course  and  worked  in  a mission  hospital  in 
Trinidad  from  1949  to  1952.  On  returning  to  the  United 
States,  he  received  his  B.A.  degree  from  Columbia 
Union  College  and  his  M.D.  degree  from  Loma  Linda 
University  in  1958.  His  internship  was  in  Portland, 
Oreg.,  and  he  then  moved  to  Mocksville,  N.C.,  in  1959 
where  he  lived  until  his  death.  He  was  a member  of  the 
Forsyth-Stokes-Davie  County  Medical  Society,  and 
the  American  Academy  of  Family  Physicians. 

During  his  22  years  in  Mocksville,  he  had  an  active 
general  practice;  operated  a large  beef  cattle  farm;  was 
elected  County  Coroner,  and  later  was  appointed 
Medical  Examiner.  He  was  a member  of  the  Board  of 
Trustees  of  Davie  County  Hospital  and  was  an  active 
member  of  the  Mocksville  Seventh-Day  Adventist 
Church. 

He  leaves  a wife,  Aletha  Shook  Richards;  a daugh- 


ter, Patty  Richards,  a nurse  in  Chattanooga,  Tenn.; 
one  sister  and  three  brothers.  He  will  long  be  remem- 
bered as  a concerned  and  sympathetic  physician,  a 
devout  church  leader,  a devoted  husband  and  father, 
and  a friend,  who  always  had  time  to  stop  a few  min- 
utes and  talk.  His  life  touched  many  people  and  he  will 
be  missed  by  all  of  them. 

FORSYTH-STOKES-DAVIE 
MEDICAL  SOCIETY 


DAVID  GROVER  JAEHNING,  M.D. 

Dr.  David  Grover  Jaehning,  a member  of  the  For- 
syth-Stokes-Davie  County  Medical  Society,  died  un- 
expectedly on  December  26,  1981.  David  Jaehning 
was  born  in  Twin  Valley,  Minn.,  to  Herman  and 
Emma  Jaehning.  He  received  his  M.D.  from  the 
Bowman  Gray  School  of  Medicine  in  1948  and  served 
in  the  Navy  during  World  War  II  and  the  Air  Force 
during  the  Korean  Conflict.  He  was  in  family  practice 
in  Wahpeton,  N.D.,  for  27  years,  moving  in  1979  to 
Clemmons,  N.C.,  where  he  established  the  Family 
Practice  Clinic.  During  the  short  period  of  practice  in 
Clemmons,  he  became  widely  known  for  his  dedica- 
tion to  patient  care. 

He  is  survived  by  his  wife,  the  former  Mattie 
Williard;  a daughter,  Candice  Jaehning  of  Denver, 
Colo.,  two  sons,  Mark  J.  Jaehning  of  Denver  and 
Gregg  Jaehning  of  Wahpeton;  and  three  grandchil- 
dren. 

FORSYTH-STOKES-DAVIE 
MEDICAL  SOCIETY 


OLIN  CHARLES  PERRYMAN,  JR. 

Olin  Charles  Perryman,  Jr.,  was  born  August  11, 
1917,  in  Winston-Salem,  N.C.  He  was  the  only  son  of 
Olin  Charles  Perryman  and  Mary  Zimmerman  Perry- 
man and  lived  his  entire  life  in  Winston-Salem  except 
for  the  years  spent  receiving  his  medical  education 
and  serving  his  country  during  World  War  II. 

After  graduating  from  the  R.  J.  Reynolds  High 
School,  he  earned  his  Bachelor  of  Arts  degree  from 
the  University  of  North  Carolina.  Four  years  later  he 
was  graduated  from  the  Duke  University  School  of 
Medicine  in  Durham  with  the  degree  of  Doctor  of 
Medicine.  His  internship  and  residency  programs 
were  served  at  the  N.C.  Baptist  Hospital  of  the  Bow- 
man Gray  School  of  Medicine  in  Winston-Salem. 

Dr.  Perryman  began  his  private  practice  of  medicine 
in  Winston-Salem,  but  his  practice  was  interrupted 
when  he  entered  the  service  of  his  country  in  the  Army 
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Medical  Corps  from  1942  until  1946  with  overseas 
duty  as  Captain. 

Dr.  Perryman  was  interested  in  family  practice,  and 
in  September  1972  he  was  chosen  a charter  member  of 
the  American  Academy  of  Family  Practice.  He  was  a 
member  of  the  Medical  Park  Hospital  Staff,  the  medi- 
cal-dental staff  of  the  Forsyth  Memorial  Hospital 
where  he  once  headed  the  family  practice  division  of 
medicine,  the  Forsyth-Stokes-Davie  County  Medical 
Society,  the  North  Carolina  Medical  Society,  and  the 
American  Medical  Association. 

He  received  his  early  religious  training  at  the  Home 
Moravian  Church  and  was  a life-long  Moravian.  In 
1953  he  transferred  his  membership  to  Konnoak  Hills 
Moravian  Church,  where  he  was  active  in  many 
phases  of  church  life.  He  sang  in  the  choir,  played  the 
trumpet  in  the  church  band,  and,  at  the  time  of  his 
death,  he  was  serving  as  chairman  of  the  Board  of 


Trustees.  He  was  a charter  member  of  the  Konnoak 
Lions  Club  in  which  he  played  a leading  role. 

In  June  1946  he  was  married  to  Ellen  Brannock  of 
Mount  Airy  and  was  the  father  of  two  daughters,  Mrs. 
Sharon  Dowdy  of  Raleigh,  N.C.,  and  Mrs.  Marsha 
Fowler  of  Nashville,  Tenn.  He  is  also  survived  by  a 
grand-daughter,  Robyn  Frederick,  and  two  sisters, 
Mrs.  P.  A.  Perryman  of  Winston-Salem,  and  Mrs. 
C.  L.  White  of  Thomasville,  N.C. 

Dr.  Perryman  died  at  his  home  October  20,  1981, 
following  several  months  of  illness.  He  was  dedicated 
to  the  practice  of  family  medicine  which  he  performed 
with  a high  degree  of  efficiency  and  skill  for  35  years. 
His  private  patients,  those  living  in  his  community, 
and  those  closely  associated  with  him  in  his  profession 
will  remember  him  as  a quiet,  unassuming,  sincere 
man  who  lived  a life  of  devoted  service  to  others. 

BENJAMIN  F.  MARTIN,  M.D. 


HIPPOCRATES  [4607-377?  B.C.] 

Whoever  is  to  acquire  a competent  knowledge  of  medicine,  ought  to  be  possessed  of  the 
following  advantages:  a natural  disposition;  instruction;  a favorable  position  for  the  study; 
early  tuition;  love  of  labour;  leisure.  First  of  all,  a natural  talent  is  required;  for,  when  Nature 
opposes,  everything  else  is  vain;  but  when  Nature  leads  the  way  to  what  is  most  excellent, 
instruction  in  the  art  takes  place,  which  the  student  must  try  to  appropriate  to  himself  by 
reflection,  becoming  an  early  pupil  in  a place  well  adapted  for  instruction.  He  must  also  bring 
to  the  task  a love  of  labour  and  perseverance,  so  that  the  instruction  taking  root  may  bring 
forth  proper  and  abundant  fruits. 

The  Law,  II  (tr.  by  Francis  Adams) 
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WANTED:  Physicians  train- 
ed in  the  following  specialties 
who  desire  an  attractive 


alternative  to 
tice: 

General  Surgery 
Neurosurgery 
Orthopedic  Surgery 
Plastic  Surgery 
Anesthesiology 
Obstetrics-Gynecology 
Otolaryngology 
Urology 


civilian  prac- 

Child  Neurology 
Emergency  Medicine 
Cardiology 
Psychiatry 
Oncology 

Diagnostic  Radiology 
Therapeutic  Radiology 


Positions  in  these  specialties  are  available  or  pro- 
jected in  the  Southeastern  United  States  at  one 
of  the  Army  Medical  Department’s  major 
teaching  facilities,  Dwight  David  Eisenhower 
Medical  Center,  and  11  Community  Hospitals. 
Additional  practice  opportunities  are  available 
worldwide. 


The  Army  Medical  Department  offers  wide- 
ranging  opportunities  to  practice  medicine.  An 
Army  physician  practices  in  an  atmosphere  as 
free  from  nonmedical  distractions  as  it  is  possible 
to  find. 


To  obtain  more  information  on  eligibility,  salary, 
and  fringe  benefits,  write  or  call  collect: 


CPT  Edward  R.  Miller,  MSC  • Eisenhower  Army  Medical  Center  • Fort  Gordon,  GA  30905  • (404)  790-693 


402 


Vol.  43,  No.  5 


Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

OB-GYN  needed  for  6-man  multispecialty  group  in  Crossville,  a 
progressive  city  and  vicinity  of  30,000  population  in  East  Tennes- 
see, located  on  Cumberland  Plateau,  along  Interstate  40.  Drawing 
area  of  75,000.  Modern  Clinic  building  adjacent  to  250  bed  accred- 
ited community  hospital.  No  investment  necessary.  Guaranteed 
salary  and  fringe  benefits.  Abundant  recreational  facilities.  CON- 
TACT: Mrs.  Louise  Taylor,  Business  Manager,  Cumberland 
Clinic  Foundation,  301  Hayes  Street,  Crossville,  Tn.  38555  (615) 
484-5171. 

SURGEON  — Assistant  Professor  of  Surgery  in  a University  teaching 
hospital;  Board  certified  or  qualified  in  general  surgery;  demon- 
strated competitive  in  teaching  and  general,  trauma,  transplanta- 


tion and  vascular  surgery.  Academic  and  scholarly  productivity 
required  for  promotion.  Keen  interest  in  attracting  outstanding 
woman  and/or  minority  physician.  Applicants  should  submit  com- 
plete curriculum  vitae  to:  Dr.  George  Johnson,  Jr.,  Department  of 
Surgery,  210  Clinical  Sciences  Building  229H,  University  of  North 
Carolina,  Chapel  Hill,  North  Carolina  27514.  THE  UNIVERSITY 
OF  NORTH  CAROLINA  IS  AN  EQUAL  OPPORTUNITY/ 
AFFIRMATIVE  ACTION  EMPLOYER. 

NEEDED  IMMEDIATELY  — CERTIFIED  NURSE  MIDWIFE  OR 
OB/GYN  NURSE  PRACTITIONER  (Requires  Bachelor  of  Science 
in  Nursing);  To  provide  personalized  antenatal  and  postpartum 
care  to  approximately  600  women  per  year  in  a decentralized  and 
growing  health  department  maternity  program.  Will  assist  in  de- 
veloping and  overseeing  quality  assurance  plan.  Excellent  opportu- 
nities for  professional/educational  association  with  large  depart- 
ment of  OB/GYN  in  teaching  hospital  affiliated  with  the  University 
of  North  Carolina  School  of  Medicine.  40-hour  work  week.  Salary 
range  $19,350-$26,529,  depending  on  experience  and  qualifica- 
tions. Excellent  fringe  benefits.  Contact  Recruitment  Supervisor, 
Mecklenburg  County  Personnel  Department,  720  East  Fourth 
Street,  Charlotte,  N.C.  28202.  Telephone:  (704)  374-2931. 
EOE/MF 

HILTON  HEAD  — 3 BR,  3 Vi  BA  condo  on  Shipyard  Golf  Course. 
Free  tennis/pool.  Near  Ocean.  Extras  include  wet  bar,  washer/ 
dryer  and  fireplace.  $750/week.  804-874-4428. 


Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  250  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
Ef,  Sleep  Disturbances 
M Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery. 

Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road 'Statesboro,  Georgia  30458 
91 2-764-6236»JCAH  Accredited 
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1982  Sports  Medicine  Symposium: 
July  2-4,  Wrightsville  Beach 
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1983  Annual  Meeting:  May  5-8, 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgica 

patients.  Nutritional  statu; 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 1 
tion  of  food.1 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca^  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate). 

20  mg  vitamin  B2  (riboflavin).  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B„ 
(as  pyridoxine  HCI),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B12 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 

22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B|2  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B12  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B(2. 

Precautions:  General  Certain  conditions  | 
may  require  additional  nutritional  supple- 
mentation During  pregnancy,  supplcmen 
tation  with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been  J 
reported  with  injudicious  use  of  certain  i 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children  Drug  and  Treat- 
ment Interactions  As  little  as  5 mg  pyri-  I 
doxine  daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  hav 
been  reported  with  specific  vitamins  and  i 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


1,000,000  hospital 
>atients  with 

nfections.4  Many  are  ano- 
:ctic  and  may  have  a markedly 
:duced  food  intake.  Supplements 
■e  often  provided  as  a prudent 
leasure  because  the  vitamin  sta- 
is  of  critically  ill  patients  cannot 
2 readily  determined.3 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S.  Lieber  CS;  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980,  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
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nerals,  but  generally  at  levels  substan- 
lly  higher  than  those  in  Berocca  Plus, 
iwever,  allergic  and  idiosyncratic  reac- 
ns  are  possible  at  lower  levels.  Iron. 

:n  at  the  usual  recommended  levels, 
s been  associated  with  gastrointestinal 
olerance  in  some  patients, 
sage  and  Administration:  Usual  adult 
sage:  one  tablet  daily.  Not  recom- 
:nded  for  children.  Available  on  pre- 
iption  only. 

iw  Supplied:  Golden  yellow,  capsule- 
rped  tablets — bottles  of  100. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  Third. Street  Phone  No.  704-332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 

MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines}  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 
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' '*  (phendimetrazine  tartrate) 
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Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 

MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories,  Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 

640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
•JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity.  Drugs  21:362-373, 1981. 


MELFIAT105 
UNICELLES  (3 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT6 105  UNICELLES6  @ 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten 
sion.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar 
trate  and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido 
0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 
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Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave..  Ste.  88,  Winston- 
Salem  27103 — 2-year  term  (January  1,  1983-December  31,  1984) 
Thomas  B.  Dameron,  Jr.,  M.D.,  P.O.  Box  10707,  Raleigh  27605 
— 2-year  term  (January  1,  1982-December  31,  1983) 

Josephine  E.  Newell,  M.D.,  Raleigh  Townes,  Apt.  47, 525  Wade 
Ave.,  Raleigh  27605  — 2-year  term  (January  1,  1982-December 
31,  1983) 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 

The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  100  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


J.  L.  & J.  Slade  Crumpton,  Inc. 

Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.'s  — N.C.  Engineers  — N.C. C.P.A.’s 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 
Consult  the  package  literature  for  prescribing  Information 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae l, 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta -hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehlmg  s solutions  and  also  with  Clmitest" 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (100281R1 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 9 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


Some  ampicillln-resistant  strains  of 
Haemophilus  infiuenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. V6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules- , 250  and  500  mg 


There^  more  to 

ZYLOPRIM 
than  (allopurinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “ D.A . W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

os  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  mav 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umtftrde 

Tablets  5-T2.5each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholmergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycordia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  anlidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  ot 
guanethidme  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  ond  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  IV  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5 initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)-  bottles  ot  100  and  500,  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 
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& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


flow  THERE  IS  A BETTER 

ALTERNATIVE  TO  STOOL 
SXAMS.  ENTERO-TEST. 


TERO-TEST  " Adult,  and  Pediatric, 

don  line  coiled  inside  of  a gelatin 

sule.  The  Pediatric  string  is  90cm 

1 the  Adult  string  is  140cm.  Both 

sules  are  designed  to  retrieve 

idenal  contents  without  intubation. 

rERO-TEST  H has  the  following 

antages: 

lapid 

Accurate 

Safe 

'Jo  Radiation 

Outpatient  and  Inpatient  Use 
lies  have  confirmed  the  following 
ilications  for  the  Entero-Test: 

RASITES: 

ise  parasites  that  live  primarily  in 
duodenum  or  bile  ducts  often  are 
re  readily  seen  in  the  duodenal 
tents  than  in  the  stool.  These 
tide  Giardia  lambda  (motile  tro- 
zoites),  Strongyloides  stercoralis 
vae  and/or  eggs  in  advanced 
[es  of  development),  Clonorchis 
nsis  (eggs),  Fasciola  hepatica 
;s),  THchostrongylus  orientalis 
js),  and  Isospora  (cocridia). 
LMONELLA  TYPHI: 
itiple  stool  exams  cultured  over 
;ral  weeks  or  duodenal  intubation 
the  most  commonly  used  pro- 
nres.The  Entero-Iest  is  as  efficient 
itubation  but  simpler  and  more 
lfortable.  New  studies  have  further 
firmed  superior  applicability  over 
it  procedures. 

ALL  INTESTINAL 
ROITORA  (Bacterial 
rgrowth): 

onic  Diarrhea  caused  by  anaerobic 
aerobic  bacteria  in  infants  and 
dren  was  easily  identified  using  the 
ero-Test.The  string  test  was 
iparable  to  or  better  than  duodenal 
irate  in  all  cases. 
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P TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


When  you  want  to  give 
your  diet  patients  more... 


Prescribe 


Most  patients  on  low  calorie  diets  miss  the  luxury  of  biting 
into  a full  slice  of  good-tasting  bread.  Diet  breads  are  usually 
thin  sliced  to  give  the  illusion  of  fewer  calories  and  toast  up 
to  nothing. 


But  now  there's  Less  Bread  — the  great  tasting  high  fiber  bread  con- 
taining only  40  calories  per  slice.  Ounce-for-ounce,  pound-for-pound, 
Less  Bread  has  33-1/3%  less  calories  and  30%  less  assimilable  carbo- 
hydrates than  ordinary  dark  or  white  breads. 


This  comparison  of  the  U S. D A.  data  on  white  bread,  whole  wheat 
bread  and  Less  Bread  will  give  you  a picture  of  the  dietary  benefits 
of  Less: 


White  Bread 

Whole  Wheat  Bread 

Less  Bread 

Calories/100  gm. 

275 

243 

180 

Crude  Fiber  % 

.2 

1.6 

5.3 

Protein  % 

9.0 

10.5 

10.1 

Fat  % 

3.2 

3.0 

2.5 

Equally  important,  the  fiber  content  of  Less  is  400%  greater  than  whole 
wheat  bread.  Two  slices  are  about  equal  to  a one-ounce-serving  of 
whole  bran  cereal. 

Less  Bread  is  the  sensible  way  for  your  diet  patients  to  cut  back  on 
calories.  And  they  II  enjoy  their  diets  and  feel  more  satisfied  after  their 
meals,  too.  Because,  any  way  you  slice  it,  they  get  more  with  Less. 


BREAD 


An  ounce 
of  prevention .. . 

Is  worth  a pound  of  cure. 


Good  advice?  You  know  it 
is.  As  a doctor,  you’ve 
seen  what  prevention  can 
do  for  people.  Prevention 
is  an  important  part  of 
staying  healthy. 

The  same  prevention  can  be 
applied  to  insurance  . . . 
prevention  against  financial 
hardships  caused  by  a covered 
sickness  or  injury  that  may 
keep  you  from  your  practice. 

As  a member  of  the  North 
Carolina  Medical  Society,  you 
are  eligible  to  apply  for 
disability  income  protection  for 
younger  doctors.  This  plan 
can  provide  you  with  regular 
monthly  benefits. 

You  can  use  your  benefits  any  way 
you  choose  — to  buy  groceries, 
make  house  payments  or  provide 
for  your  children’s  education.  If  you 
are  under  the  age  of  55  and  are 
active  full  time  in  your  practice, 
simply  fill  out  the  coupon  below 
and  return  it  today.  Mutual  of 
Omaha,  underwriter  of  this  plan, 
will  provide  personal,  courteous 
service  in 

furnishing  full  MllttlOl 

details  of  "/Omnha 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

United  of  Omaha 

Mutual  of  Omaha  Insurance  Company 
Home  Office:  Omaha,  Nebraska 


coverage. 


Mutual  of  Omaha  Insurance  Company 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 

Please  provide  me  complete  information  on  the 
Disability  Income  Protection  Plan  available  to 
members  of  the  North  Carolina  Medical  Society 
who  are  under  age  55. 


Name . 


Address. 


City . 


State 


ZIP. 


£ Medical 


Mutual  <tr 

°rth  ca< 


PHYSICIAN  OWNED  in  the 
PHYSICIAN’S  INTEREST 


North  Carolina’s  LARGEST  insuror  of  physicians’  and  surgeons’  professional 
liability  in  the  private  practice  market  offering  our  insured: 

— availability  of  limits  up  to  $5,000,000 

— experienced  judicious  claims  service 

— active  malpractice  prevention/occurrence  management  program 

— participation  in  the  company  through  a Board  of  Directors  elected  entirely 
by  policyholders  and  guaranty  capital  holders 

— many  other  advantages 


Medical  Mutual  Insurance  Company 
of  North  Carolina 
and  MEDICAL  INSURANCE  AGENCY 


222  N.  Person  Street,  P.O.  Box  27444*  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


Now,  for  patients  with  difficulty 
swallowing  tablets... 


Neolin 


Coated  Tablets 


(Each  tablet  contains  5 grains  aspirin, 
225  mg  magnesium  carbonate  and 
200  mg  calcium  carbonate.) 


The  only  highly-buffered 
film-coated  analgesic  tablet* 


Special  film  coating  makes  capsule- 
shaped tablet  easier  to  swallow.  Unlike 
enteric  coating,  this  film  coating  does  not 
delay  bioavailability  significantly. 

Reduces  gastric  upset — much  better 
tolerated  than  plain  aspirin. 


Neolin 

Goated  Tablets/ 

^algesic  Formulated 
forGastricTolerance 


‘Based  on  review  of  PDR  for  Nonprescription  Drugs  1981  and 
Handbook  of  Nonprescription  Drugs,  6th  ed.  1979 
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New 

BranLax 

Natural  Bran  Fiber  Bulk  Laxative 


With  effectiveness,  flavor  and 
convenience  many  patients  favor 
over  Metamucil  wmm 


PROFESSIONAL  PRODUCTS 


from  BRISTOL-MYERS 


Ease  of  preparation 
encourages  compliance 

BranLax  disperses  rapidly  in  water  or 
milk  for  a creamy,  refreshing  drink. 


tie  natural  efficacy  of 
bran  fiber 


Adequate  dietary  fiber 
is  generally  considered 
fundamental  to  the 
treatment  of  constipation, 
and  “bran  is  one  of  the 
most  concentrated  sources 
of  natural  food  fiber 
available.”1  Adequate 
dietary  bran  fiber  has  been 
shown  to  increase  stool 
k,  weight  and  water  content,  and  to  accelerate 
tstinal  transit  rate.  Bran  fiber,  in  contrast  to  some 
er  laxative  agents,  is  non-irritating  and  non- 
jituating.  It  is  effective  in  simple  constipation, 
hat  associated  with 
norrhoids,  diverticulitis 
rritable  bowel 
drome. 


BranLax  preferred  by  many 
patients  over  Metamucil 
in  a clinical  trial  * 


In  a recent  clinical  evaluation  comparing  BranLax  and 
Metamucil®,  data  were  compiled  on  two  groups.  One  was  the 
total  study  population,  and  the  other  was  composed  of  those 
who  use  or  had  previously  used  Metamucil. 

Among  the  Metamucil  users  who  expressed  a preference, 
77.8%  (14/18)*  preferred  BranLax  overall,  effectiveness  of 
BranLax  was  favored  by  83.3%  (10/12),*  taste  was  preferred 
by  72.2%  (13/18)  t and  the  convenience  of  preparing 
BranLax  was  favored  by  71.4%  (10/14)  ^ . 

Among  the  general  study  popula- 
tion who  expressed  a preference, 
59.6%  (31/52)  t preferred  BranLax 
overall,  effectiveness  of  BranLax  was 
favored  by  57.6%  ( 19/33), T taste 
was  preferred  by  58.8%  (30/ 51)  ^ 
and  convenience  of  preparing 
BranLax  was  favored  by  62.5% 
(20/32).  t 


y'womz 


fejjgatment  of  Constipgii°? 

lljfsible  Powder  . n( 
^ Tasting  Maple  Walnut  Flav 


”°'!ALpaooiJCTS 


kitt,  D.P.  and  Meisner,  P. : How  to  manage  constipation 
high-fiber  diet.  Geriatrics  34:33-40,  Feb.  1979. 
istically  significant  at  the  .05  level, 
le  this  difference  is  not  statistically  significant, 
e was  a definite  directional  superiority  in  favor  of  BranLax. 
Bristol-Myers  Company 


A more  palatable  beverage 

Many  patients  prefer  the  BranLax 
natural  taste  of  bran  and  maple 
walnut.  After  mixing,  BranLax 
remains  a palatable,  easy-to-drink 
beverage,  and  Metamucil 
thickens  considerably  and  becomes 
an  unpleasant,  gelatinous  drink. 


BranLax 

6 gm  bran  per  tablespoon  dose 

title  laxative 
that  tastes  as  good 
as  it  works 


No  single 
leading  medicc 
puts  together 

relief  for  more 
cold  symptoms 

Maximum  recommended 
4-hour  therapeutic  doses  for 
effective  symptom  control 

60  mg  pseudoephedrine  HC1  for  nasal, 
sinus  congestion 

4 mg  chlorpheniramine  maleate  for 
runny  nose,  watery  eyes,  sneezing 
1000  mg  acetaminophen  for  headache, 
body  aches,  fever 

20  mg  dextromethorphan  HBr  for  cough 

More  effective  overall 
than  many  other 
widely  used  preparations 

Many  products  lack  ingredients  in  the 
decongestant,  analgesic-antipyretic, 
antihistamine  and/or  antitussive  categories, 
and  cannot  provide  the  range  of  relief 
that  is  possible  with  EXTRAN/DM. 


analgesic,  decongestant,  antihistamine,  cough  suppressant 

Comprehensive  relief 

Capsules/Tablets:  Each  capsule/tablet  contains  500  mg  acetaminophen.  30  mg 
2 mg  chlorpheniramine  maleate,  10  mg  dextromethorphan  HBr. 

Liquid:  Each. fluid  ounce  (30  ml)  contains  1000  mg  acetaminophen,  60  mg  pseudoephedrine 
4 mg  chlorpheniramine  maleate,  20  mg  dextromethorphan  HBr.  Contains  alcohol  20%  by  volumi 

tESF 

PISTOL  MYERS  HP  PROFESSIONAL  PRODUCTS 


PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  1 


JUNE  1982 


The  College  of  Surgeons  North  Carolina  Chapter  had  a grand  meeting  down  at  Myrtle 
Beach  this  month,  and  I want  to  thank  them  for  their  warm  hospitality  and  fellow- 
ship. This  was  the  first  of  many  specialty  meetings  which  I hope  to  attend  this 
year.  I hope  that  each  specialty  society  will  feel  the  need  to  work  closely  with 
the  North  Carolina  Medical  Society  in  our  joint  and  mutual  concerns  and  efforts 
in  the  participation  of  the  health  care  of  our  patients.  I want  to  visit  as  many 
of  the  specialty  groups  as  possible  and  encourage  them  to  join  our  concept  of 
unity,  membership,  and  solidarity  for  the  upcoming  year. 

I hope  this  year  to  visit  each  one  of  them  much  like  Dr.  Newell  has  done  so  well 
this  past  year  in  visiting  and  bringing  the  message  of  the  Medical  Society  to  the 
county  medical  societies. 

It  looks  like  it  is  going  to  be  an  exciting  year,  and  I have  great  hopes  and 
enthusiasm  for  the  numerous  projects  that  we  have  underway.  Dr.  Newell's  feet  may 

not  be  very  large,  but  the  footsteps  I am  trying  to  follow  are  mighty  big,  and  I 

am  only  beginning  to  appreciate  how  very  big  the  job  I have  been  given  is. 

SB-411,  an  Act  to  Re-define  the  Practice  of  Chiropract ic,  wi 1 1 be  considered  by  the 

North  Carolina  House  of  Representatives  in  the  next  few  weeks.  Please  watch  your 
mail  for  requests  for  help  from  the  Committee  on  Legislation.  If  the  Committee 
asks  you  to  contact  your  legislators,  it  will  be  imperative  that  you  act  immediately. 
It  is  important  to  the  health  care  of  all  citizens  of  our  state  that  this  radical 
legislation  be  defeated. 

Each  month  I will  be  including  a brief  paragraph  on  our  living  Past  Presidents. 

I think  it  is  very  important  for  us  to  look  at  where  we  have  come  from  and  acknow- 
ledge those  who  have  done  so  much  for  us  in  the  past.  And  I am  very  pleased  to 
begin  this  with  the  only  other  President,  to  the  best  of  my  knowledge,  who  came 
from  the  Northeast  North  Carolina  area,  Dr.  Zack  Owens. 

I learned  a lot  from  looking  at  our  Past  Presidents  and  what  they  have  done;  and 
while  I am  very  excited  about  the  future,  I am  also  very  proud  of  the  past. 

Of  the  principle  activities  during  Dr.  Owen's  year  as  President  was  the  promotion 
of  the  Salk  polio  vaccine  campaign.  The  May  1955  Annual  Meeting,  which  concluded 
Dr.  Owen's  term,  voted  to  admit  blacks  to  Society  membership.  The  theme  of  his 
Presidential  Address  was  "The  Human  Side  of  Medicine"-- — in  which  he  commented,  "We 
as  physicians  have  a sacred  trust  in  each  other  and  to  the  profession  to  give  the 
best  possible  medical  care.  Exorbitant  fees,  unnecessary  surgery,  and  unnecessary 
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medical  care  reflect  on  the  honor  and  integrity  of  our  profession."  He  concluded 
with  the  comments:  "Let  us  therefore  dedicate  ourselves  to  the  service  of  humanity 
and  emulate  the  Great  Physician  by  doing  good  for  others  so  that  our  treasures  may 
be  stored  in  the  hearts  and  minds  of  men.  Let  us  serve  as  a lighthouse  in  our 
community,  guiding  the  mariner  and  voyager  on  the  sea  of  trouble  and  frustration 
to  a safe  and  happy  landing." 

I hope  to  see  many  of  you  at  the  July  2-4,  1982,  meeting  of  the  Sports  Medicine 
Symposium  sponsored  by  the  Society's  Committee  on  Medical  Aspects  of  Sports, 
Blockade  Runner  in  Wrightsville  Beach. 


Sincerely 


President 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  acti  vities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Address 


Commodore  Computer  Systems  SJC-6 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 
Name 


Phone  _ 
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commodore 

COMPUTER 


Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 


David  B.  Marcotte,  M.D.,  Medical 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D 
Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 
James  O.  Mattox,  Jr.,  M.D. 
Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


Director 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


Computed  Tomographic  Diagnosis 
of  the  Obstructed  Duplex  Kidney  in  Adults 


Stephen  H.  Ladwig,  M.D.,  Robert  A.  Older,  M.D., 
William  L.  Foster,  M.D.,  and  Melvyn  Korobkin,  M.D. 


ABSTRACT  The  hydronephrotic  duplex  kidney  in  the  pediatric  population  is  a frequent  urologic  abnormality.  The 
obstructed  duplex  kidney  in  the  adult  population  is  less  frequently  encountered.  Its  presentation  can 
be  unusual  and  pose  a diagnostic  problem.  Computed  tomography  of  the  abdomen  can  provide 
significant  information  which  may  not  be  obtainable  by  excretory  urography  or  ultrasonography.  The 
use  of  computerized  tomography  for  diagnosis  of  massive  hydronephrosis  of  a duplicated  system  in  an 
adult1  has  been  described.  Three  cases  of  this  entity  seen  at  the  Duke  University  Medical  Center  are 
reported  here,  including  the  initial  patient. 


CASE  REPORTS 

Case  1 

AN  85-year-old  white  female  pre- 
sented with  a one  year  history 
of  frequency  and  nocturia.  Physical 
examination  was  unremarkable. 
Urinalysis  demonstrated  micro- 
scopic pyuria  and  hematuria  with 
bacteriuria.  Urine  culture  grew 
greater  than  100,000  colonies  per 
milliliter  of  E.  coli. 

Excretory  urography  revealed  a 
hypovascular  6-7  cm  left  upper  pole 
renal  mass  with  lateral  displace- 
ment of  the  kidney  and  ureter  (Fig- 
ure 1A).  The  possibility  of  a dupli- 
cation of  the  left  renal  collecting 
system  with  obstruction  was  raised, 
but  cystoscopy  demonstrated  only  a 
small  ureteral  orifice  on  the  left. 
Computed  tomography  revealed  a 
low  density  mass  in  the  upper  pole 
of  the  left  kidney.  The  mass  tapered 
into  an  elongated  tube  medial  and 
anterior  to  the  left  ureter,  which  was 
felt  to  represent  a dilated  ureter  and 
collecting  structures  in  a duplicated 
system  (Figures  IB,  1C). 

Surgery  confirmed  duplication  of 
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the  left  renal  collecting  system  with 
obstruction  of  the  left  upper  pole. 
A left  hemi-nephrectomy  was  per- 
formed. 

Case  2 

An  18-year-old  black  female  was 
initially  admitted  to  the  gynecology 
service  at  Duke  Medical  Center  for 
a pelvic  mass.  The  patient  was  seen 


in  the  Duke  emergency  room  with 
complaints  of  epigastric  pain, 
nausea  and  vomiting.  The  patient 
had  a one  week  history  of  lower  ab- 
dominal pain.  The  review  of  sys- 
tems was  negative  for  gastrointes- 
tinal or  genitourinary  symptoms. 
The  patient  had  a past  history  of 
congenital  heart  disease  with  repair 
of  an  atrial  septal  defect.  A cystic 


i ail 


Fig.  1A.  Hydronephrotic  left  upper  pole  collecting  system  with  lateral  displacement  of  the 
kidney. 
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Fig.  IB.  Hydronephrotic  left  upper  renal  pole 
on  CT  scan. 


pelvic  mass  was  detected  with  ex- 
tension into  the  left  lower  quadrant 
of  the  abdomen.  The  mass  mea- 
sured 20  x 10  centimeters  and  was 
non-tender. 

An  excretory  urogram  revealed  a 
large  left  abdominal  and  pelvic 
mass.  Diagnostic  possibilities  cen- 
tered on  hydronephrosis  either  re- 
lated to  congenital  abnormality  or 
secondary  to  a gynecologic  mass 
(Figure  2A).  A duplicated  system 
was  in  favor  of  a congenital  abnor- 
mality on  the  left.  A left  retrograde 
pyelogram  although  unsuccessful  in 
defining  the  ureter  suggested  an 
ectopic  position  of  the  orifice. 

Computed  tomography  revealed 
a large  abdominal  and  pelvic  mass 
which  extended  from  the  inferior 
spleen  to  the  bladder.  The  mass  was 
water  density  and  consistent  with  a 
hydronephrotic  left  kidney  and 
ureter  (Figures  2B.  2C).  No  normal 
left  kidney  could  be  identified. 

A radionuclide  renal  scan  demon- 
strated no  renal  function  on  the  left 
and  a mass  inferior  to  the  spleen. 

Exploratory  laparotomy  con- 
firmed a congenitally  obstructed  left 
ureterocele  with  massive  hydro- 
ureteronephrosis  of  the  upper  pole 
system.  The  renal  pelvis  and  lower 


Fig.  1C.  Left  hydroureter  on  CT  scan. 


I 

Fig.  2A.  Large  left  retroperitoneal  mass  felt  to 
be  a hydronephrotic  left  kidney.  Filling  defect 
in  the  left  side  of  the  bladder  due  to  a hydro- 
ureter. 


ureteral  system  were  atretic.  A left 
nephrouretectomy  was  performed. 

Case  3 

A 54-year-old  white  male  devel- 
oped right  flank  pain  10  days  after  a 
fall.  Initial  evaluation  at  another  in- 
stitution included  an  excretory  uro- 
gram. It  demonstrated  an  abdomi- 
nal mass  displacing  the  left  kidney. 
The  patient  was  referred  for  further 
evaluation.  Laboratory  studies  were 
normal. 

Excretory  urography  with  neph- 
rotomography revealed  a large  mass 
in  Gerota’s  fascia  displacing  and 
rotating  the  left  kidney  laterally 
(Figure  3A).  Para-aortic  and  left 
retroperitoneal  masses  were  pres- 
ent causing  bilateral  partial  ureteral 
obstruction.  The  differential  diag- 


Fig.  2B.  Hydronephrotic  left  kidney  on  CT 
scan. 


Fig.  2C.  Left  hydroureter  within  the  pelvis  on 
CT  scan. 


noses  included  lymphadenopathy. 
gastrointestinal  carcinoma,  trau- 
matic hematoma,  and  duplication  of 
the  left  renal  collecting  system  with 
hydronephrosis.  Ultrasound  dem- 
onstrated a large  cystic  mass  dis- 
placing the  left  kidney.  The  multiple 
para-aortic  and  abdominal  masses 
were  not  clearly  cystic.  The  differen- 
tial possibilities  included  lymphoma 
or  multiple  tumors.  Computed  to- 
mography revealed  all  masses  were 
water  density  (Figures  3B,  3C).  The 
impression  was  a duplicated  left 
collecting  system  with  massive 
hydronephrosis  and  a tortuous  left 
upper  pole  ureter.  Cystoscopy  re- 
vealed a normal  trigone,  but  no 
additional  ureteral  orifice. 

Exploratory  laparotomy  con- 
firmed duplication  with  obstruction 
of  the  left  renal  upper  pole  collect- 
ing system.  Dilatation  and  tortuos- 
ity of  the  ureter  represented  the 
multiple  retroperitoneal  masses. 


Fig.  3A.  Hydronephrotic  left  upper  pole  renal 
collecting  system. 
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Fig.  3B.  Hydronephrotic  left  upper  renal  pole 
on  CT  scan. 


The  upper  pole  ureter  ended  blindly 
near  the  prostatic  fossa. 

DISCUSSION 

Duplication  of  the  renal  collecting 
system  and  ureter  is  the  most  com- 
mon anomaly  of  the  genitourinary 
system.  The  ureter  from  the  upper 
pole  moiety  inserts  below  the  tri- 
gone, may  end  in  a ureterocele,  and 
frequently  causes  obstruction.  The 
kidney  can  be  a hydronephrotic  sac 
in  these  cases.  The  lower  pole  moi- 
ety has  its  ureteral  insertion  at  the 
trigone  and  is  frequently  associated 
with  reflux. 

Excretory  urography  often  pro- 
vides the  diagnosis  of  a hydro- 


Fig.  3C.  Left  hydroureter  on  CT  scan  seen  as 
multiple  water  density  masses. 


nephrotic  upper  pole  duplex  system 
by  characteristic  changes  in  the  vis- 
ualized portion  of  the  kidney.  Ultra- 
sonography can  also  aid  in  this 
diagnosis  by  demonstration  of  a 
hydronephrotic  upper  pole  collect- 
ing system  and  hydroureter.2  How- 
ever, ultrasonography  is  dependent 
upon  operator  technical  skill  and  sub- 
ject to  variation.  Computed  tomog- 
raphy is  not  operator  dependent  and 
less  subject  to  variation. 

The  three  cases  presented  in  this 
article  demonstrate  the  value  of 
computed  tomography  in  the  diag- 
nosis of  hydronephrosis  of  a duplex 
system  in  the  adult.  The  initial  pre- 


sentation of  this  entity  may  be  un- 
usual. Although  excretory  urog- 
raphy suggested  this  diagnosis  in 
each  of  these  cases,  other  diagnoses 
more  consistent  with  the  patient’s 
age  and  clinical  findings  also  had  to 
be  considered.  Ultrasonography 
which  was  performed  only  in  the 
third  case  did  not  corroborate  the 
diagnosis  of  duplicated  kidney  be- 
cause the  retroperitoneal  masses 
were  not  clearly  cystic.  Computed 
tomography  did  demonstrate  the 
water  density  of  the  retroperitoneal 
masses  in  all  three  cases.  It  cor- 
rectly suggested  the  diagnosis  in 
each  case  and  in  the  first  case  dem- 
onstrated the  renal  mass  tapering 
into  a dilated  tubular  structure,  the 
hydroureter. 

Computed  tomography  has  been 
previously  demonstrated  to  be  of 
significant  value  in  the  diagnosis  of 
renal  masses  and  urinary  tract  ob- 
struction.3 Our  cases  show  its  use- 
fulness in  diagnosing  obstructed 
duplex  systems  in  adults. 
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The  following  curious  physic-«/  advertisement  is  copied 
from  a late  New  Hampshire  paper. 


A cure  for  a BILL-ious  Complaint! 

The  subscriber  having  had  many  B1LLIOUS  patients,  forming  no  inconsiderable  por- 
tion of  his  practice,  finds  it  necessary  to  adopt  some  specific  remedy  that  shall  afford 
immediate  relief,  as  (from  the  accumulation  of  his  bills  and  the  want  of  ready  preventative 5) 
he  is  threatened  with  the  jail-cholic.  After  many  compounds  and  scientific  experiments,  he 
finds  nothing  so  certain  of  effecting  a radical  cure  as  the  Essence  of  Industry,  extracted  by 
chemical  process  and  commonly  made  into  pills  and  taken  in  the  size  of  eagles,  dollars,  etc. 
or  sometimes  when  these  cannot  be  had,  the  effloressence  arising  iron  the  process,  generally 
called  bank  bills,  will  prove  efficacious.  Those,  therefore,  whose  complaints  have  become 
BILL-ious  to  the  subscriber,  must  send  him  their  portion  of  the  ingredients  for  his  relief,  or 
expect  shortly  to  have  the  sheriff  s gripes. 

CHARLES  TUTTLE,  PHYSICIAN. 

Milford,  July  30,  181  1 

(Taken  from  THE  STAR,  printed  in  Raleigh,  August  30,  1811) 

(Submitted  by  J.  Ross  Shuping,  M.D.,  Greenville,  N.C.) 
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Drowning  in  North  Carolina: 

How  You  Can  Prevent  Unnecessary  Loss  of  Life 

Van  J.  Stitt,  Jr.,  M.D. 


ABSTRACT  An  inordinate  number  of  adolescents  die  by  drowning  each  year.  In  North  Carolina  alone,  190  such 
deaths  occur  each  year.  More  black  males,  ages  15-19  — approximately  16  per  year  — drown;  the  rate 
for  white  males  of  the  same  age  is  also  high.  This  paper  emphasizes  the  role  of  the  medical  community 
in  prevention. 


Between  5,000  and  6,000  peo- 
ple drown  each  year  in  the 
United  States.1  There  were  approx- 
imately 5,700  deaths  by  drowning  in 
1978  alone,  surpassed  only  by 
motor  vehicle  deaths  (52,000); 
deaths  from  falls  (13,000);  and 
deaths  from  burns  (6,000).  This 
makes  drowning  the  fourth  most 
common  cause  of  accidental  death 
in  the  United  States.1  North  Caro- 
lina reported  in  the  same  year  189 
drownings,  exceeded  only  by  the 
1,515  fatalities  due  to  motor  vehicle 
accidents.1,2 

Groups  at  particular  risk  of 
drowning  include  teenage  boys,  all 
toddlers,  and  people  with  seizure 
disorders.  In  1977,  more  than  7,126 
bodies  were  recovered  from  waters 
in  the  United  States  and  more  than 
1,100  of  those  drowning  were  chil- 
dren under  the  age  of  15.1  Most  of 
these  children  died  within  a few  feet 
of  safety  and  in  the  presence  of  a 
supervising  adult. 

INCIDENCE  AND 
SCENE  OF  ACCIDENTS 

Home  swimming  pools  were  the 
most  common  site  of  drowning  for 
young  children.  Among  children 
one  to  four  years  old,  80%-90%  of 
drowning  accidents  occurred  in  a 
swimming  pool.  Even  though  some 
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were  able  to  float  and  did  not  panic 
initially,  many  were  unable  to  get 
out  of  the  water  because  the  walk 
area  around  the  pool  was  too  high 
above  the  water  level  for  them  to 
reach  it.  A number  of  these  toddlers 
had  not  entered  the  water  intention- 
ally but  were  riding  or  playing  near 
the  edge  of  the  pool  and  fell  in.  The 
parents  (who  were  often  nearby) 
noted  that  their  children  were 
“missing,”  but  did  not  search  for 
them  until  it  was  too  late.  Although 
no  data  are  available  in  regard  to 
near-drowning,  it  is  probably  a con- 
servative estimate  that  twice  as 
many  near-drownings  occur  as 
actual  drownings.  With  the  continu- 
ing increase  in  the  number  of  home 
swimming  pools,  these  episodes 
will  no  doubt  increase. 

North  Carolina  has  no  laws  that 
bear  on  water  safety.  In  particular, 
there  are  none  that  govern  legal 
liabilities  in  regard  to  private  pools. 
Counties,  however,  have  instituted 
regulations  which  are  somewhat 
similar  in  that  they  require  a 
fenced-in  area  around  open  pools 
and  that  some  rescue  equipment  be 
available.  Failure  to  comply  results 
in  legal  liability  to  pool  owners. 

The  rate  of  death  in  North  Caro- 
lina parallels  the  national  rate.  The 
overall  drowning  rate  is  higher  for 
black  males  in  the  15-24  age  range. 
Black  males  have  a three  times 
greater  chance  of  drowning  than 
white  males  of  the  same  age.  Males 


of  both  races  were  eight  times  more 
likely  to  drown  than  females. 
Drowning  rates  were  higher  for 
blacks  in  all  age  groups  except  the 
youngest.  The  low  drowning  rate 
for  black  toddlers  may  be  due  to  the 
absence  of  private  swimming  pools 
in  their  neighborhoods.  However, 
with  greater  mobility  during  adoles- 
cence, the  frequency  of  pool  use 
and  drowning  death  increases.  Fail- 
ure to  learn  to  swim  at  an  early  age 
probably  predisposes  older  black 
children  to  the  greater  possibility  of 
drowning. 

Although  pre-existing  illnesses 
are  associated  with  a small  percent- 
age of  drownings,  most  can  be  at- 
tributed to  over-estimation  of 
swimming  capabilities,  exhaustion, 
or  alcohol.  A few  of  the  victims, 
however,  did  have  seizure  disorders 
or  were  mentally  retarded. 

SEASON 

As  would  be  expected,  most 
drownings  are  more  likely  to  occur 
during  the  warmer  months.  Of  the 
more  than  7,000  recorded  in  1977, 
half  were  reported  during  May, 
June,  July,  and  August.1  Drownings 
from  October  to  April  were  more 
likely  to  result  from  boating,  hunt- 
ing or  fishing  accidents. 

PREVENTION  PROGRAMS 

Swimming  programs  in  North 
Carolina  are  operated  primarily  by 
the  YMCA,  municipalities  and  pri- 


432 


Vol.  43,  No.  6 


vate  clubs,  which  maintain  high 
standards  of  safety.  At  public  pools 
operating  in  larger  communities 
trained  lifeguards  are  required.  The 
children  participating  in  these  pro- 
grams, however,  are  not  the  ones 
who  are  drowning. 

Many  drownings  can  be  pre- 
vented through  education  and  train- 
ing. Since  those  at  highest  risk  are 
adolescents,  both  white  and  non- 
white, education  could  be  initiated 
in  the  school  system,  possibly  as  a 
part  of  physical  education  pro- 
grams. A recent  study  involving  a 
large  number  of  Australian  school 
children  revealed  that  water  safety 
training  was  as  important  as  swim- 
ming lessons.3 

As  part  of  the  school  program  in 
Fayetteville,  N.C.,  all  fourth-grad- 
ers are  given  water  safety  and 
swimming  instructions  as  part  of 
their  school  curriculum.  Although 
there  has  been  some  controversy  as 
to  when  the  instruction  should  be 
offered,  the  system  has  generally 
agreed  it  is  a good  program.  Since 
its  inception,  resident  deaths  in 
Cumberland  County  from  drowning 
in  the  age  group  taught  safety  and 
survival  techniques  have  been  three 
in  1978;  four  in  1979;  to  zero  in  1980. 
This  represents  an  impressive  ex- 
ample of  how  important  water  safe- 
ty instruction  can  be.4 

Little  emphasis  has  been  placed 
on  the  role  of  alcohol  in  drowning. 
Most  alcohol  studies  have  been  in 
relation  to  motor  vehicle  accidents 
and  a study  to  determine  how  many 
drownings  are  associated  with  al- 
cohol or  drug  use  should  be  under- 
taken. 

Below  are  listed  several  rules5 
that  if  followed  may  prove  helpful  in 
the  prevention  of  drowning. 

Swimming  Safety 

1.  A good  test  for  readiness  to 


learn  to  swim  is  the  ability  of  the 
child  to  hold  his  own  breath  on 
command. 

2.  Organized  swimming  instruc- 
tion is  not  recommended  for  chil- 
dren under  three  years  of  age  be- 
cause it  is  difficult  for  them  to  hold 
their  disproportionately  large  heads 
out  of  the  water. 

3.  Young  children  should  be 
taught  never  to  swim  alone  or  un- 
supervised. 

4.  Allow  diving  only  into  water  of 
known  and  sufficient  depth. 

5.  Instruction  in  swimming 
should  be  obtained  from  qualified 
instructors. 

6.  False  distress  alarms  should 
not  be  permitted. 

7.  No  one  should  swim  alone. 

8.  Always  have  competent  adult 
supervision. 

9.  Do  not  swim  after  eating  a 
heavy  meal,  drinking  alcohol  or 
taking  medication. 

Pool  Safety 

1 . Pools  require  fences  four  to  six 
feet  high  with  a self-locking  latch. 

2.  Do  not  use  a diving  board  in  a 
pool  which  is  not  deep  enough.  (Di- 
ving accidents  cause  500  cases  of 
quadriplegia  annually  in  the  United 
States.) 

3.  Avoid  pool  slides,  which  are 
potentially  dangerous. 

4.  Keep  essential  rescue  devices 
readily  on  hand  at  the  pool. 

5.  Keep  electrical  appliances 
away  from  the  pool. 

6.  Paint  numbers  on  the  pool’s 
edge  showing  depths  at  various 
points. 

7.  Use  stepladders  at  least  three 
feet  wide  and  made  of  non-slippery 
material  with  night-glow  tape. 

8.  Put  nothing  outside  the  pool 
fence  which  will  enable  a child  to 
climb  over  it. 


9.  Allow  no  riding  toys  beside  the 
pool. 

10.  Place  a tamper-proof  cover  on 
the  pool  when  it  is  not  in  use. 

1 1 . Do  not  use  the  pool  after  eat- 
ing a large  meal  or  after  drinking 
alcohol. 

12.  Do  not  swim  in  the  dark. 
Boat  Safety 

1.  At  least  one  adult  swimmer 
should  be  present  for  each  non- 
swimming child. 

2.  Do  not  overload  the  boat. 

3.  Do  not  allow  standing  in  small 
boats. 

4.  Flotation  lifejackets  should  be 
worn  by  every  passenger,  whether 
he  can  swim  or  not. 

5.  Make  sure  the  boat  has  been 
properly  maintained. 

6.  Check  weather  forecast  to 
avoid  getting  caught  in  storms. 

7.  Know  the  boat’s  limitations. 

8.  Do  not  go  out  in  a boat  if  you 
have  been  drinking  or  have  taken 
medication. 

CONCLUSION 

At  a time  when  deaths  from  motor 
vehicle  accidents  appear  to  be  de- 
creasing, a disproportionate  num- 
ber of  children  are  drowning.  It  is 
the  conclusion  of  most  studies  that 
education  and  training  could  signifi- 
cantly reduce  this  number.  Inten- 
sified supervision,  instruction  and 
enforcement  of  safe  water  (pool) 
and  boating  policies  and  emphasis 
on  education  of  water  safety  in  high 
risk  groups  seem  justified. 
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THOMAS  HUXLEY  [1825-1895] 

Education  is  the  instruction  of  the  intellect  in  the  laws  of  Nature,  under  which  name  I 
include  not  merely  things  and  their  forces,  but  men  and  their  ways. 
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The  Effect  of  Legal  Change 
On  Patterns  of  Psychiatric  Care: 

The  Input  of  Change  of  Commitment  Law 

David  J.  Goode,  M.D.,  Robert  McDaniel,  M.S.W., 

Tom  Plott  and  John  Hiatt 


ABSTRACT  In  1979,  the  North  Carolina  civil  commitment  law  was  revised  with  the  intent  that  commitment  be 
easier.  In  1978,  before  enactment  of  this  legislation,  100  committed  patients  at  Broughton  Hospital, 
which  serves  the  western  region  of  North  Carolina,  were  randomly  selected  for  study.  Attitudes  of 
patients,  their  families,  and  local  committing  physicians  toward  the  commitment  procedure  were 
assessed  by  voluntary  questionnaire.  Patients  expressed  generally  positive  attitudes  toward  commit- 
ment, demonstrated  some  insight  into  their  condition,  and  viewed  their  hearing  as  fair.  In  contrast,  the 
majority  of  family  members  and  committing  physicians  viewed  commitment  unfavorably.  In  particu- 
lar, family  members  were  found  to  be  highly  stressed  by  commitment  procedures  and  to  have  few 
sources  of  support  from  the  mental  health  system.  In  a similar  study  performed  one  year  after  passage 
of  the  commitment  legislation,  no  change  was  observed  in  proportion  of  patients  coming  to  hearing  or 
of  those  committed  at  the  time  of  hearing  and  attitudes  surveyed  showed  little  change  from  1978  to 
1980.  A slightly  higher  proportion  of  patients’  families  expressed  dissatisfaction  with  commitment, 
indicating  that  additional  supportive  services  for  families  of  committed  patients  are  needed. 


IN  the  state  of  North  Carolina,  in- 
voluntary commitment  for 
treatment  in  a mental  health  facility 
is  obtained  through  a procedure 
common  to  many  other  states.  A 
petition  may  be  originated  by  any 
citizen,  but  is  most  often  sworn  out 
by  a member  of  the  respondent’s 
family.  This  petition  must  be  signed 
by  a judge  or  magistrate.  A physi- 
cian’s referral  must  be  included 
with  the  petition  unless  the  respon- 
dent's behavior  warrants  emergency 
intervention.  The  respondent  is  taken 
to  a regional  psychiatric  hospital 
where  he  is  examined  by  a physician 
within  24  hours  of  arrival.  Unless 
he  is  released  by  the  hospital  phy- 
sician, the  patient  has  a hearing 
within  10  days  of  his  admission.  In 
the  hearing,  evidence  from  the  hos- 
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pital  physician  and/or  the  testimony 
of  anyone  concerned,  usually  the 
petitioner,  is  presented  before  a 
district  court  judge.  An  attorney  is 
available  to  represent  the  patient, 
and  another  to  represent  the  hospi- 
tal and  the  petitioner.  The  maxi- 
mum initial  commitment  is  90  days. 
Commitment  may  be  for  treatment 
at  the  regional  facility,  outpatient 
treatment  at  a local  mental  health 
center,  or  a combination  of  the  two. 

Largely  due  to  public  dissatisfac- 
tion with  the  process  of  commit- 
ment, the  commitment  law  was 
changed  in  October,  1979  (North 
Carolina  General  Statute  122-58  In- 
voluntary Commitment  Law  Re- 
vised). This  change  was  designed  to 
facilitate  commitment  of  patients 
who  are  clearly  ill  and  in  need  of 
treatment  but  not  immediately  dan- 
gerous. The  term  “imminently”  was 
deleted  as  a modifier  for  dangerous, 
and  danger  was  explicitly  expanded 
to  include  the  likelihood  of  the  indi- 


vidual’s suffering  serious  physical 
debilitation  “without  care,  super- 
vision, and  continuous  assistance 
from  people  not  otherwise  avail- 
able.” In  1978,  one  year  before 
enactment  of  the  new  law,  a study  of 
the  commitment  process  was  con- 
ducted at  Broughton  Hospital,  the 
state  psychiatric  hospital  serving 
the  western  region  of  North  Caro- 
lina1. To  assess  the  impact  of  the 
change  in  law,  the  study  was  re- 
peated for  a similar  group  of  pa- 
tients admitted  to  Broughton  Hos- 
pital during  August  of  1980. 

Methods: 

Committed  patients  were  ran- 
domly selected  each  week  during 
July  and  August  from  all  filed  ad- 
mission cards  until  100  patients  were 
obtained,  excluding  inebriates.  Ques- 
tionnaires were  designed  to  assess 
attitudes  toward  the  commitment 
process  and  perceived  effects  of 
commitment.  Different  question- 
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naires  were  directed  to  the  patient, 
his  family,  and  the  committing  physi- 
cian in  the  community.  In  all  cases, 
the  purposes  of  the  study  were  ex- 
plained and  approved  written  con- 
sent was  obtained.  Hospital  charts 
were  evaluated  for  adequacy  of 
legal  documentation  and  impact  of 
commitment  on  the  treatment  pro- 
cess. The  court  hearing  was  ob- 
served and  evaluated  as  to  time 
spent,  legality  of  process,  and  at- 
mosphere. In  1980  only,  a question- 
naire designed  to  elicit  opinion  on 
the  effects  of  the  legal  change  on  the 
patient  population  and  commitment 
was  sent  to  all  psychiatrists,  psy- 
chologists, social  workers,  and  nurs- 
ing supervisors.  Table  I presents  the 
proportion  responding  to  the  ques- 
tionnaires of  each  group  surveyed. 

Results: 

Characteristics  of  the  patient 
groups:  Table  II  summarizes  the 
age,  sex,  race,  marital  status,  and 
history  of  previous  hospitalization 
of  patients  in  the  two  studies.  The 
groups  are  demographically  com- 
parable. A large  proportion  of  the 
patients  were  unmarried  and  unem- 
ployed and  had  histories  of  multiple 
hospitalizations.  Diagnoses  of  pa- 
tients from  both  studies  are  pre- 
sented in  Table  III.  The  percentage 
of  depressed  patients  increased  from 
8%  in  1978  to  14%  in  1980,  and  the 
percentage  of  patients  diagnosed  as 
schizophrenic  decreased  from  36% 
to  27%.  In  1980,  49%  of  the  patients 
had  been  seen  in  local  mental  health 
centers  before  their  admission;  that 
figure  was  63%  in  the  1978  study. 


TABLE  I 

Proportion  of  Groups  Surveyed 
who  Responded  to  Questionnaire 

Proportion  Responding 
(%) 


Group 

1978 

Study 

1980 

Study 

Patients 

54 

68 

Families 

44 

58 

Physicians 

56 

33* 

Hospital  Staff 

— 

32 

'Several  physicians  in  the  1980  sur- 
vey participated  in  commitment  of 
more  than  one  patient,  such  that  com- 
mitting physicians  of  56  patients  are 
represented. 


TABLE  II 


Demographic  Data  of  Patient  Popula- 
tion Studied  Before  and  After  Change 
in  North  Carolina  Commitment  Law 


1978 

1980 

Study 

Study 

AGE 

Mean 

41.0 

35.6 

Range 

16-86 

18-65 

SEX 

Male 

53 

54 

Female 

47 

46 

RACE 

White 

79 

79 

Black 

21 

21 

MARITAL  STATUS 

Single 

35 

43 

Married 

32 

31 

Separated 

11 

12 

Divorced 

11 

9 

Widowed 

11 

5 

EMPLOYMENT 

Employed 

12 

16 

Unemployed 

66 

83 

Retired 

9 

1 

PREVIOUS 

HOSPITALIZATIONS 

None 

33 

28 

1-4 

37 

31 

5 

30 

41 

Legal  process  evaluation:  Out- 
come of  the  commitment  process 
before  and  after  the  legal  change  is 
summarized  in  Table  IV.  Of  the  pa- 
tients who  came  to  hearing,  26/72 
(36.1%)  were  committed  in  1978, 
and  30/78  (38.5%)  in  1980.  There 
was  no  overall  change  in  propor- 
tion of  patients  committed  after  the 
change  in  commitment  law.  The 
only  notable  difference  is  a reduc- 
tion in  the  number  of  patients  sign- 
ing in  on  voluntary  status  prior  to 
hearing.  This  was  due  in  part  to 
a decrease  in  the  number  of  offers 
of  voluntary  status  being  made  to 
patients,  since  24%  of  the  1980 
patients  responding  said  they  were 
offered  voluntary  status  compared 
with  57%  in  the  1978  study. 

In  the  1978  study,  the  proportion 
of  patients  committed  was  greater 
(44%)  when  both  the  physician  and 
family  testified  at  the  hearing  than 
when  either  family  only  (33%)  or 
doctor  only  (25%)  or  neither  (0%) 
testified.  In  the  1980  study,  68%  of 
patients  were  committed  when  both 
family  and  physician  testified,  com- 


TABLE  III 

Diagnostic  Data  of  Committed  Patients  Studied  Before  and 
After  Change  in  North  Carolina  Commitment  Law 

Number  (Percent)  Patients 

Diagnosis 

1978  Study 

1980  Study 

Organic  Brain  Syndromes 

17  (22%) 

7 (8%) 

Mental  Retardation 

3 (4%) 

8 (9%) 

Depression 

6 (8%) 

12  (14%) 

Schizophrenia 

28  (36%) 

24  (27%) 

Manic-Depressive  Disease 

8 (10%) 

10  (11%) 

Personality  Disorders 

3 (4%) 

7 (8%) 

Alcohol/Drug  Related  Syndromes 

5 (7%) 

11  (13%) 

Paranoid  State 

1 (1%) 

1 (1%) 

Adjustment  Reactions 

3 (4%) 

3 (3%) 

Unspecified  Psychosis 

0 (0%) 

5 (6%) 

No  Mental  Disorder/Diagnosis  Deferred 

3 (4%) 

4 (5%) 

TABLE  IV 

Outcome  of  Commitment  Process  in  100  Patients  Before  and 
After  North  Carolina  1979  Commitment  Law  Change 

1978  Study 

Patient  released  as  not  dangerous  by 

1980  Study 

hospital  physician  prior  to  hearing 
Patient  signed  in  as  voluntary 

8 

14 

patient  prior  to  hearing 

20 

8 

Patient  came  to  hearing 

72 

78 

Committed 

26 

30 

Released 

46 

48 

Signed  in  after  release 

7 

6 
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TABLE  V 

Negative  Attitudes  Toward  Commitment  Cited  by  Patients  Studied  Before  and 
After  the  1979  Commitment  Law  Change 


Statement 

Feel  bitter  or  resent  commitment 

Commitment  affected  treatment  adversely 

No  one  helpful 

Feel  I have  broken  law 

Mad  at  someone  about  commitment 

Should  be  alternatives  to  commitment 


Proportion  of 
Patients  Endorsing 


1978  Study 

1980  Study 

21% 

19% 

12% 

11% 

29% 

35% 

9% 

8% 

19% 

16% 

51% 

49% 

pared  with  27%  for  family  only,  23% 
for  doctor  only,  and  0%  for  neither. 
No  relationship  was  found  between 
number  of  previous  admissions  and 
outcome  of  hearing  in  either  study. 
Both  studies  found  that  all  patients 
talked  with  the  patient  attorney  be- 
fore the  hearing  10-15  minutes  on 
the  average.  A very  high  percentage 
(92%/91%,  1978/1980)  felt  they  were 
adequately  represented  by  counsel. 
A large  decrease,  39%  in  the  1980 
study  compared  to  76%  of  patients 
in  the  1978  study,  stated  courtroom 
proceedings  were  explained  to  them 
before  the  hearing. 

In  both  studies,  hearing  proce- 
dures were  evaluated  positively  by 
the  research  associate.  All  proceed- 
ings were  characterized  by  relative 
absence  of  background  noise,  at- 
tentiveness of  those  present,  and 
courteous  treatment  of  the  respon- 
dent. A large  percentage  of  patients 
in  both  studies  rated  their  hearing  as 
fair:  92%  in  1978  and  83%  in  1980. 
However,  a lower  percentage  of 
families  responding  rated  the  hear- 
ing as  fair  (67%  in  1978),  but  this 
proportion  increased  to  84%  in  the 
1980  study. 

We  attempted  to  assess  the  real- 
ity of  dangerousness  by  family  ques- 
tionnaire and  analysis  of  hospital 
records.  A significant  proportion  of 
patients  were  found  to  have  mani- 
fested evidence  of  danger  to  self  or 
others  by  action  or  threat  during 
hospitalization  either  prior  to  hear- 
ing (17%)  or  during  the  remainder  of 
their  stay  (26%)  in  the  first  study 
and  (20%)  and  (27%)  in  the  sec- 
ond. Forty-two  percent  of  families 
surveyed  checked  at  least  one  of 
four  options  describing  threats  or 
violence  to  self  or  others  in  the 
first  study,  and  65%  in  the  sec- 
ond. Twenty-eight  percent  of  the 
patients  rated  themselves  as  dan- 
gerous to  themselves  or  others  in 
1978,  and  51%  in  1980. 

Patient  Attitudes:  A high  propor- 
tion of  patients  (75%)  in  the  1980 
study  demonstrated  insight  into  their 
condition  by  rating  themselves  as 
either  dangerous  or  mentally  ill  or 
both.  In  the  1978  study  the  figure 
was  43%.  However,  the  percentage 
of  patients  in  the  1980  study  who 
said  they  should  have  been  com- 
mitted (46%)  remained  unchanged 


from  1978  (46%).  In  1980,  18%  of 
patients  checked  a blank  stating,  “It 
was  all  a mistake,”  compared  with 
22%  in  1978.  Most  patients  cited 
some  negative  attitudes  toward  com- 
mitment. Table  V summarizes  the 
proportion  of  patients  citing  nega- 
tive attitudes  toward  commitment 
in  the  1978  and  1980  studies.  Pa- 
tients’ attitudes  toward  the  legal 
aspects  of  the  commitment  process 
were  surprisingly  favorable  in  both 
studies.  A very  high  proportion  felt 
they  were  adequately  represented 
by  the  attorney  (92%/91%)  and  their 
hearing  was  fair  (92%/83%).  The 
proportion  of  patients  who  felt  their 
privacy  had  been  violated  by  the 
commitment  procedure  declined 
from  22%  in  1978  to  10%  in  1980. 

Impact  of  Commitment  on  Hos- 
pital Treatment:  The  majority  of  pa- 
tients were  treated  with  some  form 
of  chemotherapy.  Drug  treatment  in 
the  two  studies  is  summarized  in 
Table  VI.  Only  three  patients  in 
1978  and  six  patients  in  1980  re- 
ceived no  drug  treatment.  The  larg- 
est proportion  of  patients  were 
treated  with  antipsychotic  agents 


alone,  or  in  combination  with  other 
agents.  Fewer  patients  were  treated 
with  antidepressants,  and  most  of 
these  also  received  antipsychotic 
agents.  From  review  of  hospital 
charts,  it  was  difficult  to  judge  accu- 
rately the  extent  to  which  involun- 
tary hospitalization  had  affected 
length  of  stay  and  treatment.  Physi- 
cians do  not  customarily  include 
reference  to  such  effects  in  their 
notes.  On  the  basis  of  self-rating, 
1 2%/ 1 1%  of  patients  felt  commit 
ment  influenced  their  treatment 
process.  Twenty-four  percent  to 
twenty-five  percent  of  patients  were 
documented  as  showing  some  lack 
of  cooperation  with  treatment  pro- 
cedure. 

The  Local  Committing  Physician: 
In  the  1978  study,  56  committing 
physicians  responded  to  the  ques- 
tionnaire; 33  responded  in  1980. 
However,  in  the  second  study,  many 
of  the  physicians  committed  more 
than  one  of  the  patients  in  the  study, 
such  that  physicians  of  56  of  the  100 
patients  responded.  A disturbing  find- 
ing in  the  1978  study  was  that  seven 
of  the  56  patients  whose  referring 


TABLE  VI 

Medication  Received  by  Committed  Patients  at  Broughton  Hospital  in  Two  Studies 


Before  and  After  Passage  of  the  North  Carolina  Commitment  Law  in  1979 

1978  Study  1980  Study 

Medication 

Number  of  Patients 

Number  of  Patients 

Antipsychotic  Agents 

69 

69 

with  anticonvulsants 

6 

5 

with  antiparkinson  agents 

15 

26 

ANTIDEPRESSANTS 

13 

18 

with  antipsychotic  agents 

12 

12 

LITHIUM  CARBONATE 

7 

12 

with  antipsychotic  agents 

6 

8 

MINOR  TRANQUILIZERS 

4 

13 

NO  DRUGS 

3 

6 
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physician  responded  were  unknown 
to  the  physician  and  without  record 
in  his  office.  In  the  1980  study,  no 
physicians  disavowed  knowledge  of 
patients  whose  commitment  papers 
they  had  signed.  In  the  1978  study, 
only  38%  of  the  patients  were  new 
to  the  committing  physician.  The 
majority  had  been  seen  for  times 
varying  from  one  to  more  than  five 
years.  In  the  1980  sample,  61%  of 
the  patients  were  evaluated  by  the 
committing  physician  for  the  first 
time  during  commitment.  Table  VII 
summarizes  sources  of  information 
cited  as  used  by  the  local  commit- 
ting physicians  in  the  1978  and  1980 
studies.  An  increase  in  citation 
of  the  diagnostic  interview  from 
57%  to  82%  was  observed.  Other 
sources  commonly  cited,  such  as 
family  members,  friends,  and  po- 
lice, were  similar  for  both  studies. 
In  the  1978  study,  half  of  the  physi- 
cians cited  family  insistence  to  be  an 
extenuating  circumstance  leading  to 
use  of  commitment;  in  1980,  24%  of 
the  physicians  cited  family  insis- 
tence. Lack  of  local  resources  was 
cited  as  a problem  leading  to  use  of 
commitment  by  21%  of  physicians 
in  1978  and  by  31%  in  1980. 

Physicians  were  asked  whether 
they  felt  existing  commitment  laws 
were  adequate.  In  1978,  49%  re- 
sponded no,  and  in  1980,  53%  re- 
sponded no.  A criticism  made  by 
physicians  in  both  studies  was  that 
many  patients  were  released  too 
soon.  Problems  with  “dangerous- 
ness’’ as  a criterion  were  frequently 
cited.  The  need  for  clinicians  to 
have  more  control  over  the  process, 
the  slowness  of  the  process,  and  the 


TABLE  VII 

Sources  of  Information  Cited  as  Used 
by  Committing  Physicians  in  Studies 
Before  and  After  Passage  of  the  North 
Carolina  Commitment  Law  in  1979 


Percent 

Physicians  Citing 


Source  of 

1978 

1980 

Information 

Study 

Study 

Diagnostic 

interview 

57% 

82% 

Family 

65% 

43% 

Friends 

10% 

— 

Police 

33% 

47% 

Social  service 
agency 

4% 



number  of  evaluations  being  re- 
quested for  patients  never  seen  be- 
fore, were  also  cited. 

Impact  of  Commitment  on  Pa- 
tients' Families:  A large  proportion 
of  patients’  families  were  active  par- 
ticipants in  the  commitment  process. 
In  the  1978  study,  61%  of  the  fami- 
lies initiated  the  petition;  84%  at- 
tended the  court  hearing;  and  76% 
testified.  In  the  1980  sample,  86%  of 
the  families  initiated  the  petition, 
but  the  percent  of  families  attending 
the  hearing  dropped  to  50%,  and 
those  testifying  to  46%.  Evidence  of 
danger  cited  by  families  on  their  ques- 
tionnaires in  both  studies  (1978/1980) 
included:  violent  acts  (22%/39%), 
threat  of  violence  (24%/ 15%),  sui- 
cide attempt  (8%/8%),  and  suicide 
threat  (8%/9%).  In  the  1980  study, 
failure  to  care  for  self  was  men- 
tioned by  1 1%  of  the  families.  Fami- 
lies viewed  the  process  of  commit- 
ment negatively  in  both  studies.  In 
1978,  61%  of  families  felt  the  patient 
was  released  too  soon,  and  this  pro- 
portion increased  to  72%  in  the  1980 
study.  The  proportion  of  families 
who  cited  that  commitment  hurt 
their  relationship  with  the  patient 
(31%)  and  who  felt  the  hearing  un- 
fair (33%)  in  1978  dropped  to  8%  and 
16%  in  1980.  Forty-eight  percent  of 
the  families  in  1978  and  40%  in  1980 
stated  that  the  commitment  process 
had  had  some  “bad  effects’’  on  the 
family.  Emotional  upset  was  given 
as  the  bad  effect  in  53%  of  the  cases 
in  1978,  and  74%  in  1980.  Damage 
to  relationship  with  the  patient  and 
loss  of  money  and  time  at  work  were 
also  mentioned.  In  the  1980  sample, 
only  19%  of  the  patients’  families 
talked  with  the  hospital  attorney 
who  is  responsible  for  representa- 
tion of  the  hospital  and  family.  Of 
those  families  who  attended  the  hear- 
ing, only  13%  were  accompanied  by 
a case  worker.  Both  figures  repre- 
sent declines  from  the  earlier  study 
(21%  contacted  by  attorney  and 
30%  accompanied  by  case  worker). 

Commitment  as  Viewed  by  Hos- 
pital Staff:  Of  the  32  Broughton 
Hospital  employees  responding  to 
our  questionnaire,  71%  cited  that 
they  had  observed  no  change  in  the 
patient  population  as  a result  of 
the  change  in  the  commitment  law. 
Several  social  workers  reported  an 


increase  in  willingness  to  testify  on 
the  part  of  family  members,  but  it 
was  also  mentioned  that  more  fami- 
lies are  frustrated  by  the  “mechani- 
cal’’ nature  of  the  hearings  and  feel 
their  testimony  has  little  effect. 
Fifty-three  percent  of  employees 
responded  that  it  is  easier  to  get 
patients  committed  now  than  be- 
fore passage  of  the  1979  law,  but 
only  29%  of  hospital  staff  members 
stated  that  the  present  commitment 
law  is  adequate.  Reasons  given  for 
inadequacy  included:  inappropriate- 
ness of  dangerousness  as  a criterion 
(9),  too  strict  criteria  for  establish- 
ing dangerousness  (1),  inadequacy 
of  the  10  days  (or  less)  evaluation 
period  before  hearing  (2),  too  much 
power  being  vested  in  those  with 
little  understanding  of  the  psychiatric 
client  (1). 

Discussion: 

Data  from  the  present  study  suf- 
fers from  the  limitations  of  a volun- 
tary questionnaire.  The  loss  of  data 
from  non-responding  subjects  in  all 
categories  may  produce  substantial 
bias  of  results.  However,  compari- 
son of  the  two  studies  done  in  an 
identical  manner  during  similar  time 
periods  in  1978  and  1980  may  be 
subject  to  less  distortion.  The  views 
reported  represent  a large  propor- 
tion of  patients  and  families  in- 
volved in  the  commitment  proce- 
dure and  may  be  considered  to 
reflect  general  attitudes. 

The  major  purpose  of  the  study 
was  to  assess  the  practical  effects 
of  change  in  the  North  Carolina  com- 
mitment law,  which  was  designed 
to  facilitate  the  commitment  pro- 
cess. Demographically,  the  study 
populations  in  1978  and  1980  were 
nearly  identical.  A similar  propor- 
tion of  patients  came  to  hearing,  and 
the  proportion  of  those  patients 
committed  at  hearing  was  similar. 
Hospital  records  indicate  a small  in- 
crease in  percent  of  patients  com- 
mitted, from  26%  to  35%.  However, 
these  data  are  confounded  by  inclu- 
sion of  recommitments.  Our  data, 
based  on  two  randomly  selected 
samples,  indicate  that  there  has 
been  little  or  no  change  in  the  actual 
process  of  commitment  of  newly 
admitted  patients  subsequent  to  the 
change  in  law. 
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Patient  attitudes  toward  the  com- 
mitment procedure  were  surpris- 
ingly favorable.  A large  majority  of 
patients  queried  in  both  1978  and 
1980  felt  that  their  hearing  was  fair 
and  that  they  were  adequately  rep- 
resented by  counsel.  Although  a 
proportion  of  patients  ranging  from 
9%  to  as  high  as  35%  endorsed  a 
number  of  negative  statements  about 
the  commitment  process,  about  half 
of  the  patients  in  both  studies  stated 
they  should  have  been  committed. 
An  increase  of  proportion  of  pa- 
tients reporting  themselves  as  either 
dangerous  or  mentally  ill  from  43% 
to  75%  was  observed  from  the  1978 
to  the  1980  study.  This  increase  may 
be  in  part  due  to  the  change  in  legal 
definition  of  dangerousness.  Either 
from  discussions  with  the  patients’ 
attorney  or  from  arguments  during 
the  hearing,  many  patients  were 
aware  that  inability  to  care  for  one- 
self currently  constitutes  dangerous- 
ness. 

The  favorable  attitudes  of  pa- 
tients toward  the  commitment  pro- 
cedure were  not  reflected  in  any 
other  of  the  groups  surveyed.  Ap- 
proximately half  of  the  local  physi- 
cians participating  in  the  commit- 
ment process  from  both  studies 
responded  that  they  felt  commit- 
ment laws  were  inadequate.  A very 
high  proportion  of  families  of  pa- 
tients expressed  dissatisfaction  with 
the  commitment  procedure,  particu- 
larly premature  release  of  the  com- 
mitted patients.  In  fact,  the  propor- 
tion of  families  citing  premature 
release  as  a problem  increased  from 
61%  in  1978  to  72%  in  1980.  Of  the 
Broughton  Hospital  staff  surveyed 
in  1980,  71%  felt  commitment  laws 
were  inadequate.  Thus,  the  major- 


ity of  persons  participating  in  the 
committing  process  and  subsequent 
treatment  are  dissatisfied  with  the 
commitment  process.  Comparison  of 
data  from  the  1978  and  1980  studies 
demonstrates  either  no  change  in 
attitudes  of  these  groups  toward 
commitment  or  an  increasing  dis- 
satisfaction. Since  the  passage  of 
the  North  Carolina  commitment  law 
was  partially  in  response  to  dis- 
satisfaction with  the  commitment 
procedure  on  the  part  of  these  groups, 
it  must  be  regarded  as  a failure  with 
respect  to  this  goal. 

Of  particular  note  in  both  studies 
was  the  extreme  dissatisfaction  of 
families  of  patients  undergoing  com- 
mitment. The  family  participates 
actively  in  the  commitment  process 
for  most  patients,  usually  by  initia- 
tion of  the  petition  and  later  by  par- 
ticipation in  the  commitment  hear- 
ing. The  hearing  procedures  are  not 
scheduled  with  respect  to  conveni- 
ence of  family  members.  For  the 
commitment  hearing,  all  families 
are  notified  to  be  at  court  at  9 a.m. 
With  an  average  of  88  cases  per 
week  on  the  docket  (sampling  weeks 
only),  the  average  wait  before  being 
called  into  court  was  4Vi  hours, 
ranging  up  to  12  hours.  Several 
families,  as  well  as  others  present  to 
give  testimony,  had  to  leave  before 
their  cases  were  called.  Other  fam- 
ily members  cited  previous  delays 
of  this  sort  as  reason  for  not  ap- 
pearing in  the  first  place.  Such  de- 
lays were  common  in  both  1978  and 
1980.  Nearly  half  of  families  felt 
commitment  had  bad  effects  on  the 
family,  and  a larger  proportion  re- 
ported emotional  upset  resulting 
from  the  commitment  procedure. 
These  figures  showed  little  or  no 


change  from  1978  to  1980.  Families 
are  highly  stressed  initially  by  the 
aberrant  behavior  of  the  patient. 
Violent  and  dangerous  acts  on  the 
part  of  the  patient  were  specified 
by  22%  of  families  in  1978  and  39% 
in  1980.  They  are  subjected  to  un- 
necessarily long  waits  before  the 
hearing.  Although  a hospital  attor- 
ney has  been  appointed  to  represent 
the  hospital  and  family  at  the  hear- 
ing, only  19%  of  families  talked  with 
the  attorney  before  the  hearing. 
There  are  no  other  sources  of  sup- 
port for  the  family  at  Broughton 
Hospital,  although  the  patient  who 
is  committed  has  a variety  of  ser- 
vices rendered  to  him,  both  diag- 
nostic and  therapeutic,  before  and 
after  the  commitment  hearing. 

The  data  from  the  present  study 
clearly  indicate  that  the  families 
of  committed  patients  represent  a 
troubled  unit.  The  usual  form  of 
intervention,  that  of  removal  and 
hospitalization  of  the  patient,  ignores 
the  problem  existing  within  the  en- 
tire family  unit.  The  family  remains 
dissatisfied  and  in  need  of  suppor- 
tive services.  Provision  of  suppor- 
tive services  for  families  of  dis- 
turbed and  potentially  dangerous 
patients  may  be  of  greater  utility 
than  alteration  of  commitment  laws 
in  the  alleviation  of  current  dis- 
satisfaction with  the  commitment 
process. 
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Perhaps  the  most  valuable  result  of  all  education  is  the  ability  to  make  yourself  do  the  thing 
you  have  to  do,  when  it  ought  to  be  done,  and  whether  you  like  it  or  not;  it  is  the  first  lesson  to 
be  learned;  and,  however  early  a man’s  training  begins,  it  is  probably  the  last  lesson  that  he 
learns  thoroughly. 
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Toxic  Encounters 
of  the  Dangerous  Kind 


THE  NUTMEG  CONNECTION 

When  the  economy  takes  a turn  down- 
ward, much  of  the  business  community 
suffers  — regardless  of  the  size  or  type  of 
industry.  The  consumer  suffers  also  — 
prices  go  up  and  some  items  get  scarce. 
This  condition  is  also  true  of  the  illicit 
drug  market.  The  “turn-ons”  of  choice 
become  more  expensive  and  harder  to 
find.  When  such  a condition  occurs  in  the 
“drug  community”  new  “highs”  are  often 
produced  or  old  ones  resurrected  to  be 
sold  to  a demanding  public.  Such  is  pos- 
sibly the  case  with  nutmeg. 

Nutmeg  has  been  used  as  a hallucino- 
gen since  the  time  of  the  Crusades.  It  is 
alleged  that  it  was  introduced  into  Europe 
by  the  Arabs.  This  commonly  used  spice 
comes  from  the  dried  seed  kernels  of  a 
tree  grown  in  the  South  Pacific  and  East 
Indies.  It  has  been  used  since  the  Middle 
Ages  as  a carminative,  stimulant,  nar- 
cotic, emmenagogue  and  abortifacient. 
This  report  concerns  itself  with  the  diag- 
nosis and  management  of  nutmeg  tox- 
icity. 

The  purpose  of  taking  nutmeg  is  to  pro- 
duce a “high,”  i.e.,  a mind-altering  expe- 
rience. This  is  usually  achieved  by  the 
ingestion  of  1-3  whole  nutmegs  or  5-15 
grams  of  the  grated  spice  (a  can  of  Mc- 
Cormick’s nutmeg  weighs  75  grams;  2 
tablespoons  of  this  is  equal  to  approxi- 
mately 14  grams  or  the  equivalent  of  two 
grated  nutmegs).  In  2 to  6 hours  after  in- 
gestion, euphoria  and  hallucinations  can 
occur.  The  “trip”  resulting  from  this  en- 
counter can  last  nine  hours  or  more.  The 
toxic  effects  of  nutmeg  overdose  in  an 
adult  can  occur  with  the  ingestion  of  as 
little  as  5 grams.  This  overdose  resembles 
an  anticholinergic  toxic  episode  — cuta- 
neous flushing,  tachycardia,  decreased 
salivation,  fever  and  central  nervous  sys- 
tem (CNS)  excitation.  In  many  cases  the 
resemblance  to  anticholinergic  poisoning 
(atropine,  belladonna,  antihistamines. 


Jimson  Weed,  etc.)  can  be  confusing  but 
in  the  classic  case,  nutmeg  poisoning 
produces  miosis  and  not  mydriasis  as 
with  an  anticholinergic  poisoning.  This  is 
not  an  absolute  distinguishing  feature,  of 
course,  but  should  be  looked  for. 

Nutmeg  overdose  can  also  cause  burn- 
ing epigastric  pain  with  or  without  emesis, 
abdominal  cramps  and  vertigo,  especially 
if  the  nutmeg  is  not  fresh.  For  some  of  us 
the  toxic  encounter  with  nutmeg  will 
probably  occur  when  we  are  presented 
with  a patient  who  is  undergoing  an  acute 
psychotic  episode  resulting  from  the  ac- 
cidental or  purposeful  overdose.  Such  a 
patient  shows  dramatic  clinical  features 
such  as  marked  CNS  excitation,  halluci- 
nations (especially  visual)  with  spatial 
and  color  distortions  along  with  feelings 
of  unreality  and  depersonalization.  These 
patients  can  be  quite  hyperactive  and 
belligerent  and  thus  resemble  those  who 
have  taken  PCP  (angel-dust).  The  clinical 
course  may  be  severe  with  shock,  coma 
and  even  death  as  a consequence;  usually 
complete  recovery  occurs  within  24  hours. 
The  principal  active  ingredient  causing 
the  anticholinergic  type  of  syndrome  is 
myristicin  but  nutmeg  also  contains  eleme- 
cin  which  can  be  metabolized  to  two 
psychotomimetic  amphetamines  whose 
psychodelic  and  physiological  effects  re- 
semble LSD. 

The  treatment  of  nutmeg  toxicity  is 
mainly  supportive  as  no  antidote  is  avail- 
able. It  seems  to  me  that  if  ever  I needed 
an  hallucinogen  it  would  not  be  nutmeg ; if 
you  can’t  afford  the  good  stuff,  don’t  in- 
dulge. I prefer  smoking  banana  peels  — if 
the  truth  were  known. 

Ronald  B.  Mack,  M.D. 
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Accidents  and  Poison  Prevention 
N.C.  Chapter  of  the 
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Editorials 


LAENNEC’S  PARADIGM 

Now  that  the  bicentennial  of  the  birth  of  Rene 
Theophile  Hyacinthe  Laennec  has  safely  passed,  we 
can  ponder  on  the  attention  given  such  random  dates 
as  birthdays.  Specific  they  may  be  for  the  individual 
but  certainly  hardly  predictive  of  future  achievement. 
Better  we  should  celebrate  as  Laennec's  day  August 
15,  the  bicentennial  of  his  greatest  achievement,  for 
De  I' Auscultation  mediate,  his  description  of  his  ad- 
venture with  his  stethoscope,  which  first  appeared  on 
August  15,  1819.  Its  subtitle,  Traite  du  Diagnostic  des 
Maladies  des  Poumons  et  du  Coeur,  clearly  presages 
the  medical  revolution  it  provoked.  Yet  many  of  his 
contemporaries  could  not  grasp  the  significance  of 
Laennec’s  work  and  protested  the  indelicacy  of  apply- 
ing the  stethoscope  to  the  female  breast. 

Stethoscope  was  a noun  of  Laennec’s  own  con- 
struction from  Greek  words  meaning  to  inspect  the 
chest.  The  four  divisions  of  physical  examination  of 
the  chest:  inspection,  palpation,  percussion  and  au- 
scultation, would  be  some  time  in  their  establishment. 
Percussion  itself  was  a diagnostic  child,  Auenbrug- 
ger's  Invention  Novum  having  appeared  in  1761.  But 
47  years  passed  before  a translation  from  Latin  to 
English  by  Jean  Nicolas  Corvisart,  one  of  Laennec’s 
teachers  at  the  Salpetriere  and  Charite  hospitals  in 
Paris,  was  published  in  1808.  Laennec  must  have  been 
well  prepared  in  such  an  environment  to  be  a pioneer 
in  correlating  physical  and  pathological  findings  in 
diseases  of  the  heart  and  lungs.  In  effect  he  was  taking 
Morgagni’s  Seats  and  Causes  of  Diseases  Investi- 
gated by  Anatomy,  published  also  in  1761.  from  the 
dissecting  table  to  the  bedside  and  making  it  essential 
for  the  clinician  to  return  to  gross  and  microscopic 
anatomy  in  the  practice  of  his  art. 

In  transforming  physical  diagnosis  Laennec  ini- 
tiated a paradigm,  Kuhn’s  term  for  the  phenomenon 
which  permits  the  consolidation  of  accumulated  sci- 
entific achievement  into  a new  mode  of  learning  and 
doing.1  As  such  it  is  the  quintessence  of  normal  sci- 
ence, firmly  based  on  its  sound  past,  as  it  supplies 
“the  foundation  for  its  future  practice.’’  Laennec’s 
paradigm  ruled  clinical  medicine  for  more  than  a cen- 
tury and  still  competes,  more  than  symbolically,  with 
the  new  paradigm  of  measurement  and  may  be  reas- 
serting itself  in  the  productive  non-invasive  examina- 
tion of  the  human  body. 

For  stethoscopy  was  the  first  dramatic  penetration 
of  the  skin  to  give  knowledge  without  altering  that 
barrier.  Perhaps  then  the  advent  of  radioisotopic  diag- 
nostic procedures,  ultrasound  examinations,  com- 
puterized tomography  and  nuclear  magnetic  reso- 
nance is  not  truly  representative  of  a new  paradigm 


but  a marvelous  expansion  of  the  old.  By  contrast  the 
chemical  invasion  of  medicine  dating  ultimately  to 
Wohler's*  synthesis  of  urea  in  1828  may  be  the  new 
paradigm,  offering  accurately  reproducible  measure- 
ment of  discrete  entities  in  body  fluids  and  tissues. 

Medicine  seems  to  require  convergence  of  different 
paradigms.  Scientific  and  technological  contributions 
in  physics,  biology  and  chemistry  are  more  obvious 
because  of  their  structure  and  validation,  whereas  the 
offerings  of  psychology,  sociology,  and  economics  are 
not  yet  miscible  because  they  so  frequently  defy  ob- 
jective testing  and  measurement.  As  neurochemistry 
evolves,  we  may  see  some  resolution  of  the  uncer- 
tainties we  face  in  the  analysis  of  human  behavior.  But 
in  the  affective  domain,  where  lie  culture,  character 
and  intelligence,  we  cannot  yet  almost  by  definition 
expect  a fruitful  paradigm.  For  there  are  always  those 
whose  temperaments  lie  in  the  realm  of  the  meta- 
physical and  others  who  must  have  verifiable  data  for 
their  testing  of  reality. 

Laennec’s  paradigm,  as  must  all  paradigms,  has 
invaded  the  market-place  and  has  made  many  com- 
rades in  sound  without  their  knowledge.  Acoustic 
emissions  from  bones  are  being  studied  although  these 
sounds  can  hardly  be  classified  as  wet  or  dry  rales, 
crackles  or  wheezes.  Even  the  music  of  the  spheres 
has  been  recorded  as  Voyager  2 data  acquired  during 
the  course  of  its  adventure  with  Saturn  has  been  pro- 
cessed through  a 16-channel  music  synthesizer.  While 
the  music  heard  must  be  aleatory,  we  are  told  it  haunts 
the  mind. 

Advertisers  have  long  understood  that  the  symbols 
of  medicine,  the  white  coat  and  the  stethoscope,  help 
when  consumers  are  being  urged  to  “trust  me.’’  While 
the  white  coat  sells  antihemorrhoidal  preparations  and 
headache  remedies,  the  more  prestigious  stethoscope 
is  used  in  quality  control  in  the  manufacture  of  the 
Rolls-Royce,  to  assure  quietness  and  to  exclude  the 
music  of  the  spheres  and  earthly  noise. 

Automobile  mechanics  though  have  been  following 
Laennec’s  path  for  a long  time.  Some  use  a metal  rod 
in  place  of  the  bell  or  diaphragm  and  apply  their  steth- 
oscopes to  block,  water  pump,  flywheel  or  brake  drum 
to  detect  signs  of  pathologic  friction  or  arrhythmias.  In 
Model  T days,  pioneer  automotive  stethoscopists 
used  as  did  Laennec  the  monoaural  technique.  One  to 
my  knowledge  placed  his  thumb  on  one  end  of  a 
hearthbroom  stick  and  the  other  end  on  the  target 
organ  of  the  engine.  He  then  applied  an  ear  to  his 


* Friedrich  Wohler  (1800-1882)  received  his  degree  in  medicine  and  surgery  in  1823 
before  pursuing  chemistry.  His  synthesis  of  urea  helped  vanquish  vitalism  from  scientific 
laboratories,  a necessary  step  in  the  evolution  of  the  chemical  paradigm. 
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thumb  and  made  his  diagnosis.  Scientists  are  where 
you  find  them. 

J.H.F. 
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THE  CORPOREAL  ORCHESTRA 

Medical  schools  35  years  ago  bore  little  resem- 
blance to  today’s  temples  of  learning.  Syphilis  and 
pneumococcal  pneumonia  were  finally  being  brought 
low  by  penicillin,  malaria  was  giving  up,  grudgingly, 
its  ascendancy  in  the  South,  and  streptomycin  held 
some  promise  as  an  antituberculous  drug.  But  osteol- 
ogy still  maintained  its  place  in  anatomy,  the  view 
presumably  being  that  each  bony  prominence  and 
each  portal  for  a penetrating  vessel  had  spiritual,  if  not 
material,  importance. 

Physical  diagnosis  still  held  a prominent  place  in  the 
curriculum  in  the  second  year  when  the  mysteries  of 
auscultation  were  particularly  emphasized.  Students 
practiced  on  each  other  to  learn  the  normal  and  strug- 
gled to  grasp  the  importance  of  rales  and  to  appreciate 
the  necessity  of  classifying  them.  Our  texts  went  into 
inordinate  detail  so  that  when  we  examined  our  first 
patients  we  applied  stethoscope  with  fear  and  trem- 
bling to  expectant  chests.  We  tried  to  ascertain  fre- 
quency, pitch,  amplitude,  duration  of  sounds,  quality, 
and  intensity,  and  failed  utterly.  Finally  we  gave  up 
and  let  our  ears  learn  for  us.  Had  we  aspired  to  be 
acoustical  engineers,  we  would  not  have  gone  to 
medical  school  and  we  would  have  sought  better  in- 
struments for  sonic  analysis. 

Fortunately,  antibiotics  and  more  frequent  chest 
x-rays  made  auscultation  of  the  chest  less  necessary  in 
diagnosis  and  management  of  the  sick,  so  that  some 
now  consider  the  stethoscope  an  historical  relic,  a 
medical  equivalent  of  the  caveman’s  flint.  But  we 
cling  still  to  the  instrument  as  a symbol  of  the  laying  on 
of  hands.  The  tubes  become  conduits  for  communica- 
tion but  we  don’t  receive  many  messages  about 
egophony  and  pectoriloquy  anymore. 

The  retreat  of  auscultation  should  lead  us  to  listen 
more  carefully  to  other  human  sounds.  After  all  is  not 
the  rite  of  masculine  passage  heralded  by  embarras- 
sing vocal  changes,  sign  and  symptom  of  the  arrival  of 
testosterone,  and  cannot  a mother  diagnose  her 
baby’s  predicament  by  a cry,  without  conscious  sonic 
analysis?  Have  not  many  church  choirs  in  small 
American  towns  given  unknowingly  a course  in  the 
natural  history  of  hypothyroidism?  First  a slender 
young  soprano,  then  a more  matronly  alto,  finally  a 
dry-skinned,  round-faced  bass  before  thyroid  extract 
restores  the  soprano  voice,  if  not  the  maidenly  figure. 

Mental  states  in  adults  as  well  as  babies  may  be 
manifested  by  changes  in  vocal  sound.  Ostwald  has 
confirmed  by  objective  sonic  analysis  what  we  have 
known  all  along  about  the  effects  of  anger,  anxiety, 
excitement,  and  depression  on  speech  and  has  sug- 


gested that  such  analysis  deserves  wider  application  in 
psychiatry. 

Listening  to  breath  sounds  at  the  mouth  may  be 
helpful  too.  Noisy  breathing  points  to  chronic  pulmo- 
nary disease  and  many  a thin  wife  of  a fat  husband  has 
been  concerned  about  his  snoring  and  episodic  apnea, 
so  characteristic  of  nocturnal  respiratory  obstruction. 
The  loudness  of  these  sounds  at  the  mouth  does  in- 
deed reflect  the  severity  of  obstruction  and  indicates 
turbulence  of  air  flow  through  a narrowed  bronchial 
tree.  That  variations  in  the  intensity  of  such  noise 
correlate  with  the  degree  of  obstruction  can  be  neatly 
demonstrated  by  listening  carefully  to  an  asthmatic 
patient  before  and  after  the  administration  of  effective 
bronchodilators.  Comparison  with  measurements  of 
expiratory  volume  at  one  second  (FEVi)  and  other 
indices  of  air  flow  offers  adequate  confirmation  of  the 
accuracy  of  one’s  ear.1 

Also  easily  audible  at  the  mouth  are  belches,  burps 
and  rifts,  eructations  from  the  stomach  — of  more 
social  than  medical  significance.  These  sounds  have 
escaped  extensive  analysis  except  when  aerophagia  is 
considered.  Air  swallowers  also  complain,  not  sur- 
prisingly, of  excessive  abdominal  gas  leading  one 
British  author  to  write  of  flatus  f and  flatus  | . Sup- 
pression of  flatus  i leading  to  increased  pressure 
within  the  unvented  colon  and  rectum  has  been  impli- 
cated in  the  causation  of  diverticulosis.  If  this 
hypothesis  can  be  confirmed,  a strong  case  for  diver- 
ticulosis and  diverticulitis  as  social  diseases  could  be 
made. 

Nowhere  is  the  corporeal  orchestra  more  in  evi- 
dence than  on  auscultation  of  the  empty  abdomen. 
The  patient  who  skips  breakfast  because  of  antici- 
pated blood  tests  is  a particular  problem  because  even 
the  most  careful  listener  cannot  distinguish  the  arterial 
bruit  suggestive  of  renal  arterial  stenosis  or  abdominal 
aortic  aneurysm  from  peristaltic  assertion.  Often  pa- 
tients are  quite  distressed  by  their  own  borborygmi 
which  keep  them  company  at  night  before  they  fall 
asleep.  In  a way  what  they  hear  is  noise  akin  to  that  an 
orchestra  makes  warming  up  and  to  chatter  in  the 
auditorium  before  the  entrance  of  the  concertmaster. 
The  abdominal  groans  are  quieted  by  eating  just  as  the 
audience  is  stilled  by  the  conductor’s  baton. 

Other  sounds  deserve  extensive  comment  but  can 
be  noted  only  briefly.  Many  of  us  will  never  hear  the 
whistling  pneumothorax  or  the  succussion  splash  so 
fondly  referred  to  by  the  phthisiologists  of  yore.  But 
we  will  all  too  soon  reluctantly  listen  to  our  own 
creaking  knees  and  grating  cervical  vertebrae  as  we 
develop  the  medical  judgment  that  comes  with  the 
maturing  of  enthusiasm  and  the  aging  of  joints. 

J.H.F. 

Reference 

1.  Forgacs  P.  The  functional  basis  of  pulmonary  sounds.  Chest  1978;  73:399-405. 


ERRATUM:  On  page  226  of  the  March  1982  NCMJ  under  “Does  the  Seabright  Bantam 
Have  the  ‘Seabright  Bantam  Syndrome’ ?’’  the  first  sentence  of  the  second  paragraph 
should  read:  Pseudo-hypoparathyroidism  differs  from  hypoparathyroidism  in  that  patients 
with  the  former  who  are  given  parathyroid  hormone  intravenously  do  not  have  the 
expected  phosphate  diuresis  nor  do  they  excrete  increased  amounts  of  cyclic  AMP. 
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From  The  Desk  of 
The  Managing  Editor 


STATE  INVOLVEMENT 
IN  SCIENCE  AND  TECHNOLOGY 

James  B.  Hunt,  Jr. 

Governor,  State  of  North  Carolina 

Note:  In  light  of  the  recent  articles  on  hazardous  waste 
(see  April  and  May  1982  NCMJ)  which  spoke  to  the 
issue  of  medicine’s  and  government’s  roles  in  the  cur- 
rent technological/chemical  revolution  and  in  light  of 
North  Carolina’s  unique  position  with  its  medical 
schools.  School  of  Public  Health  at  the  University  of 
North  Carolina,  and  Research  Triangle  Park,  the  fol- 
lowing article  is  offered. 

A.A.H. 

Much  has  been  accomplished  over  the  last  30  to  40 
years  by  our  prevailing  structure  of  science  and  tech- 
nology. Now,  however,  a crisis  is  emerging:  U.S. 
output  per  man-hour  has  leveled  off  or  declined  in 
recent  years.  Results  of  basic  research  no  longer  per- 
colate through  our  economy  fast  enough  or  effectively 
enough  to  increase  productivity  substantially.  Educa- 
tion in  the  United  States  is  less  rigorous  than  that  of 
several  other  nations.  And  we  have  not  devised  the 
organizational  means  to  generate  and  use  knowledge 
of  how  to  manage  land,  water,  and  air  resources 
properly  and  to  minimize  dangers  associated  with 
toxic,  hazardous,  and  low-level  radiation  waste. 

In  dealing  with  the  emerging  crisis,  we  must  foster 
throughout  society  the  creative  potential  of  science 


Governor  James  B.  Hunt,  Jr. 


and  technology  by  technical  and  organizational  inno- 
vation, which  together  constitute  technological  inno- 
vation. I contend  that  the  center  of  gravity  for 
technological  innovation  must  shift  from  the  federal 
government  to  state  governments. 

Of  the  184  research  universities  of  this  nation,  1 19 
are  public  institutions,  most  of  which  are  supported  by 
state  governments.  Elementary  and  secondary  edu- 
cational systems  are  the  responsibility  of  state  and 
local  governments,  who  (regardless  of  action  by  the 
federal  government)  must  take  the  lead  if  significant 
improvements  are  to  be  achieved.  State  and  local  gov- 
ernments are  the  prime  points  of  contact  with  the 
many  aspects  of  economic  activity  that  entail  indus- 
try-government interaction.  Finally,  people  are  es- 
sential in  technological  innovation,  and  people  can 
more  easily  relate  to  state  and  local  governments  than 
to  distant  federal  agencies. 

The  experience  of  North  Carolina  and  a few  other 
states  illustrates  how  a state  government  can  forge 
these  various  interrelations.  The  North  Carolina 
Board  of  Science  and  Technology  is  the  unit  that  maps 
much  of  our  strategy,  building  on  the  work  of  our 
universities  and  the  influence  of  our  Research 
Triangle  Park.  I chair  this  15-member  board;  the  re- 
maining members  are  scientists  from  our  public  and 
private  research  institutions  and  officials  from  state 
and  local  government.  Other  groups  advise  me;  one  is 
a council  of  business  leaders  from  across  North  Caro- 
lina. As  a consequence,  new  industrial  investment  in 
North  Carolina  has  averaged  approximately  $2  billion 
per  year  for  the  past  5 years.  Our  unemployment  rate 
is  about  2 percent  below  the  national  rate. 

In  North  Carolina  we  are  also  investing  in  people, 
particularly  young  people.  In  our  elementary  and  sec- 
ondary schools,  we  have  introduced  competency 
testing,  raised  the  level  of  teacher  training  and  pay, 
reduced  class  size,  and  taken  other  measures  to  im- 
prove education.  Significant  improvements  in  na- 
tional test  scores  are  one  indication  that  these  changes 
are  having  an  effect.  In  addition,  we  have  established 
the  North  Carolina  School  of  Science  and  Mathemat- 
ics, a residential  high  school  for  students  with  very 
high  aptitudes  in  these  subjects.  In  its  first  year,  with 
150  students  enrolled,  this  school  had  the  second 
largest  number  of  National  Merit  Scholarship 
semifinalists  of  any  school  in  the  nation. 

My  last  example  consists  of  our  Microelectronics 
Center  and  our  Biotechnology  Center.  The  former  is 
designed  to  enable  six  leading  research  institutions  in 
North  Carolina  to  have  access  to  sophisticated  mi- 
croelectronics research  equipment  on  a sustained 
basis.  The  latter  is  beginning  on  a relatively  small 
scale,  but  represents  a long-run  commitment  to  this 
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field.  Other  states,  such  as  California,  Minnesota, 
Michigan,  and  Florida,  are  taking  significant  action  in 
relation  to  such  fields  of  exploration. 

Technological  innovation  must  be  construed  as 
more  than  an  end  in  itself.  Its  larger  purpose  is  meeting 
the  needs  and  desires  of  people.  This  is  a function  of 
values  and  beliefs  and  of  political  and  economic  pro- 
cesses. The  emerging  crisis  I have  mentioned  is  a 
reflection  of  such  concerns.  Government  — particu- 
larly state  government  in  partnership  with  academia, 
industry,  and  people  — has  a clear  responsibility  in 
resolving  this  crisis. 

Adapted  from  an  address  presented  on  4 January  1982  at  the  A A AS  Annual  Meeting. 
Reprinted  with  permission  from  Science  Vol.  215,  p.  617,  5 February  1982.  Copyright  1982 
by  the  American  Association  for  the  Advancement  of  Science. 


MID-WINTER  CONFERENCE  1982: 

HEALTH  CARE  COST  CONTAINMENT 

“Medicine  in  the  ’80s’’  was  the  theme  for  this  year’s 
Mid-Winter  Conference  held  in  Winston-Salem,  and, 
appropriately  depicting  the  ’80s,  health  care  cost  was 
the  subject  most  discussed  (as  it  was  at  the  Executive 
Council  meeting  held  during  the  Conference  — see 
May  1982  North  Carolina  Medical  Journal).  Cost 
containment,  its  current  status  and  its  future,  proved 
to  be  a stimulating  topic  for  speaker,  participant,  and 
observer  alike. 

The  speakers,  representing  medicine,  hospitals, 
business,  and  government,  all  agreed  that  physicians 
are  important  in  developing  solutions  of  the  cost  con- 
tainment problem.  As  panelist  Lawrence  Cutchin, 
M.D.,  said,  “.  . . I don’t  believe  effective  cost  con- 
tainment can  be  implemented  without  the  active  and 
informed  involvement  of  physicians.’’  There  was  also 
general  agreement  with  regards  to  the  causes  of  in- 
creased health  care  costs,  as  outlined  by  Cutchin: 

— Physicians,  concerned  with  providing  quality 
care,  have  not  in  the  past  had  to  consider  the  cost 
of  care. 


Lawrence  Cutchin,  M.D. 

“I  don’t  believe  effective  cost  containment  can  be  implemented 
without  the  active  and  informed  involvement  of  physicians.” 


Greg  Holthusen,  M.D. 

“.  . . maximize  the  value  of  health  care  expenditures  through  the 
joint  efforts  of  business,  physicians,  hospitals,  and  the  community 
without  reducing  the  quality  of  care.  . . .” 


— Patients,  most  of  whose  medical  costs  are  paid 
by  government  or  insurance,  have  not  been 
made  sufficiently  aware  of  the  problem. 

— Insurance  companies,  able  to  increase  charges  to 
keep  up  with  pay-out,  have  not  been  active 
enough. 

— The  hospital  industry,  with  complex  government 
regulations,  higher  costs  for  technology  and 
energy,  rising  utilization  of  services,  and  salary 
increases,  has  suffered  much  from  inflation.  Not 
wanting  to  cut  services  and  being  reimbursed 
according  to  cost,  hospitals  have  not  been  able  to 
improve  efficiency  in  cost  effectiveness. 

— Government,  attempting  to  solve  all  the  prob- 
lems with  limited  resources,  has  fueled  inflation 
by  improper  regulation  and  inappropriate 
spending. 

This  is  not  to  say  that  the  wheels  are  not  turning. 
Physicians,  business,  hospitals,  and  government  are 
working  to  find  alternatives,  and,  indeed,  some  solu- 
tions are  already  apparent. 

One  example,  as  reported  by  Greg  Holthusen, 
M.D.,  is  a physician-business-hospital  coalition  in 
Winston-Salem.  The  Medical  Society,  through  its 
Health  Planning  Committee,  of  which  Holthusen  is 
chairperson,  initiated  the  coalition  in  May  1981.  “Ef- 
ficiency and  accountability  are  integral  to  the  makeup 
and  success  of  [business].  Unlike  the  federal  govern- 
ment, business  can  move  quickly  to  deal  with  what 
they  perceive  as  an  economic  drain,”  Holthusen  ex- 
plained. Its  members  now  include  representatives  of 
six  corporations,  three  hospital  administrators,  and 
three  members  of  the  Medical  Society  representing 
both  the  medical  school  and  the  private  community. 
“To  maximize  the  value  of  health  care  expenditures 
through  the  joint  efforts  of  business,  physicians,  hos- 
pitals, and  the  community  without  reducing  the  qual- 
ity of  care”  is  the  coalition’s  statement  of  intent. 

Having  developed  a list  of  strategies  and  priorities, 
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the  group  began  with  the  promoting  of  outpatient 
surgery  which  involved  patient  and  employee  educa- 
tion, physician  education,  and  health  coverage 
changes.  All  are  enthusiastic  about  the  program; 
others  underway  include: 

— Promotion  of  other  outpatient  services  — e.g., 
preadmission  testing 

— Employee  wellness  programs 

— A common  disability  back-to-work  form  which 
would  be  utilized  by  and  accepted  by  all  com- 
panies and  more  easily  filled  out  by  physicians 

— A study  of  emergency  room  use  at  both  Forsyth 
and  North  Carolina  Baptist  Hospitals,  specifi- 
cally addressing  the  question  of  whether  patients 
actually  need  to  come  to  the  emergency  room  or 
could  have  gone  to  a doctor’s  office 

— The  promotion  of  cost  containment  through  peer 
review,  specifically  endorsing  the  contracting 
for  private  peer  review  on  hospitalized  company 
employees  with  Piedmont  Medical  Foundation 

— The  planning  of  a health  supplement  for  publica- 
tion in  Winston-Salem  newspapers  in  which 
these  and  other  health  issues  can  be  brought 
before  the  public 

— Discussion  of  present  and  projected  hospital  and 
nursing  home  bed  needs  in  the  area 

Another  example  of  cost  containment  measures  in 
use  today  can  be  found  within  the  hospital  industry 
itself.  Citing  the  fact  that  ”...  hospital  management 
[is]  making  adjustments  in  planning  so  as  to  contain 
costs  as  much  as  possible  within  the  scope  of  the 
inflationary  economy  we  are  now  experiencing  . . .” 
Earl  Tyndall,  Jr.,  of  Medical  Park  Hospital  discussed 
several  methods,  among  them: 

— Non-duplication  of  services  within  a given  geo- 
graphic area  — e.g.,  technological  and  clinical 
services 

— Joint  purchasing  or  shared  purchasing  — e.g.. 


Earl  Tyndall 

“.  . . hospital  management  [is  ] making  adjustments  in  planning  so  as 
to  contain  costs  . . 


Representative  Dennis  Wicker 

“In  a day  and  time  in  which  you  are  trying  to  keep  people  out  of  the 
hospital  and  encourage  outpatient  surgery,  it  made  little  sense  to  me  to 
bring  yet  another  group  of  providers  into  the  hospital  setting.’’ 


bids  are  submitted  to  a group  of  hospitals  rather 
than  one  hospital 

— Energy  conservation  — e.g.,  more  efficient  ap- 
paratus 

— Public  awareness  — e.g.,  hospitals  that  are 
members  of  the  Voluntary  Effort  routinely  pro- 
vide physicians  with  a patient's  bill,  including 
charges  for  particular  items 

— Marketing  of  services  to  other  hospitals  or  in- 
dustry 

— Mergers  of  hospitals  — e.g.,  acquisition  mergers 
or  consortiums  which  reduce  risk  and  adminis- 
trative and  technological  costs 

Representative  Dennis  Wicker  (D-Lee)  offered 
state  government’s  point  of  view  and  showed  his  con- 
cern that  many  legislators,  ignoring  the  high  cost  of 
technology,  would  require  the  best  in  health  care  — 
and  therefore  its  tools  — while  wanting  to  slow  the 
rate  of  cost.  This  basic  inconsistency  aside,  state  gov- 
ernment has  enacted  some  laws  to  stimulate  cost 
containment:  enabling  legislation  for  the  operation  of 
HMOs  and  IPAs,  a generic  drug  substitution  law,  and 
ancillary  provider  practice  acts  which  do  not  unneces- 
sarily expand  the  scope  of  the  practices.  In  reference 
to  efforts  to  mandate  hospital  staff  privileges  for 
podiatrists  Wicker  offered,  “In  a day  and  time  in 
which  you  are  trying  to  keep  people  out  of  the  hospital 
and  encourage  outpatient  surgery,  it  made  little  sense 
10  me  to  bring  yet  another  group  of  providers  into  the 
hospital  setting.” 

While  expressing  grave  doubts  about  the  concept  of 
a hospital  rate  commission.  Wicker  warned  the  audi- 
ence that  such  was  not  a dead  issue  in  North  Carolina. 
Other  possibilities  that  the  General  Assembly  could 
consider  include  further  legislation  to  stimulate  the 
growth  of  HMOs  and  IPAs  (e.g.,  low  cost  loans  to 
groups  starting  such  programs,  the  establishment  of  a 
foundation  to  attract  private  capital)  and  a mandatory 
drug  substitution  law. 
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Sarah  T.  Morrow,  M.D.,  M.P.H. 

“How  do  we  continue  to  respond  to  the  needs  of  North  Carolina’s 
citizens?  How  much  is  society  willing  to  pay?” 


Photos  by  April  Hart 


Governmental  pressure  to  slow  the  growth  of  health 
related  expenditures  is  found  at  both  the  state  and 
federal  levels.  Sarah  T.  Morrow,  M.D.,  M.P.H. , Sec- 
retary of  North  Carolina’s  Department  of  Human  Re- 
sources, discussed  the  impact  of  President  Reagan’s 
proposed  "New  Federalism’’  upon  our  state,  saying 
that,  while  she  supported  the  principles  guiding 
"Reaganomics,”  the  “.  . . fairness  and  practicality  of 
the  proposed  financing  and  its  impact  on  the  overall 
human  service  system  in  North  Carolina . . .”  must  be 
examined  closely. 

Some  of  the  federal  proposals  are: 

— The  exchange  of  the  Medicaid  and  Aid  to  Fam- 
ilies with  Dependent  Children  (AFDC)  pro- 
grams: The  federal  government  will  pay  the  full 
cost  of  Medicaid,  and  the  state,  of  AFDC,  which 
will  cost  North  Carolina  $193  million 

— Turning  back  to  the  states  the  control  and  fi- 
nancing of  43  other  programs,  which  will  cost 
North  Carolina  $190  million 


— Reduction  of  federal  funding  of  HSAs 

— State  governments  being  asked  to  pick  up  25%  of 
the  cost  of  PSROs 

— Block  grants  of  federal  monies  for  particular 
programs,  most  of  which  will  experience  cut- 
backs (North  Carolina  is  already  working  on 
those  that  have  come  to  the  state.) 

The  effect  of  these  proposals  is  to  place  the  burden 
of  answering  the  questions,  in  Morrow’s  words, 
“How  do  we  continue  to  respond  to  the  needs  of 
North  Carolina  citizens?”  and  "How  much  is  society 
willing  to  pay?”  Given  the  state’s  very  limited  re- 
sources, efforts  must  be  made  to  reduce  the  number  of 
available  services  or  the  number  of  people  served.  In 
the  past  North  Carolina  has  been  more  generous  in  the 
number  of  optional  services  provided  while  more  con- 
servative as  to  the  number  of  people  served.  The 
Department  of  Human  Resources  is  looked  to  for  help 
in  defining  whose  need  is  the  greatest  and  how  to  best 
respond  to  those  needs. 

Morrow  called  upon  physicians  to  continue  to  work 
with  government  in  providing  care  for  the  poor  (in 
particular,  primary  care  and  prevention  services). 
Citing  the  need  to  reduce  federal  intrusion  and  stan- 
dardization, she  called  upon  hospitals  to  continue  to 
make  the  Voluntary  Effort  work. 

The  many  causes  of  rising  health  care  costs  involve 
us  all.  We  must  all  become  involved  in  slowing  the 
trend. 

A.A.H. 


REGARDING  CONTRIBUTIONS 

On  page  431  of  this  issue  you  will  find  a "filler” 
submitted  to  the  Journal  by  J.  Ross  Shuping,  M.D.,  of 
Greenville,  North  Carolina.  We  do  select  this  copy 
and  therefore  solicit  such  contributions  from  readers 
and  members.  Any  subject  matter,  any  bit  of  informa- 
tion (a  favorite  recipe?)  that  you  would  like  to  share  is 
welcome.  (Please  note,  however,  copyright  limita- 
tions if  they  apply.) 

A.A.H. 


JOHN  ABERNETHY  [1764-1831] 

There  is  no  short  cut,  nor  "royal  road,”  to  the  attainment  of  medical  knowledge.  The  path 
which  we  have  to  pursue  is  long,  difficult,  and  unsafe.  In  our  progress,  we  must  frequently 
take  up  our  abode  with  death  and  corruption;  we  must  adopt  loathsome  diseases  for  our 
familiar  associates,  or  we  shall  never  be  thoroughly  acquainted  with  their  nature  and 
dispositions;  we  must  risk,  may  even  injure,  our  own  health  in  order  to  be  able  to  preserve  or 
restore  that  of  others. 

Hunterian  Oration,  1819 
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New  Members 


BUNCOMBE 

McLean,  Walter  Copley,  Jr.,  (OPH)31  White  Oak  Road,  Asheville 
28803 

BURKE 

Whalley,  John  Frederick,  (PD)  Doctor’s  Clinic,  Box  700,  Valdese 
28690 

CATAWBA 

Levitt,  Michael  Kent.  (CHP)636 Third  Street,  N.E.,  Hickory  28601 

CLEVELAND 

Hardeman,  Richard  A.,  (FP)  P.O.  Box  45,  Grover  28073 
Ludwig,  Gary  Keith,  (PTH)  104  Brookdale  Road,  Shelby  28150 

CRAVEN-PAMLICO-JONES 

Ballenger,  Clarence  Eugene,  III,  (N)  721  Professional  Drive,  New 
Bern  28560 


Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 

Victor  B.  Taube 
Private  Ledger  Financial 
Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 


CUMBERLAND 

Gaskins,  Raymond  Albert,  Jr.,  726  Shopton  Court,  Fayetteville 
28305 

Harmon,  Perry  Monroe,  (OBG)  208  Thorncliff,  Fayetteville  28305 

Wright,  Eugene  Edward.  Jr.,  (IM)  1661  Owen  Drive,  Fayetteville 
28305 

DAVIDSON 

Willmot,  Michael  Henry,  (GS)  916  Overbrook  Drive,  Thomasville 
27292 

Yelton,  Blane  Wesley,  Jr.,  (IM)  1057  Randolph  Road,  Thomasville 
27360 

DURHAM-ORANGE 

Artis,  Avis  Adriena.  (STUDENT)  209-E  Alexander  Avenue,  Dur- 
ham 27705 

Fahs,  Jeffery  James,  (RESIDENT)  N.C.  Mem.  Hospital,  Box  311, 
Chapel  Hill  27514 

Godar,  Stephen  Edward,  (STUDENT)  317  McCauley  St..  Apt.  #4, 
Chapel  Hill  27514 

Haygood,  Vanessa  Pearline,  (RESIDENT)  2200  Chapel  Hill  Road, 
Durham  27707 

Ibrahim,  Besma  K.,  (STUDENT)  10-E  Sharon  Heights  Apts., 
Chapel  Hill  27514 

Klein,  Howard  William.  (RESIDENT)  18  Balmoray  Court  #20, 
Durham  27707 

Knight,  Michael  Joseph,  (STUDENT)  31 1 Yorktown  Drive,  Chapel 
Hill  27514 

Maroof,  Mohammad,  (AN)  Box  3094,  Duke  Medical  Center,  Dur- 
ham 27710 

Tobin.  Marla  Janeen,  (RESIDENT)  1 102  Stadium  Drive,  Durham 

27704 

Williams,  Redford  Brown,  Jr.,  (IM)  2742  Circle  Drive,  Durham 

27705 

Wood,  Stacey  Allen,  Jr.,  (STUDENT)  701  Louise  Circle,  Durham 
27705 

FORSYTH-STOKES-DAVIE 

Aaron,  Maureen,  (FP)  1161  S.  Hawthorne  Road,  Winston-Salem 
27103 

Ellis,  George  Joseph,  Jr.,  (OBG)  940  Bryansplace  Road,  Winston- 
Salem  27104 

James,  Richard  Leonard,  (OBG)  250  Charlois  Boulevard, 
Winston-Salem  27103 

Marcotte,  David  Bacon,  (P)  726  N.  Stratford  Road,  Winston-Salem 
27103 

Minick,  James  Elder,  (FP)  5029  Country  Club  Road,  Winston- 
Salem  27104 

GASTON 

Murphy,  Thomas  Lynch.  Jr.,  (IM)  522  Deerwood  Drive,  Gastonia 
28052 

GUILFORD 

Holmes,  Miriam  Lenz,  (GP)  1609  Maple  Ridge  Court,  Greensboro 
27405 

Warburton,  Mark  J.,  (ORS)  131 1 Overland  Drive.  High  Point27262 

IREDELL 

Grimm,  Ruby  Ann.  (IM)  1708  Davie  Avenue.  Statesville  28677 

LEE 

Ainsley,  Thellie  Rupert,  Jr.,  (IM)  1819  Lee  Avenue,  Sanford  27330 

LINCOLN 

Meyer,  Vern  Elee,  (PD)  824  S.  Aspen  Street,  Lincolnton  28092 

MECKLENBURG 

Mehta,  Praful,  501  Billingsley  Road,  Charlotte  2821 1 

Spees,  David  Neal,  244  South  Street.  Box  717,  Davidson  28036 

Vaughn,  Robert  Dee,  Jr.,  (GS)  Suite  415,  951  S.  Independence 
Boulevard,  Charlotte  28202 
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MONTGOMERY 

Hanham.  William  James.  (GP)  433  Wood  Street,  Troy  27371 

ONSLOW 

Fisher.  James  Lee,  ( I M ) 1 18  Rock  Creek  Drive  South,  Jacksonville 
28540 

PITT 

Baughan,  David  Martin,  (FP)  Dept,  of  Family  Medicine,  ECU 
School  of  Medicine,  Box  136,  Greenville  27834 
Brand,  Andrea  Lynn,  (FP)  208  Leon  Drive,  Greenville  27834 
Carlton,  William  Yarborough.  (RESIDENT)  309  Lindell  Road, 
Greenville  27834 

laves,  Peter  Gene,  (RESIDENT)  Box  173,  Route  #2,  Walstonburg 
27888 

Wimmer.  John  Easter.  Jr.,  (PD)  P.O.  Box  579,  Grimesland  27837 

RICHMOND 

Howell,  Edgar  Vaston,  Jr.,  (ORS)400  E.  Washington  Street,  P.O. 
Box  1148,  Rockingham  28379 

WAYNE 

Brubeck,  Ellen  Temple,  (FP)  238  Smith  Chapel  Road,  Mount  Olive 
28365 


What?  When?  Where? 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  "place”  and  "sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

In-State 
July  8-10 

“Fourth  Annual  Mountain  Meeting” 

Place:  Asheville 

Fee:  $125 

Credit:  12  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

July  16-18 

“Psychological  Aspects  of  Lung  Disease” 

Place:  Black  Mountain 

Info:  Judith  Carter,  Office  of  Continuing  Education,  UNC-CH, 

School  of  Public  Health  251H,  Chapel  Hill,  NC  27514, 
919-966-4032 

July  17-18 

"Dermatology  for  the  Non-Dermatologist” 

Place:  Boone 

Fee:  $75 

Credit:  7 hours  (AAFP  applied  for) 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-2118 

July  19-23 

"Southern  OB-GYN  Seminar” 

Place:  Asheville 

Info:  W.  Otis  Duck.  M.D.,  Drawer  F,  Mars  Hill.  NC  28754 

July  26-30 

"Diagnostic  Imaging  Postgraduate  Course” 

Place:  Atlantic  Beach 

Fee:  $375  ($200  if  in  training) 


Credit:  25  hours 

Info:  Donald  R.  Kirks,  M.D.,  Program  Director,  Department  of 

Radiology  — Box  3834,  Duke  University  Medical  Center, 
Durham,  NC  27710 

August  28-29 

“Dermatology  for  the  Non-Dermatologist” 

Place:  Boone 

Fee:  $75 

Credit:  7 hours  (AAFP  applied  for) 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-2118 

September  8 

“Cancer  Day  1982” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

September  10-11 

“Intraocular  Lens  Implantation  Workshop” 

Place:  Chapel  Hill 

Fee:  $50 

Credit:  16  hours 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-2118 

September  12-16 

“Family  Medicine  Review” 

Place:  Winston-Salem 

Fee:  $345 

Credit:  40  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

September  23-26 

“Urologic  Malignances” 

Place:  Pinehurst 

Credit:  16  hours 

Info:  Linda  Mace,  Assembly  Secretary,  Box  3707,  Duke  Hos- 

pital, Durham,  NC  27710 

September  24 

“Fourth  Annual  Health  Law  Forum” 

Place:  Greenville 

Fee:  $100 

Credit:  7 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

September  28 

“The  Role  of  Physician  and  Minister  in  Patient  Care” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 


Out-of-State-Southeastern  Region 
July  7-10 

“Cardiology  1982:  A Comprehensive  Review  of  the  Latest  Tech- 
niques and  Developments  in  the  Field  of  Cardiology  for  the 
Practicing  Cardiologist/Intemist 
Place:  Knoxville,  Tennessee 

Info:  Extramural  Programs  Dept.,  American  College  of  Cardiol- 

ogy, 91 1 Old  Georgetown  Road,  Bethesda,  MD  20014 

July  12-14 

“Clinical  Gastroenterology” 

Place:  Hilton  Head,  South  Carolina 

Fee:  $200 

Credit:  12  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education.  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 
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July  27-31 

“Fifth  Annual  Symposium  on  Contemporary  Clinical  Neurology” 
Place:  Hilton  Head  Island,  South  Carolina 

Info:  Mrs.  Joan  Sullivan,  Dept,  of  Neurology,  Vanderbilt  Uni- 

versity School  of  Medicine,  Nashville,  TN  37212 

August  2-7 

“Tenth  Annual  Beach  Workshop” 

Place:  Myrtle  Beach,  South  Carolina 

Fee:  $175 

Credit:  20  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

August  5-7 

“The  4th  Annual  MCV  Pediatric  Primary  Care  Conference:  Pediat- 
rics at  the  Beach” 

Place:  Virginia  Beach,  Virginia 

Info:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Richmond,  VA 

23298,  804-786-0494 

August  13-14 

“EKG  Interpretation  and  Arryhthmia  Management” 

Place:  Nashville,  Tennessee 

Fee:  $245 

Credit:  13  hours.  Category  1;  13  hours,  AAFP 
Info:  IMEC,  Division  of  Postgraduate  Education,  64  Inverness 

Drive  East,  Englewood,  Colo  80112,  800-525-8651 

The  items  listed  in  the  above  column  are  for  the  three  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167,  RaleigE2761 1,  two  months  prior  to  the  month  in  which  they 
are  to  appear /\A  “request  for  listing"  form  is  available  upon  re- 
quest. 


North  Carolina 
Medical  Society  Auxiliary 

LIFE  BEYOND  RESIDENCY 

Since  June  is  the  month  when  many  physicians 
complete  years  of  training  and  enter  medical  practice, 
the  Forsyth-Stokes-Davie  Medical  Auxiliary  spon- 
sored this  spring  a meeting  of  spouses  of  “graduating” 
residents.  Those  who  attended  exemplified  the  diver- 
sity of  medical  families  who  will  be  moving  into  com- 
munities all  over  the  country.  Some  were  newlyweds, 
others  had  pre-teen  children;  they  spanned  a decade  in 
ages;  some  chose  to  be  at  home,  others  were  involved 
in  careers;  most  knew  where  they  would  be  moving;  a 
few  were  still  not  sure. 

We  “old-timers”  related  our  personal  experiences 
as  members  of  the  American  Medical  Association 
Auxiliary  over  the  years,  and  I learned  that  we  too 
have  a variety  of  backgrounds  and  interests.  As  our 
county  auxiliary  president  described  activities  spon- 
sored by  physicians’  wives  in  the  past  and  present,  it 
became  obvious  that  despite  the  heterogeneous  back- 
grounds of  auxiliary  members  we  had  banded  together 
in  this  organization  and  had  found  support  both  in  our 
personal  and  public  lives. 


CYCMPEN-^  (cyclacillin) 

Indications 

Cyclacillm  has  less  in  viiro  activity  than  other  drugs  in  the  ampicillm 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S pneumoniae  (formerly  D 
pneumoniae)  and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H in- 
fluenzae * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E coli  and  P mirabilis 
(This  drug  should  not  be  used  in  any  E . coli  and  P mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cvclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillm  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  nistory  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  ore  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(m  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert) 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q i d 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i  d 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q ■ > d.t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q i d.  t 

Urinary  Tract 

500  mg  q i d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdependmg  on  severity 


Wyeth 


Laboratories 

Philadelphia,  Pa  19101 


( continued  on  page  450) 


Compared  to  amoxicillin 

Faster  peak.  Fewer  problems. 

. . ♦ in  infants  and  children 


‘Rapidly  excreted  uncharged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 

|Due  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 
ZweighaftTC,  Clahsen  JC:  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 

Copyright  © 1 982 , Wyeth  Laboratories. 
All  rights  reserved. 


Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.2 

CyClAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


Cyclapen®-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg  /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).1 


Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis*.2 


See  important  information  on 
adjoining  column. 


N.C.  Medical  Society  Auxiliary 

(continued  from  page  448) 

As  the  evening  progressed  we  found  ourselves 
talking  about  the  comfort  we  had  felt  in  knowing  other 
physicians’  wives  and  realizing  that  we  were  all  facing 
similar  stresses  — the  frustration  of  going  alone  to  a 
family  picnic  or  arriving  late  for  a surprise  party.  We 
discovered  that  as  young  wives  our  experiences  were 
not  unique  but  were  common  in  medical  families.  We 
were  sure  that  at  auxiliary  meetings  we  would  not  hear 
complaints  about  the  high  cost  of  medical  care  or  the 
long  wait  to  see  a doctor.  It  was  the  one  gathering 
where  we  could  relax  with  others  who  understood  the 
realities  of  medicine. 

We  hear  and  read  much  today  about  support  for  the 
family  of  the  impaired  physician.  We  must  not  forget 
to  support  the  healthy  medical  family  as  well.  Some  of 
our  graduating  residents  will  be  entering  practice  in 
North  Carolina  in  July  and  August,  and  auxiliary  mem- 
bership chairmen  and  local  physicians’  spouses  will 
warmly  welcome  the  newcomers.  I hope  that  the  aux- 
iliaries will  identify  themselves  openly  as  a support 
group  for  these  new  medical  families  who  are  making  a 
difficult  transition  from  training  to  practice.  Support  is 
especially  needed  at  this  stage  of  the  medical  family’s 
life  cycle.  Some  physicians  will  be  entering  practice 
with  large  debts  to  be  repaid.  All  will  be  anxious  about 
their  economic  prospects  in  their  chosen  communi- 
ties. Moving  can  create  stress  within  even  the  most 
stable  family.  Having  a supportive  group  of  medical 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


■ Arterial  Blood 

Gases 

■ Spirometry 

■ Diffusion  Testing 
• Lung  Volumes 


-FAST,  ACCURATE 

RESULTS 

-QUALIFIED  RESPIRATORY 

THERAPISTS 
\r PHYSICIAN  SUPERVISED 


For  more  information  call  = 17041  332-8082 


OHARUDTTE  CHEST  LABORATORY 

SUITE  205  • 1926  RANDOLPH  RD  CHARLOnt  NC  28?U. 


families  with  whom  to  discuss  expectations  and  fears 
can  ease  the  strain. 

Those  county  auxiliaries  which  have  residency  pro- 
grams in  their  counties  can  offer  a referral  service  for 
the  departing  residents  — names  can  be  sent  to  other 
state  membership  chairmen  as  well  as  the  county 
membership  chairmen  within  North  Carolina.  This 
gesture  of  caring  as  they  leave  will  demonstrate  con- 
cern for  their  future  as  well  as  give  them  an  anticipa- 
tion of  welcome  wherever  they  are  moving.  The  per- 
sonal support  extended  will  pay  dividends  not  only  for 
the  individual  medical  families  but  also  for  the  future 
of  medical  care.  Those  medical  families  who  feel  sup- 
ported by  their  colleagues  will  be  better  able  to  serve 
their  chosen  communities. 

Anita  D.  Taylor 
Winston-Salem,  N.C. 


News  Notes 


East  Carolina  University 
School  of  Medicine 

Two  Department  of  Biochemistry  faculty  members 
published  an  article  in  the  January  issue  of  the  Journal 
of  Applied  Physiology.  The  article,  co-authored  by 
associate  professors  G.  Lynis  Dohm,  George  J.  Kas- 
perek  and  former  assistant  professor  of  surgery  Andre 
M.  van  Rij,  is  entitled  “Increased  Excretion  of  Urea 
and  NT-  methylhistidine  by  Rats  and  Humans  After  a 
Bout  of  Exercise.” 


Dr.  R.  Stephen  Porter,  assistant  professor  of  family 
medicine,  and  Dr.  Gary  I.  Levine,  instructor  of  family 
medicine,  have  received  $49,752  from  Glaxo,  Inc.,  to 
conduct  “A  Multicenter  Randomized  Study  to  Com- 
pare the  Efficacy  and  Safety  of  Ceftazidime  and 
Cefamadole  in  the  Treatment  of  Lower  Respiratory 
Tract  and/or  Systemic  Bacterial  Infections.” 


Health  Sciences  Library  Director,  Dr.  Jo  Ann  Bell 
and  Benjamin  Fryser,  medical  librarian,  have  re- 
ceived committee  appointments  to  the  Medical  Li- 
brary Association. 

Bell  was  appointed  for  a three-year  term  on  the 
recertification  committee  and  Fryser  for  a three-year 
term  on  the  surgery  and  statistics  committees. 


Dr.  Harold  J.  May,  director  of  behavioral  science 
for  the  Department  of  Family  Medicine,  published  an 
article  “SIDS  Family  Adjustment  Scale:  A Method  of 
Assessing  Family  Adjustment  to  Sudden  Infant  Death 
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Syndrome”  in  the  March  issue  of  Omega:  Journal  of 
Death  and  Dying. 

May  also  presented  a paper  in  March  at  the  Society 
of  Teachers  of  Family  Medicine  Conference  held  in 
Kansas  City.  May’s  presentation  was  “Family  Inter- 
viewing Following  the  Death  of  a Child.” 


Dr.  Dennis  A.  Revicki,  research  coordinator  for  the 
Department  of  Family  Medicine,  recently  attended 
the  meeting  of  the  American  Educational  Research 
Association  in  New  York.  During  the  meeting  Revicki 
presented  “The  Relationship  Between  Self-Concept 
and  Achievement:  An  Investigation.” 


Dr.  Theodore  Kushnick,  professor  of  pediatrics  and 
director  of  the  Developmental  Evaluation  Clinic,  col- 
laborated with  New  Jersey  Medical  School  physician, 
Bernard  Adler,  on  an  article  appearing  in  the  January 
issue  of  Pediatrics.  The  article  is  entitled  “Genetic 
Counseling  in  Prenatally  Diagnosed  Trisomy  18  and 
21:  Psychosocial  Aspects.” 


Dr.  Donald  R.  Hoffman,  associate  professor  of 


pathology  and  laboratory  medicine,  published  two  ar- 
ticles appearing  in  the  February  issue  of  Annals  of 
Allergy.  The  articles  are  “Allergens  in  Hymenoptera 
Venom.  IX.  Species  Specificity  to  Polistes  (Paper 
Wasp)  Venoms”  and  “Allergens  in  Hymenoptera 
Venoms.  VIII.  Immunologic  Comparison  of  Venoms 
from  Six  Species  of  Vespula  (Yellow  Jackets).” 
Chris  A.  McDonald,  research  assistant,  collabo- 
rated with  Hoffman  on  the  articles. 


Dr.  Richard  S.  Marx,  assistant  professor  of  medi- 
cine, attended  the  regional  meeting  of  the  American 
College  of  Physicians  held  in  Winston-Salem.  During 
the  meeting,  Marx  presented  a “Clinical  Approach  to 
Lymphadenopathy  and  Fever.” 


Dr.  Linda  Z.  Nieman,  assistant  director  of  the 
School  of  Medicine’s  Center  for  Medical  Education 
and  Evaluation,  attended  the  February  meeting  of  the 
Eastern  Educational  Research  Association  where  she 
presented  the  paper,  “Assessing  Individual  Differ- 
ences in  Stereotypes  of  Women.” 


"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self- growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 


June  1982,  NCMJ 


John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)559-2461 
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Two  School  of  Medicine  faculty  members  recently 
collaborated  with  faculty  from  East  Carolina  Univer- 
sity's School  of  Allied  Health  on  an  article  which 
appears  in  the  January-February  issue  of  Annals  of 
Otology,  Rhinology  and  Laryngology. 

Dr.  Jack  E.  Brinn  Jr.,  associate  professor  of  anat- 
omy, and  Dr.  Robert  S.  Fulghum,  associate  professor 
of  microbiology,  co-authored  “Comparative  Anat- 
omy of  Eustachian  Tube  and  Middle  Ear  Cavity  in 
Animal  Models  for  Otitis  Media”  with  Dr.  Hal  J. 
Daniel  III  and  Kathryn  A.  Barrett. 

Support  for  the  research  was  provided  in  part  by 
Sigma  XI,  East  Carolina  University  Research  Coun- 
cil, N.C.  United  Way,  and  the  Deafness  Research 
Foundation. 

In  addition,  Fulghum  and  Brinn  traveled  to  the  82nd 
Annual  Meeting  of  the  American  Society  for  Micro- 
biology in  March  that  was  held  in  Atlanta.  They  pre- 
sented a slide  session  entitled  “Induced  Otitis  Media 
in  Chinchillas  and  Gerbils.” 


Dr.  Robert  E.  Thurber,  professor  and  chairman  of 
the  Department  of  Physiology,  has  been  appointed  to 
the  American  Heart  Association’s  Committee  on  Re- 


gional/National Research.  Thurber  also  was  elected 
chairman  of  the  Middle  Atlantic  Research  Certifica- 
tion Committee. 


Dr.  Alvin  Volkman,  professor  of  pathology  and  lab- 
oratory medicine,  authored  “Resident  Macrophage 
Proliferation  in  Mice  Depleted  of  Blood  Monocytes  by 
Strontium-89.”  The  article  appears  in  the  February 
issue  of  Laboratory  Investigations. 


Dr.  Jarrett  Barnhill,  Jr.  assistant  professor  of  psy- 
chiatric medicine,  was  a visiting  professor  during 
March  for  the  Department  of  Neuropsychiatry  and 
Behavioral  Science  at  the  University  of  South  Caro- 
lina School  of  Medicine.  Barnhill  presented  “Recog- 
nition and  Treatment  of  Depression  in  Office  Prac- 
tice” while  he  was  in  Columbia. 


Dr.  Loretta  Kopelman,  associate  professor  of 
pediatrics  and  director  of  humanities,  has  been  named 

(continued  on  page  454 ) 
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been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 
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It  all  adds  up, 

in  today's  major  hypertension  studies 


/A  Study1 

450  patients  studied 
Mild  to  moderate 
ypertensives 

Comparison  of  propranolol 
nd  reserpine  for  Step-2 
ntihypertensive  therapy 
Conclusion:  when  added 
) a thiazide  diuretic,  reser- 
ine was  effective  in  a larger 
ercentage  of  patients  (88%) 
tan  was  propranolol  (81%)! 


HDFP  Study2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 

Salutensirf 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page. 
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Salutensin® 

(hydroflumethiazide  50  mg/reserpine  C.125  mg) 

Salutensin-Dem:'" 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients 

Use  in  Pregnancy— Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea 
Potassium  loss  may  cause  digitalis  intoxication  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation 

Reserpine— Depression,  peptic  ulceration,  diarrhea,  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given 
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Bottles  of  10  and  1000  scored  tablets. 
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News  Notes 

(continued  from  page  452) 

as  a consultant  to  the  National  Endowment  for  the 
Humanities. 


Dr.  Jarlath  M.  MacKenna,  assistant  professor  of 
obstetrics  and  gynecology,  was  a guest  speaker  at  the 
N.C.  Chapter  of  the  American  College  of  Obstetrics 
and  Gynecology  Junior  Fellow  meeting  held  at  Duke 
University. 

MacKenna's  topic  for  discussion  was  “Radical 
Management  of  Premature  Ruptured  Membranes.” 
He  also  was  a guest  speaker  at  the  March  of  Dimes 
Perinatal  Symposium  held  March  18  in  Greenville. 
MacKenna  presented  “Hypertensive  States  of  Preg- 
nancy” during  the  symposium. 


Dr.  James  G.  Jones,  professor  and  chairman  of  the 
Department  of  Family  Medicine,  received  a grant  of 
$74,356  during  March  from  the  Public  Health  Service 
to  support  general  practice  dental  residency  training. 

Other  School  of  Medicine  grants  received  in  March 
include:  Dr.  Harold  J.  May  and  Dennis  A.  Revicki, 
Department  of  Family  Medicine,  “Validation  of  the 
Physician  Burnout  Checklist  in  Two  Samples  of  Fam- 
ily Physicians,”  $2,548  from  Family  Health  Founda- 
tion of  America;  Ben  Weaver,  associate  dean, 
“Arthritis  Community  Outreach  Program,”  $15,000 
from  N.C.  Department  of  Human  Resources. 


Dr.  Sam  N.  Pennington,  professor  of  biochemistry, 
was  a visiting  scientist  for  the  Federation  of  American 
Societies  for  Experimental  Biology  at  Elizabeth  City 
State  University  February  24-25.  Pennington  con- 
ducted two  seminars  entitled  “Role  of  Prostaglandins 
in  Chronic  Alcoholism”  and  “Molecular  Mechanism 
of  Fetal  Alcohol  Syndrome.” 

University  of  N.C. 

School  of  Medicine 

And  N.C.  Memorial  Hospital 

A scholarship  in  the  School  of  Medicine  has  been 
established  to  honor  Dr.  Thomas  Collum  Butler,  and 
the  tribute  is  two-fold.  Not  only  is  the  scholarship 
named  for  Butler,  but  also  it  will  provide  annual  sup- 
port for  a student  in  the  M.D.-Ph.D.  program,  a track 
Butler  has  long  advocated  for  physician  scientists. 

The  establishment  of  the  Butler  Scholarship  was 
announced  by  Dr.  Stuart  Bondurant,  dean  of  the 
School  of  Medicine,  who  said  the  initiative  for  honor- 
ing Butler  in  this  manner  came  from  Butler’s  col- 
leagues in  the  Department  of  Pharmacology. 

Butler  is  professor  of  pharmacology  emeritus.  He 
chaired  the  Department  of  Pharmacology  from  1950, 
when  he  was  appointed  to  the  faculty,  until  1963. 

Butler  received  A.B.  and  M.D.  degrees  from  Van- 
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derbilt  University  in  1930  and  1934,  respectively.  He 
served  on  the  faculty  there  and  at  The  Johns  Hopkins 
University  before  joining  the  faculty  of  the  University 
of  North  Carolina  at  Chapel  Hill  in  1950.  He  officially 
retired  from  the  UNC-CH  faculty  in  1980. 

Butler’s  pioneering  research  in  pharmacology  led 
to,  as  one  former  student  puts  it,  “an  avalanche  of 
studies”  by  other  scientists. 

The  first  Butler  Scholarship  will  be  awarded  next 
fall  to  a student  who  has  been  accepted  to  medical 
school  and  is  interested  in  the  M.D.-Ph.D.  program. 
The  student  may  select  any  basic  science  department 
or  curriculum  for  graduate  studies. 

The  level  of  support  will  be  comparable  to  the 
Morehead  Fellowship,  and  the  Butler  Scholarship 
also  will  support  medical  studies. 


The  Arthritis  Foundation  recently  granted  inves- 
tigator awards  to  Dr.  Simon  L.  Newman  and  Dr. 
Philip  Cohen,  both  members  of  the  division  of  rheu- 
matology and  immunology.  Department  of  Medicine. 
The  grants,  which  total  $53,500.  become  effective  July 
1 and  will  be  used  to  further  arthritis  research. 

Newman,  research  assistant  professor  of  medicine, 
is  studying  how  certain  cells  called  macrophages  rec- 
ognize foreign  invaders,  such  as  bacteria,  viruses  and 
tumor  cells,  and  destroy  them. 

Cohen,  assistant  professor  of  medicine,  is  re- 
searching the  cause  of  systemic  lupus,  an  arthritic 
condition  common  among  young  women  which  can 
lead  to  injury  of  kidneys,  skin,  the  central  nervous 
system  and  other  parts  of  the  body. 

Cohen’s  five-year  senior  investigator  is  the  second 
awarded  in  two  years  to  the  division  of  rheumatology 
and  immunology. 

Dr.  John  Winfield,  professor  of  medicine  and  divi- 
sion chief,  said  that  only  one  or  two  senior  investigator 
awards  are  given  annually.  “These  awards  recognize 
the  researchers’  excellence  and  potential  as  inves- 
tigators in  immunology,”  Winfield  said.  “Providing 
financial  support  over  a five-year  period  enables  both 
men  to  devote  their  time  to  research.”  Winfield  added 
that  Newman’s  two-year  investigator  award  was  a 
new  award  which  was  given  to  eight  researchers 
across  the  country. 


The  appointment  of  Dr.  William  Droegemueller  as 
professor  and  chairman  of  the  School  of  Medicine’s 
Department  of  Obstetrics  and  Gynecology  has  been 
announced  by  Chancellor  Christopher  C.  Fordham 
III. 

Droegemueller’s  appointment,  effective  March  1 , is 
for  a five-year  term  as  department  chairman. 

Droegemueller,  a Chicago  native,  had  been  profes- 
sor and  associate  head  of  the  Department  of  Obstet- 
rics and  Gynecology  at  the  Arizona  Health  Sciences 
Center  in  Tucson  since  1977.  He  taught  at  the  Univer- 
sity of  Colorado  Medical  Center  in  Denver  from 


1965-77  and  was  vice  chairman  of  the  center  for  one 
year. 

A specialist  in  gynecological  surgery,  Droegemuel- 
ler has  done  research  in  population  control  and  the 
complications  involved  in  different  methods  of  con- 
traception. He  recently  published  articles  on  a new 
vaginal  contraceptive,  ectopic  pregnancy,  surgical 
contraception  and  complications  involving  intra- 
uterine devices. 

Droegemueller  received  his  B.  A.  degree  in  1956  and 
his  M.D.  in  1960  from  the  University  of  Colorado  in 
Denver. 


Physicians  at  the  University  of  North  Carolina  at 
Chapel  Hill  have  begun  clinical  trials  of  a drug  that 
may  be  the  most  effective  treatment  yet  for  sickle  cell 
disease,  the  hereditary  and  sometimes  excruciating 
illness  that  is  most  common  among  black  people. 

The  UNC-CH  scientists  are  joining  with  research- 
ers in  California,  New  York  and  Mobile,  Ala.,  to 
evaluate  cetiedil,  a compound  first  synthesized  in 
France  20  years  ago. 

“This  is  something  we’re  very  excited  about,”  said 
Dr.  Eugene  P.  Orringer,  associate  professor  of  medi- 
cine and  principal  investigator  for  the  project. 

“We’re  testing  the  ability  of  cetiedil  to  shorten  the 
acute  painful  crises  of  sickle  cell  disease  once  they 
have  begun,  then  we  will  test  its  ability  to  prevent 
them.” 

Cetiedil,  Orringer  explained,  was  developed  origi- 
nally as  a smooth  muscle  relaxant  to  improve  circula- 
tion to  the  legs  of  patients  with  hardening  of  the  ar- 
teries. Because  of  its  success  and  its  additional 
properties  as  a local  anesthetic,  French  physicians 
speculated  that  it  also  might  help  to  curb  the  intense 
bouts  of  pain  that  sickle  cell  victims  experience 
periodically. 

“Although  no  controlled  studies  were  carried  out, 
initial  reports  that  came  primarily  from  West  Africa 
claimed  that  the  drug  was  extremely  effective,”  he 
said. 

By  May,  Orringer,  Dr.  Lee  R.  Berkowitz,  a fellow 
in  hematology,  and  Sue  Sparrow,  coordinator  of  the 
UNC  Sickle  Cell  Program,  hope  to  recruit  25  patients 
who  are  age  19  or  older.  Whenever  possible,  the 
physicians  will  interview  each  individual  before  a 
crisis  begins  so  that  they  can  explain  the  study  clearly. 

When  a crisis  does  occur,  a patient  will  contact  one 
of  the  physicians  or  go  immediately  to  the  Emergency 
Room  at  North  Carolina  Memorial  Hospital,  Orringer 
said.  He  or  she  will  be  admitted  to  the  hospital’s 
Clinical  Research  Unit  and  receive  free  all  of  the  stan- 
dard treatment  for  sickle  cell  disease  including  oxy- 
gen, intravenous  fluids  and  appropriate  painkillers. 

In  addition,  the  patients  will  be  given  either  cetiedil 
or  an  identical  volume  of  an  inactive  solution.  The 
study  is  “double-blind”  in  that  neither  the  patients  nor 
the  doctors  will  know  who  received  the  active  drug 
until  after  the  study  has  been  completed. 
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Charles  B.  Watson,  M.D.,  Fred  J.  Spielman,  M.D., 
Scott  Sharpiro,  M.D.,  Edwin  A.  Bowe,  M.D.,  and 
E.  F.  Klein,  M.D.,  anesthesiology,  attended  the  35th 
post-graduate  assembly  of  anesthesiologists  in  New 
York,  “Best  Educational  Exhibit.”  Their  display  was 
on  “New  Anesthetic  Uses  for  the  Pediatric  Fiberoptic 
Bronchoscope,”  December,  1981. 


Barney  Leveau,  M.D.,  associate  professor  of  phy- 
sical therapy,  participated  in  a meeting  of  the  associ- 
ate editors  of  Physical  Therapy  Magazine  Jan.  27-29  in 
Washington,  D.C.  sponsored  by  the  American  Physi- 
cal Therapy  Association. 


Carolyn  S.  Schroeder,  Ph.D.,  associate  professor  of 
psychology,  was  a visiting  professor  in  the  clinical 
psychology  program  at  Bowling  Green  State  Univer- 
sity, Feb.  1-5  in  Ohio. 


Eric  Schopler,  M.D.,  professor  of  psychology  and 
director  of  the  Division  TEACCH,  gave  a workshop 
for  mental  health  and  human  service  professionals  on 
developmental  therapy  for  autistic  children,  spon- 
sored by  the  professional  education  division  of  the 


Convalescent  Hospital  for  Children,  Feb.  11  in 
Rochester,  N.Y. 


Arthur  J.  Prange  Jr.,  M.D.,  professor  of  psychiatry 
presented  Grand  Rounds  at  the  Medical  College  of 
Virginia,  titled  “Adventures  in  the  Thyroid  Axis: 
Their  Relevance  for  Affective  Disorders,”  on  Feb.  12. 
Prange  also  conducted  Grand  Rounds  at  Beth  Israel 
Medical  Center,  and  the  St.  Luke’s-Roosevelt  Medi- 
cal Center  in  New  York  on  Feb.  16-17:  his  subject  was 
“Neurotensin:  A Brain  Peptide  with  Neuroleptic 
Properties.” 


Charles  R.  Hackenbrock,  M.D.,  professor  and 
chairman  of  anatomy,  spoke  at  a special  workshop  on 
lipid  protein  interactions  at  the  annual  meetings  of  the 
Biophysical  Society  Feb.  14-17  in  Boston,  Mass. 


James  N.  Hayward,  M.D.,  H.  Houston  Merritt 
Distinguished  professor  and  chairman  of  neurology, 
spoke  at  the  Gordon  Research  Conference  Feb.  8-12 
in  Ventura,  Calif.,  and  at  the  Feb.  17  meeting  of  the 
N.C.  Society  for  Neuroscience,  of  which  he  is  presi- 
dent-elect. 
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SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 
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Richard  Cumming,  postdoctoral  fellow  in  the 
neurobiology  research  program,  assumed  the  position 
of  neurobiologist  in  the  laboratory  of  biological  ul- 
trastructure at  the  National  Institute  for  Medical  Re- 
search March  1 in  Mill  Hill,  London. 


Herman  P.  Lineberger,  M.D.,  assistant  professor  of 
psychiatry  and  child  psychiatry  training  director  par- 
ticipated in  a panel  presentation  on  the  management  of 
chronic  pain  problems  in  hemophiliacs  at  a joint 
meeting  of  The  National  Hemophilia  Foundation  and 
the  American  Psychosomatic  Society  in  Denver, 
March  24.  Lineberger’s  paper,  titled  “Social  Charac- 
teristics of  a Hemophilia  Clinic  Population,  A Survey 
and  Literature  Review”  was  published  in  the  journal. 
General  Hospital  Psychiatry  late  last  year. 


Keith  Burridge,  Ph.D.,  assistant  professor  of  anat- 
omy, was  an  invited  speaker  to  present  a seminar 
titled  “Molecular  Biology  of  Cell  Locomotion”  for 
the  Imperial  Cancer  Research  Fund  sponsored  by  the 
Royal  Society  of  London,  March  24-25. 


Daniel  L.  Dolan,  M.D.,  director  of  continuing 
medical  education  at  the  Mountain  Area  Health  Edu- 
cation Center,  has  been  elected  president  of  the  North 
Carolina  Chapter  of  the  American  College  of  Physi- 
cians. This  election  recently  took  place  at  the  annual 
meeting  of  the  chapter  held  in  Winston-Salem 


Herbert  S.  Harned  Jr.,  M.D.,  is  professor  of  pedi- 
atrics, chief,  division  of  pediatric  cardiology;  his  pa- 
tient care  includes  diagnostic  cardiac  catheterization 
studies,  peri-surgical  care  and  outpatient  care.  The 
division  holds  80  clinics  yearly  outside  clinic  hospital 
and  a weekly  clinic  within  the  hospital.  Thirty-six  of 
the  outside  clinics  are  reached  by  airplane  flights.  The 
new  programs  are  a development  of  an  adolescent 
cardiac  clinic  and  the  outreach  cardiac  clinic  at  Moses 
Cone  Hospital. 


Stephen  C.  Chaney,  Ph.D.,  assistant  professor  of 
biochemistry  and  nutrition,  just  returned  from  a sab- 
batical leave  at  the  University  of  California  at  Davis. 
Working  in  Dr.  John  Hershey’s  laboratory,  he  studied 
the  purification  and  use  of  human  protein  synthesis 
initiation  factors  which  play  a vital  role  in  the  growth 
of  living  cells.  He  also  studied  the  susceptibility  of 
these  in  the  growth  of  the  living  cells;  key  enzymes  to 
various  anticancer  drugs.  It  is  hoped  that  these  ex- 
periments may  provide  the  basis  for  the  design  of  more 
effective  cancer  treatment. 


Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

A biochemist  at  the  Bowman  Gray  School  of  Medi- 
cine has  developed  a potential  weapon  against  cancer 
of  the  ovary. 

Dr.  George  J.  Doellgast  has  created  hybrid  cells 
with  the  ability  to  produce  antibodies  specifically 
against  ovarian  cancer. 

He  created  the  hybrids  by  fusing  myeloma  cells  with 
cells  from  mouse  spleens.  The  resulting  cells  are 
called  hybridomas  and  are  capable  of  producing  large 
amounts  of  monoclonal  antibodies. 

Central  to  Doellgast’s  technique  is  an  enzyme  he 
spent  a decade  of  his  career  studying.  Placental  alka- 
line phosphatase  (PAP)  occurs  in  the  human  placenta 
and  in  some  cancers,  notably  cancer  of  the  ovary.  He 
has  shown  that  PAP  makes  those  cancers  vulnerable 
to  monoclonal  antibodies. 

The  PAP  enzyme  acts  as  a marker  on  the  surface  of 
ovarian  cancer  cells  to  make  the  cells  a target  for 
monoclonal  antibodies. 

Because  they  can  be  grown  in  great  quantities  in  the 
laboratory,  monoclonal  antibodies  against  ovarian 
cancer  theoretically  could  be  injected  into  a patient  in 
sufficient  numbers  to  overwhelm  a tumor. 

The  monoclonal  antibodies  also  promise  to  be  a 
means  of  delivering  chemotherapeutic  agents  and 
radiation  to  a tumor.  Such  a use  would  spare  normal 
cells  from  exposure  to  the  drugs  and  radiation. 

Despite  the  promise  of  what  his  research  has 
uncovered,  Doellgast  cautions  that  much  more  testing 
remains  to  be  done  before  the  techniques  ever  can  be 
used  in  human  patients. 


One  of  the  most  advanced  systems  ever  developed 
for  uncovering  the  causes  of  dizziness  is  now  in  use  at 
North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital. 

According  to  Dr.  Robert  I.  Kohut,  professor  and 
head  of  the  Section  on  Otolaryngology,  only  the  Air 
Force  has  a diagnostic  system  for  dizziness  as  com- 
plete as  the  vestibular  laboratory  at  Baptist  Hospital. 

Dizziness  is  thought  to  be  second  only  to  pain  in  the 
frequency  of  patient  complaints.  It  can  be  a signal  of  a 
life  threatening  problem. 

The  vestibulo-ocular  system  provides  more  infor- 
mation about  the  balance  system  than  was  previously 
available  because  it  permits  study  of  the  effects  of 
rotation,  posture  change  and  stimuli  which  causes 
normal  and  rapid  eye  movement.  Eye  movement  can 
be  traced  in  the  dark  using  infrared  cameras. 

Computerization  within  the  new  system  permits 
computations  which  previously  were  prohibitively 
complicated. 
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The  most  comprehensive  and  current  information 
about  a rapidly  evolving  field  of  medicine  is  contained 
in  a publication  released  by  the  Bowman  Gray  School 
of  Medicine. 

The  publication.  "Proceedings  of  an  International 
Symposium  on  Nuclear  Magnetic  Resonance  Imag- 
ing." was  published  by  the  school’s  Department  of 
Radiology.  The  Bowman  Gray  editors  are  Dr.  Richard 
L.  Witkofski,  professor  of  radiology,  and  Dr.  Nolan 
Karstaedt,  assistant  professor  of  radiology.  The  third 
editor.  Dr.  C.  Leon  Partain.  is  associate  professor  of 
radiology  at  the  Vanderbilt  University  School  of 
Medicine. 

Bowman  Gray  sponsored  the  three-day  symposium 
on  nuclear  magnetic  resonance  (NMR)  imaging  along 
with  Vanderbilt  and  the  National  Cancer  Institute. 

NMR  imaging  involves  the  use  of  magnetism  and 
radio  waves  to  obtain  information  about  what  is  oc- 
curring within  the  body.  It  does  not  involve  ionizing 
radiation.  Computers  used  in  NMR  imaging  translate 
a signal  coming  from  the  body  into  images  of  the  body 
in  cross  section.  Not  only  do  the  signals  carry  infor- 
mation about  anatomy,  but  also  they  carry  consider- 
able information  about  the  body's  chemistry. 

The  new  book  from  Bowman  Gray  provides  a single 
source  for  learning  about  the  theory  of  NMR  imaging 
and  for  learning  about  how  NMR  imaging  is  being 
applied  in  such  places  as  New  York  State.  England 
and  Scotland. 


The  American  Cancer  Society  has  awarded  a 
three-year,  $162,000  grant  to  Bowman  Gray  for  re- 
search aimed  at  a better  understanding  of  the  body’s 
defense  mechanisms  against  disease. 

The  research  is  headed  by  Dr.  J.  Wallace  Parce, 
assistant  professor  of  biochemistry. 

Working  with  a particular  strain  of  mice  and  with  a 
virus  known  as  VSV,  Parce  will  be  able  to  obtain  the 
material  needed  to  study  the  manner  in  which  the  body 
recognizes  a foreign  material  such  as  a virus. 

Parce  anticipates  that  the  work  will  provide  a 
clearer  understanding  of  how  antigens  and  antibodies 
interact  to  allow  the  body  to  recognize  something  as 
being  foreign. 

The  body’s  destructive  mechanism  which  is  part  of 
Parce’s  research  is  the  T-lymphocyte,  a type  of  white 
blood  cell. 

While  the  work  represents  very  basic  research,  the 
understanding  gained  from  the  work  eventually  may 
apply  to  such  problems  as  cancer. 


Bowman  Gray  has  appointed  three  assistant  profes- 
sors and  two  instructors  to  its  fulltime  faculty. 

The  new  assistant  professors  are  Drs.  John  M. 
Lewis  and  Roger  L.  Royster  of  anesthesia,  and  Dr. 
Jan  C.  Updike  in  family  medicine. 

Those  receiving  appointments  as  instructor  are  Dr. 


J.  Bruce  McLain,  dentistry,  and  Dr.  Steven  R.  Plun- 
kett, radiology  (radiation  therapy). 

Appointed  to  the  clinical  faculty  are  Dr.  John  R. 
Jacoway,  clinical  associate  professor  of  pathology 
(oral  pathology);  Dr.  Alvin  S.  Goodman,  clinical  as- 
sistant professor  of  dentistry  (endodontics);  Dr.  Sal- 
vatore M.  Pulverenti,  clinical  assistant  professor  of 
anesthesia;  Drs.  George  J.  Ellis  Jr.,  James  E.  Fergu- 
son II  and  Richard  L.  James,  clinical  instructors  in 
obstetrics  and  gynecology;  Dr.  Kerry  J.  Gilliland, 
clinical  instructor  in  medicine  (cardiology);  Dr. 
Christopher  W.  Groner,  clinical  instructor  in  family 
and  community  medicine;  Dr.  Clarence  E.  Lloyd, 
clinical  instructor  in  radiology;  and  Dr.  Stephen  A. 
Yokeley,  clinical  instructor  in  dentistry. 

Other  appointments  went  to  Dr.  Deborah  L.  Best, 
associate  in  family  and  community  medicine,  and 
Robert  C.  Vaughn  Jr.,  lecturer  in  medical  jurispru- 
dence. 


Leon  L.  Rice  Jr.,  a Winston-Salem  attorney,  has 
been  re-elected  chairman  of  the  Medical  Center  Board 
of  the  Bowman  Gray  School  of  Medicine  and  North 
Carolina  Baptist  Hospital. 

E.  J.  Prevatte  of  Southport  was  re-elected  vice 
chairman,  and  Dr.  Thomas  D.  Long  of  Roxboro  was 
elected  treasurer.  Miss  Katherine  Davis,  assistant  to 
the  medical  center  director,  was  re-elected  secretary. 

The  board  consists  of  six  trustees  of  Wake  Forest 
University,  six  trustees  from  Baptist  Hospital  and  a 
member  of  the  medical  center's  professional  staff. 

Newly  appointed  members  of  the  board  are  Mrs. 
J.  Frank  Gilreath  Jr.  of  Charlotte,  Weston  P.  Hatfield 
of  Winston-Salem,  J.  Robert  Philpott  of  Lexington 
and  Carlos  Young  of  Shelby. 


Charles  M.  Jones  III,  a third-year  medical  student  at 
Bowman  Gray,  has  been  awarded  the  John  R.  McCain 
Student  Fellowship  of  the  South  Atlantic  Association 
of  Obstetricians  and  Gynecologists.  He  received  a 
$600  student  research  grant  and  was  selected  to  speak 
on  his  study,  "The  Effect  of  Labor  on  Maternal  and 
Fetal  Circulating  Catecholamines,"  during  the  as- 
sociation’s 44th  annual  meeting. 


L.  Ann  Daniels,  instructor  in  health  education  and 
director  of  allied/public  health  education  for  the 
Northwest  AHEC,  has  been  selected  for  a two-year 
term  as  a member-at-large  of  the  executive  board  of 
the  North  Carolina  Society  for  Public  Health  Educa- 
tion. 


Patricia  A.  Gibson,  instructor  in  pediatric  neurol- 
ogy (social  work),  has  been  appointed  to  the  Advisory 
committee  of  the  National  Information  and  Resource 
Center  on  Epilepsy. 

( continued  on  page  461) 


458 


Vol.  43,  No.  6 


Motrin 

ibuprofen,  Upjohn 

600 mg  Tablets 


ient  for  your  patients 


0 ghhpi  hi- 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


J-9043-4  July  1981 


Contemporary  HypnoticTherapy 


Dalmane*  [fiurazepam  Hci/Roche}  Stands  Apart 


References:  1.  Wil- 
liams RL,  Karacan  I: 
Introduction,  chap.  1, 
in  Sleep  Disorders: 
Diagnosis  and  Treat- 
ment, edited  by  Wil- 
liams RL,  Karacan  I, 
Frazier  SH.  New  York, 
John  Wiley  & Sons, 

1978,  p.  2.  2.  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

3.  Kales  A et  al:  JAMA 
241 .1692-1695,  Apr  20, 

1979  4.  Kales  A et  al: 

.1  Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data 
on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

5.  Kales  A:  Data  on  file, 
Hoffmann  La  Roche 
Inc.,  Nutley,  NJ. 

6.  Kales  A et  al  Clin  Phar- 
macol Ther  19: 576-583, 
May  1976.  7.  Kales  A, 
Scharf  MB,  Kales  JD: 
Science  201. 1039-1041, 

Sep  15,  1978.  8.  Frost 

JD  Jr,  DeLucchi  MR: 

J Am  Geriatr  Soc  27:541 
546,  Dec  1979. 

9.  Dement  WC  et  al: 
Behav  Med  5(10):25-31, 

Oct  1978. 

10.  Vogel  GW:  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

11.  Karacan  I,  Williams 
RL,  Smith  JR:  The  sleep 
laboratory  in  the  inves- 
tigation of  sleep  and 
sleep  disturbances.  Sci 
entific  exhibit  al  the 
124th  annual  meeting 
of  the  American  Psychi 
atric  Association, 
Washington,  DC,  May  3- 

7.  1971.  12.  Poliak  CP, 
McGregor  PA,  Weitz- 
man  ED:  The  effects  of 
flurazepam  on  daytime 
sleep  after  acute  sleep- 
wake  cycle  reversal 
Presented  at  the  15th 
annual  meeting  of  the 
Association  for  Psycho- 
physiological  Study  of 
Sleep,  Edinburgh,  Scot- 
land, June  30-July  4, 

1975.  13.  Zimmerman 
AM:  Curr  Ther  Res 
/3.18-22,  Jan  1971 

14.  Kales  A,  Kales  JD: 
Pharmacol  Physicians 
4(9):l-6,  Sep  1970.  15. 
Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley, 

NJ. 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som«no*graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  ornset.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

total  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1 REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in«som»nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.2 
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Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane* 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane* 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane* 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane* 

Rebound  insomnia  is  avoided 
upon  discontinuation  34  7 of 

Dalmane* 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane* 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. 315During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane®  C 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation.  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 
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News  Notes 

(continued  from  page  458 ) 

Dr.  C.  Douglas  Maynard,  professor  and  chairman  of 
the  Department  of  Radiology,  has  been  appointed  to 
the  editorial  board  of  the  international  journal, 
Magnetic  Resonance  Imaging. 


Dr.  Lawrence  A.  McHenry,  professor  of  neurol- 
ogy, has  been  appointed  historian  and  archivist  for  the 
American  Neurological  Association.  He  has  trans- 
ferred the  archives  of  the  ANA  to  Bowman  Gray  for 
permanent  storage  and  maintenance.  He  will  work  on 
the  history  of  the  ANA  in  conjunction  with  his  work 
on  the  development  of  American  neurology  in  the  late 
19th  century. 


Dr.  Timothy  E.  Poe,  assistant  professor  of  family 
and  community  medicine  (clinical  pharmacy),  has 
been  elected  to  the  board  of  directors  of  the  North 
Carolina  Society  of  Hospital  Pharmacists. 


Dr.  Richard  W.  St.  Clair,  professor  of  pathology, 
has  been  selected  to  serve  on  the  Editorial  Board  of 
the  journal  Atherosclerosis. 


Duke  University 
Medical  Center 

Dr.  James  B.  Wyngaarden,  chairman  of  the  medical 
center’s  Department  of  Medicine  since  1967,  was 
nominated  by  President  Reagan  as  director  of  the  Na- 
tional Institutes  of  Health. 

“Dr.  Wyngaarden  is  uniquely  qualified  to  serve  the 
nation  as  director  of  the  National  Institutes  of 
Health,”  said  Dr.  William  G.  Anlyan,  vice  president 
for  health  affairs.  “He  is  one  of  the  nation’s  most 
distinguished  clinical  investigators  and  he  has  been 
one  of  the  pillars  of  biomedical  research  at  the  national 
level.  He  will  leave  a major  gap  at  Duke  University.” 

A graduate  of  the  University  of  Michigan  Medical 
School,  Wyngaarden  served  his  internship  and  resi- 
dency at  Massachusetts  General  Hospital. 

Between  1953  and  1956,  he  worked  at  NIH;  first  as 
an  investigator  in  the  Laboratory  of  Chemical  Phar- 
macology and  then  as  a clinical  investigator  in  the 
National  Institute  of  Arthritis  and  Metabolic  Dis- 
eases. He  joined  Duke  in  1957  as  an  associate  profes- 
sor of  medicine. 


Dr.  George  Ellis,  a medical  center  associate  profes- 
sor of  endocrinology,  told  a capacity  crowd  at  the 
March  2 “Health  Night  Out”  lecture  that  “diabetes 
can  be  dealt  with  before  you  get  it.” 

“What  some  of  you  may  not  have  realized  is  that 
what  we  consider  the  ‘normal  American  lifestyle’  can 
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make  you  sick,”  said  Ellis.  “We  ride  in  cars  instead  of 
walking,  eat  Big  Macs  and  cokes,  have  machines  and 
paid  athletes  to  get  our  exercise  for  us,  and  carry 
stored  energy  to  the  tune  of  3,500  calories  for  every 
pound  of  fat.” 

Ellis  told  the  crowd  that  excessive  weight  is  the 
most  common  predisposing  factor  to  Type  II  diabetes, 
the  non-insulin  dependent  form  which  accounts  for 
80%  to  90%  of  all  diabetes. 

He  discussed  insulin  dosages  and  the  different  tools 
available  to  measure  the  amount  of  insulin  in  the  blood 
and  urine. 

“From  a physician's  standpoint,  diabetes  is  a dif- 
ficult disease  because  it's  really  up  to  the  patient  to 
take  over  the  treatment  and  adjust  medication  on  his 
own  with  coaching  by  the  physician  to  get  good  con- 
trol,” he  said.  “You  either  manage  diabetes,  or  it 
manages  you.” 


Dr.  H.  Keith  H.  Brodie,  James  B.  Duke  professor  of 
psychiatry  and  chairman  of  that  department,  will  be- 
come Duke  University’s  new  chancellor  July  1. 

Brodie,  who  is  also  a member  of  Duke's  law  school 
faculty,  succeeds  A.  Kenneth  Pye,  who  will  return  to 
the  law  school  faculty  and  direct  international  studies 
at  Duke. 

“We  are  very  fortunate  to  have  a man  of  Dr. 
Brodie’s  experience  and  enthusiasm  to  assume  the 
rigorous  responsibilities  of  Duke’s  chancellor,”  said 
Duke’s  President  Terry  Sanford. 

Brodie,  42,  has  been  at  Duke  since  1974.  Before 
coming  to  Duke,  he  was  in  the  Department  of  Psy- 
chiatry at  Stanford  University  and  program  director  of 
the  General  Clinical  Research  Center  in  the  Stanford 
School  of  Medicine. 

He  is  a 1961  graduate  of  Princeton  University  and 
received  his  medical  degree  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1965.  He 
received  additional  training  at  Ochsner  Foundation 
Hospital.  New  Orleans;  Columbia-Presbyterian 
medical  center,  New  York  City;  and  the  National 
Institute  of  Mental  Health. 


Medical  center  immunologist.  Dr.  D.  Bernard 
Amos,  an  innovator  in  the  effort  to  understand  and 
define  a system  of  genes  called  the  major  histocom- 
patibility complex,  crucial  to  the  success  of  organ  and 
tissue  transplants,  has  won  the  3M  Life  Science 
Award. 

The  $10,000  award,  sponsored  by  3M  and  adminis- 
tered by  the  Federation  of  American  Societies  for 
Experimental  Biology,  was  presented  to  Amos  in 
April  at  the  General  Session  of  the  Federation’s  an- 
nual meeting  in  New  Orleans. 

Amos  is  James  B.  Duke  Professor  of  Immunology 
and  Experimental  Surgery  and  chief  of  the  division  of 
immunology  at  Duke.  He  came  to  Duke  in  1962  as  a 


professor  in  the  division  of  immunology,  and  initiated 
a study  of  human  skin  grafting.  The  results  of  that 
study  provided  the  first  evidence  of  a major  histocom- 
patibility complex  in  humans. 

He  has  received  numerous  awards  and  honors. 

At  the  same  meeting,  a medical  center  professor  of 
pharmacology.  Dr.  Theodore  A.  Slotkin,  was  named 
the  1982  recipient  of  the  John  J.  Abel  Award  in  Phar- 
macology. That  award  is  given  annually  to  recognize 
outstanding  research  in  the  field  by  a young  scientist. 

The  award,  which  consists  of  $2,500  and  a bronze 
medal,  is  supported  by  the  Eli  Lilly  Company.  The 
young  pharmacologist  was  recognized  for  his  con- 
tributions in  the  research  of  the  developing  nervous 
system. 

Slotkin  has  received  numerous  honors  and  awards 
for  his  work.  In  1975,  he  was  named  the  Outstanding 
Young  Investigator  of  the  North  Carolina  Heart  As- 
sociation. He  was  one  of  the  first  recipients  of  the 
Pharmaceutical  Manufacturers  Association’s  Foun- 
dation Faculty  Development  Awards  in  Basic  Phar- 
macology. He  also  holds  a current  Research  Scientist 
Development  Award  from  the  National  Institute  on 
Drug  Abuse. 

Slotkin  received  his  doctorate  degree  in  pharmacol- 
ogy and  toxicology  from  the  University  of  Rochester 
in  New  York  in  1970.  He  worked  as  a postdoctoral 
fellow  in  biochemistry  at  Duke  in  1970,  and  was  ap- 
pointed an  assistant  professor  of  physiology  and 
pharmacology  at  Duke  in  1971.  In  1979,  he  was  ap- 
pointed a full  professor  of  pharmacology. 


A medical  center  researcher  has  received  a $ 1 25 ,000 
grant  from  the  Multiple  Sclerosis  (MS)  Society  to 
study  the  cells  that  may  be  the  major  link  to  MS. 

“The  cause  of  MS  is  unknown,”  said  Dr.  Andrew 
K.  Hodson,  a pediatric  neurologist  whose  main  re- 
search interest  is  brain  development.  “Many  theories 
so  far  are  based  on  animal  models,  but  MS  is  a disease 
unique  to  humans.  Only  by  studying  human  brain 
material  will  we  understand  MS.” 

Hodson  said  researchers  know  that  MS  patients 
show  a loss  of  myelin.  Areas  of  the  brain  damaged  by 
MS  also  show  a loss  of  oligodendrocytes.  Theories 
about  the  cause  of  MS  center  around  myelin  break- 
down, he  said,  and  the  function  of  oligodendrocytes 
may  give  a clue  to  that  breakdown. 

“I'm  specificially  studying  the  role  of  oligodendro- 
cytes,” Hodson  said.  “I  want  to  find  the  answer  to  the 
question,  'Are  you  born  with  abnormality  in  the 
oligodendrocyte  plasma  membrane  that  leads  to  MS?' 
Or  does  a virus  induce  the  change?” 


Dr.  William  G.  Anlyan,  vice  president  for  health 
affairs,  was  chosen  by  the  Durham  Chamber  of  Com- 
merce as  one  of  two  recipients  of  the  Civic  Honor 
Award.  The  presentation  was  made  at  the  chamber’s 
70th  annual  meeting. 
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Before  an  audience  of  about  900  in  Cameron  Indoor 
Stadium,  Anlyan  and  George  R.  Herbert,  president  of 
the  Research  Triangle  Institute,  were  presented  the 
award  by  former  Durham  Mayor  James  Hawkins. 

The  award  is  given  annually  by  the  chamber  to 
recognize  persons  who  have  made  extraordinary 
contributions  to  the  Durham  Community.  Anlyan  was 
cited  for  his  leadership  at  the  medical  center  since 
1964  through  times  of  major  growth  and  development. 
He  was  also  commended  for  his  work  in  the  Durham 
Community,  including  his  help  in  implementing  the 
City  of  Medicine  campaign. 


A medical  center  researcher  is  examining  data  col- 
lected from  30  organ  procurement  centers  throughout 
the  southeast  so  he  can  learn  what  affects  kidney 
transplant  success  rates  when  living  relatives  are  the 
donors. 

Dr.  Fred  Sanfilippo,  director  of  the  medical  center’s 
Transplantation  Laboratory,  hopes  the  study  will 
provide  the  key  to  understanding  what  causes  renal 
transplant  failure  in  these  patients.  He  especially 
wants  to  know  why  blood  transfusions  from  the  kid- 
ney donor  before  surgery  improve  the  acceptance  of 
transplants  from  living  related  donors. 

“A  group  of  researchers  recently  discovered  that 
these  transfusions  increase  the  survival  rate,”  San- 
filippo said.  “It’s  now  becoming  accepted  procedure 
but  we  don’t  know  why  it  works,  and  exactly  what  the 
risks  are.” 

Data  is  collected  prospectively  on  all  patients  ac- 
cepted for  living  related  transplants  in  the  Southeast- 
ern Organ  Procurement  Foundation  (SEOPF).  The 
organization,  which  was  the  first  of  its  kind  in  scope, 
consists  of  39  transplant  centers  in  the  southeast. 

The  immuno-pathologist  said  he  hopes  data  from 
the  study  will  answer  questions  about  recurrent  dis- 
ease among  kidney  failure  patients. 

“At  least  40%  of  persons  in  renal  failure  have  had 
some  form  of  glomerulonephritis,”  he  said.  “Kidney 
transplants  are  still  a relatively  new  procedure,”  he 
said.  “And  we  need  to  systematically  study  those  who 
have  transplants  and  those  who  donate  organs  to  find 
out  what  affects  acceptance.” 


The  Burroughs  Wellcome  Fund  has  provided  major 
support  for  establishing  the  Wellcome  Clinical  Profes- 
sorship in  honor  of  one  of  the  medical  center’s  most 
eminent  cancer  specialists,  Dr.  R.  Wayne  Rundles. 
The  clinical  professorship  will  support  professors  in- 
volved in  cancer  research. 

Rundles,  who  is  a professor  of  medicine  and  former 
head  of  the  hematology  division,  has  been  associated 
with  Burroughs  Wellcome  Company  since  1955.  He 
served  as  a consultant  and  participated  in  the  testing 
and  development  of  several  major  drugs  which  the 
company  now  markets.  He  was  recently  reappointed 
as  a consultant,  following  his  retirement  from  Duke. 

June  1982,  NCMJ 
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Rundles  serves  as  an  advisor  to  the  Burroughs 
Wellcome  Fund. 


Dr.  Stephen  H.  Gehlbach,  associate  professor  in  the 
department  of  Community  and  Occupational  Medi- 
cine, is  author  of  a book.  Interpreting  the  Medical 
Literature:  A Clinician’s  Guide,  published  in  Feb- 
ruary. 


Dr.  Jeffrey  J.  Collings,  associate  professor  of 
surgery  and  assistant  medical  research  professor  of 
microbiology  and  immunology,  has  been  appointed 
co-chairman  of  the  program  committee  for  the  Com- 
prehensive Cancer  Center  seminar  series. 


Dr.  John  L.  Walker,  an  assistant  professor  of  psy- 
chiatry at  Duke  and  a staff  psychiatrist  at  the  Durham 
Veterans  Administration  Medical  Center,  has  written 
a book.  Everybody' s Guide  to  Emotional  Well-Being, 
published  in  April. 

The  220-page  text  “was  written  to  help  people  learn 
how  to  help  themselves  get  help,’’  Walker  said.  The 
psychiatrist  devoted  a substantial  portion  of  the  book 
to  explaining  different  types  of  psychotherapy  and 
how  to  choose  a therapist. 


James  K.  Roche,  assistant  professor  of  medicine, 
received  a $69,863  research  award  from  the  National 
Institute  of  Arthritis,  Diabetes,  Digestive  and  Kidney 
Diseases  to  study  the  immunological  mechanisms  for 
gut  inflammation. 

David  G.  Shand,  professor  and  chief  of  the  division 
of  clinical  pharmacology,  received  a research  grant  of 
$76,926  from  the  National  Heart,  Lung  and  Blood 
Institute.  Shand  is  studying  “Plasma  Binding  and 
Drug  Disposition  in  Health  and  Disease.’’ 

Jenny  P.  Ting  in  the  Department  of  Microbiology 
received  a national  research  service  award  of  $19,040 


from  the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  to  study  neuroim- 
munology. 

Don  R.  Bahner  Jr.  in  the  Pediatric  Pulmonary  Labo- 
ratory received  a $1,500  student  traineeship  award 
from  the  Cystic  Fibrosis  Foundation.  The  title  of 
Bahner’s  project  is  “Sensitivity  of  Pseudomonas 
Aeruginosa  to  CF  Serum  and  Lavage  Effluent.” 

Fearghus  T.  O’Foghludha,  professor  of  radiology, 
received  a $52,281  research  grant  from  the  National 
Cancer  Institute  to  study  the  integral  and  mean  dose  in 
CT  examinations. 

L.  Michael  Cobo,  assistant  professor  of  ophthal- 
mology, received  a research  grant  of  $14,725  from  the 
National  Eye  Institute.  Cobo’s  research  project  is 
“Morphology  of  Post  Surgical  Lens  Capsule  Opacifi- 
cation.” 

Thomas  C.  Vanaman,  director  of  the  Basic  Re- 
search Program  and  professor  of  microbiology,  re- 
ceived a $69,399  research  grant  from  the  National 
Cancer  Institute  to  study  the  biochemistry  of  cellular 
transformation. 

Robert  A.  Rosati,  associate  professor  of  cardiology 
and  director  of  clinical  epidemiology,  received  a spe- 
cialized research  center  grant  of  $929,905  from  the 
National  Heart,  Lung  and  Blood  Institute  for  the  is- 
chemic heart  disease  specialized  center  of  research. 

Gerald  S.  Lazarus,  J.  Lamar  Callaway  Professor 
and  chairman  of  the  division  of  dermatology,  received 
a $1 16,690  research  grant  from  the  National  Institute 
of  Arthritis,  Diabetes,  Digestive  and  Kidney  Diseases 
to  study  the  role  of  proteinases  in  cutaneous  catabo- 
lism. 

Vincent  W.  Dennis,  associate  professor  and  chief  of 
the  division  of  nephrology,  received  an  $87,255  re- 
search grant  from  the  National  Institute  of  Arthritis, 
Diabetes,  Digestive  and  Kidney  Diseases.  The  title  of 
his  project  is  “Transport  and  Metabolism  in  Proximal 
Renal  Tubules.” 

Judith  L.  Swain,  assistant  professor  of  cardiology 
and  physiology,  was  given  a new  investigator  research 
award  of  $34,758  by  the  National  Heart,  Lung  and 
Blood  Institute.  Swain  is  studying  the  role  of  purine 
metabolism  in  myocardial  function. 


MICHEL  de  MONTAIGNE  [1533-1592] 

Whenever  a new  discovery  is  reported  to  the  scientific  world,  they  say  first,  “It  is  probably 
not  true.”  Thereafter,  when  the  truth  of  the  new  proposition  has  been  demonstrated  beyond 
question,  they  say,  “Yes,  it  may  be  true,  but  it  is  not  important.”  Finally,  when  sufficient 
time  has  elapsed  to  fully  evidence  its  importance,  they  say,  “Yes,  surely  it  is  important,  but  it 
is  no  longer  new.” 
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In  Memoriam 


RICHARD  STERLING  KELLY,  JR.,  M.D. 

It  is  with  profound  sorrow  that  we  must  report  the 
untimely  death,  on  2 January  1982,  of  our  colleague, 
Richard  Sterling  Kelly,  Jr.,  M.D. 

Dr.  Kelly  was  born  in  Erwin,  N.C.,  the  eldest  of 
three  children  of  Roberta  Davis  Kelly  and  Richard 
Sterling  Kelly.  He  was  educated  at  Davidson  College 
and  Jefferson  Medical  College  and  was  a Diplomate  of 
The  American  Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  His  distinguished 
career  included  service  as  a medical  officer  in  the 
United  States  Naval  Reserve  during  World  War  II  and 
terms  of  office  as  President  of  the  Cumberland  County 
Medical  Society,  Chief  of  Staff  of  the  Cape  Fear  Val- 
ley Hospital,  Chairman  of  the  Section  on  Pediatrics 
for  the  North  Carolina  Medical  Society,  and  President 
of  the  North  Carolina  Pediatric  Society.  Survivors 
include  his  widow,  Mrs.  Rosalie  Huske  Kelly,  and  his 


children,  Richard  Sterling  Kelly,  III,  of  Greensboro, 
Mrs.  Robin  Kelly  Legg  of  Raleigh,  William  Huske 
Kelly,  Patricia  Andrews  Kelly,  and  John  Worthington 
Kelly  of  the  home. 

Dr.  Kelly  was  engaged  in  the  private  practice  of 
pediatrics  in  Fayetteville  for  thirty  years  during  which 
time  he  cared  for  two  generations  of  well  served  pa- 
tients. His  unfailing  good  humor  endeared  him  to  his 
youthful  patients,  and  his  superb  skills  in  the  practice 
of  pediatrics  won  for  him  the  admiration  and  respect  of 
his  colleagues.  He  was  a man  of  many  interests,  a good 
citizen,  a grand  companion,  a loyal  friend,  and,  most 
especially,  a loving  husband  and  father.  He  is  sadly 
missed  by  his  family,  friends,  and  community  who  can 
be  consoled  in  their  loss  by  the  deep  satisfaction  that 
derives  from  remembering  his  honored  and  useful  life. 

CUMBERLAND  COUNTY 
MEDICAL  SOCIETY 


There  are  some  foods  which  are  extremely  detrimental  and  it  is  proper  for  man  never  to  eat 
them,  such  as  large  salted  old  fish,  old  salted  cheese,  truffles,  mushrooms,  old  salted  meat, 
wine  must,  and  acooked  dish  which  has  been  kept  until  it  acquired  afoul  odor.  Likewise,  any 
food  whose  odor  is  bad  or  excessively  bitter  is  like  a fatal  poison  unto  the  body.  There  are 
other  foods  which  are  also  detrimental  but  are  not  as  injurious  as  the  aforementioned  ones. 
Therefore,  of  these,  one  should  eat  only  a little  and  only  after  [intervals  of]  many  days.  . . . 
Examples  [of  this  type  of  food]  are  large  fish,  cheese,  and  milk  that  is  kept  for  24  hours  after 
milking.  The  meat  of  large  oxen  and  large  he-goats,  beans,  lentils,  peas,  barley  bread, 
unleavened  bread,  cabbage,  leeks,  onions,  garlic,  mustard,  and  radishes  — all  of  these  are 
detrimental  foods. 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 

CPT  Gilmer  M.  Hayes,  MSC 

USAR  AMEDD  Procurement,  5529  Chapel  Hill  Boulevard,  Durham,  NC  27701 

(919)  439-1364/4107 


Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/G  YN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

OB-GYN  needed  for  6-man  multispecialty  group  in  Crossville,  a 
progressive  city  and  vicinity  of  30,000  population  in  East  Tennes- 
see, located  on  Cumberland  Plateau,  along  Interstate  40.  Drawing 
area  of  75,000.  Modern  Clinic  building  adjacent  to  250  bed  accred- 
ited community  hospital.  No  investment  necessary.  Guaranteed 
salary  and  fringe  benefits.  Abundant  recreational  facilities.  CON- 
TACT: Mrs.  Louise  Taylor,  Business  Manager,  Cumberland 
Clinic  Foundation,  301  Hayes  Street,  Crossville,  Tn.  38555  (615) 
484-5171. 

RADIOLOGIST  — BOARD  CERTIFIED  in  Nuclear  Medicine,  ex- 
pertise in  CT,  Ultra-sound,  NM,  hard  worker  seeking  association 
with  growing  group.  Write:  Dr.  Gorbaty,  18155  Altavista,  South- 
field,  Michigan  48075  / (313)  559-4796. 


BC  PEDIATRICIAN,  32,  finishing  military  obligation,  seeks  affilia- 
tion with  pediatric  or  multispecialty  group  in  NC.  Available  July 
1983.  Joseph  Pringle,  4356  Cheviot  Drive,  Charleston,  SC  29405. 

OPENING  FOR  CERTIFIED  FAMILY  PRACTITIONER  to  join 
busy  solo  practitioner  in  Piedmont  North  Carolina.  Excellent  hos- 
pital facilities.  Respond  to  P.O.  Box  271,  Garner,  NC  27529. 

STAFF  PSYCHIATRIST  needed  for  area  mental  health  program 
serving  population  of  112,000.  Responsibilities  will  include  medi- 
cal/clinical supervision  of  area  program  including  psychiatric  in- 
patient services  as  staff  member  of  local  community  hospital.  Sal- 
ary $51,770  plus  compensation  for  after  hour  duty.  Send  resume  to 
Davidson  County  Mental  Health,  205  Old  Lexington  Road, 
Thomasville,  North  Carolina  27360.  Equal  Opportunity  Employer. 

SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDI- 
CAL ISSUES  — 10  day  Caribbean  cruise  departs  July  28,  1982 
(FREE  ROUNDTRIP  AIRFARE  TO  FLORIDA)  visiting  five  pic- 
turesque islands.  14  day  Mediterranean  cruise  departs  August  21, 
1982  visiting  Italy,  Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 
Seminars  led  by  distinguished  professors.  Approved  for  24  CME 
Category  I credits.  Excellent  Fly/Cruise  group  fares  on  finest  ships. 
Both  conferences,  scheduled  prior  to  12/13/80,  conform  to  IRS  tax 
deductibility  requirements  under  1976  Tax  Reform  Act.  Registra- 
tion limited.  For  color  brochures  and  information  contact:  Inter- 
national Conferences,  189  Lodge  Avenue,  Huntington  Station,  NY 
11746.  Phone  (516)  549-0869. 


Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  250  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
Ef.  Sleep  Disturbances 
ffl  Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery. 

Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road 'Statesboro,  Georgia  30458 
91 2-764-6236»JCAH  Accredited 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 
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TOBRK..YOU  KNOW  IT’S  REALIY 
p ‘ "1X1ETY  SYMPTOMS 

His  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

Bor  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


• 

Please  see  summary  of  product  information  on  the  following  page. 


VALlUM(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety-  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  Individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q i d , alcoholism,  10  mg  t.i.d.  or  q.i  d.  In 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d 
or  q i d , adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d . to  q i d Geriatric  or  debilitated  patients:  2 to  21/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children.  1 to  2'/2  mg  t.i.d. 
or  q i d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white,  5 mg,  yellow.  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25. t 
and  in  boxes  containing  10  strips  of  lO.i 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  Third  Street  Phone  No.  704-332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 

David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 

James  O.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 
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NOW  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST*  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
and  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TESTs  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 


include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs).  Fasciola  hepatica 
(eggs),  Trichostrongylus  orientalis 
(eggs),  and  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Test  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
ather  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

chronic  Diarrhea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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IIP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


Officers 

1982-1983  North  Carolina  Medical  Society 


President  Marshall  S.  Redding,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909 

President-Elect Jack  Hughes,  M.D. 

923  Broad  St..  Durham  27705 

First  Vice-President John  W.  Foust,  M.D. 

3535  Randolph  Rd..  Charlotte  28222 

Second  Vice-President  Ira  M.  Hardy,  M.D. 

125  Moye  Blvd.,  Greenville  27834 

Secretary John  T.  Dees.  M.D. 

P.O.  Box  815.  Burgaw  28425 

Speaker Henry  J.  Carr,  Jr.,  M.D. 

603  Beaman  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St..  Shelby  28150 

Past-President  Josephine  E.  Newell,  M.D. 

Raleigh  Townes,  Apt.  47,  525  Wade  Ave.,  Raleigh  27605 

Executive  Director William  N.  Hilliard 

22  N.  Person  St.,  Raleigh  27611 


Councilors  and  Vice-Councilors  — 1982-1983 

First  District  Robert  E.  Lane,  M.D. 

Chowan  Med.  Ctr.,  Edenton  27932  (1983) 
Vice-Councilor James  M.  Watson,  M.D. 

1134  N.  Road  St..  Elizabeth  City  27909  (1983) 

Second  District  Alfred  L.  Ferguson,  M.D. 

6 Doctors  Park.  Stantonsburg  Rd.,  Greenville  27834  (1985) 
Vice-Councilor Charles  L.  Herring,  M.D. 

310  Glenwood  Ave.,  Kinston  28501  (1985) 

Third  District R.  Bertram  Williams,  Jr.,  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1985) 
Vice-Councilor Charles  L.  Garrett,  Jr..  M.D. 

P.O.  Box  1358.  Jacksonville  28540  (1985) 

Fourth  District Robert  H.  Shackelford.  M.D. 

238  Smith  Chapel  Rd..  Mt.  Olive  28365  (1983) 
Vice-Councilor  Lawrence  M.  Cutchin.  Jr.,  M.D. 

P.O.  Box  40.  Tarboro  27886  (1983) 

Fifth  District Bruce  B.  Blackmon.  M.D. 

P.O.  Box  8.  Buies  Creek  27506  (1984) 
Vice-Councilor Giles  L.  Cloninger.  Jr.,  M.D. 

115  Main  St..  Hamlet  28345  (1984) 

Sixth  District W.  Beverly  Tucker.  M.D. 

Ruin  Creek  Rd..  Henderson  27536  (1983) 
Vice-Councilor C.  Glenn  Pickard,  Jr.,  M.D. 

N.C.  Memorial  Hospital.  Chapel  Hill  27514  (1983) 
Seventh  District James  B.  Greenwood,  Jr..  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1984) 
Vice-Councilor Thomas  L.  Dulin,  M.D. 

P.O.  Box  220892.  Charlotte  28222  (1984) 

Eighth  District Shahane  R.  Taylor.  Jr..  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1985) 
Vice-Councilor John  A.  Fagg,  M.D. 

2901  Maplewood  Ave.,  Winston-Salem  27103  (1985) 

Ninth  District  Benjamin  W.  Goodman,  M.D. 

24  Second  Ave..  N.E.,  Hickory  28601  (1985) 
Vice-Councilor Donald  D.  McNeill,  Jr..  M.D. 

502  Tremont  Park  Dr.,  Lenoir  28645  (1985) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clinic,  Doctors  Dr.,  Asheville  28801  (1984) 
Vice-Councilor George  W.  Brown,  M.D. 

102  Brown  Ave..  Hazelwood  28738  (1984) 


Section  Chairmen  — 1982-1983 

Allergy  & Clinical  Immunology J.  A.  Bardelas,  M.D. 

624  Quaker  Lane.  High  Point  27262 

Anesthesiology J.  LeRoy  King,  M.D. 

3600  New  Bern  Ave.,  Raleigh  27610 


Dermatology W.  Stacey  Miller,  M.D. 

3801  Computer  Dr..  Raleigh  27609 

Emergency  Medicine  E.  Jackson  Allison,  Jr..  M.D. 

Pitt  County  Mem.  Hosp..  Dept,  of  EM,  Greenville  27834 

Family  Practice Robert  G.  Townsend,  Jr..  M.D. 

Box  666,  405  S.  Main  St.,  Raeford  28376 

Internal  Medicine  William  R.  Bullock,  M.D. 

217  Travis  Avenue,  Charlotte  28204 

Neurological  Surgery  Robert  E.  Price,  Jr.,  M.D. 

1830  Hillandale  Rd..  Durham  27705 

Neurology  (6  Psychiatry R.  Jackson  Blackley,  M.D. 

325  N.  Salisbury  St.,  Raleigh  2761 1 

Nuclear  Medicine William  McCartney,  M.D. 

N.C.  Memorial  Hosp.,  Dept,  of  Nuclear  Medicine, 

Chapel  Hill  27514 

Obstetrics  <&  Gynecology  . . Walter  C.  Hollingsworth.  M.D. 
1928  Randolph  Rd..  Charlotte  28207 

Ophthalmology Edward  K.  Isbey,  Jr..  M.D. 

495  Biltmore  Ave..  Asheville  28801 

Orthopaedics Richard  N.  Wrenn,  M.D. 

1822  Brunswick  Avenue,  Charlotte  28207 

Otolaryngology  & Maxillofacial 

Surgery  W.  Frederick  McGuirt.  M.D. 

Bowman  Gray  Sch.  of  Medicine,  Winston-Salem  27103 

Pathology Ron  Edwards,  M.D. 

3000  New  Bern  Ave.,  Raleigh  27610 

Pediatrics  David  T.  Tayloe,  M.D. 

608  E.  12th  St..  Washington  27889 
Plastic  & Reconstructive 

Surgery Andrew  W.  Walker,  M.D. 

2215  Randolph  Rd.,  Charlotte  28207 

Public  Health  & Education  Verna  Y.  Barefoot.  M.D. 

2504  Old  Cherry  Point  Rd..  New  Bern  28560 

Radiology  Luther  E.  Barnhardt,  Jr.,  M.D. 

Executive  Park,  Ste.  203.  Asheville  28801 

Surgery  Carl  A.  Sardi,  M.D. 

Climax  27233 

Urology Donald  T.  Lucey.  M.D. 

P.O.  Box  17908,  Raleigh  27619 


Delegates  to  the  American  Medical  Association 

James  E.  Davis.  M.D.,  2609  N.  Duke  St.,  Ste.  402.  Durham  27704 
— 2-year  term  (January  I.  1983-December  3 1 , 1984) 

John  Glasson .M.D..  2609  N . Duke  St . , Ste . 30 1 . Du rham  27704  — 
2-year  term  (January  I.  1983-December  31 , 1984) 

Frank  R.  Reynolds.  M.D..  1613  Dock  St..  Wilmington  28401  — 
2-year  term  (January  I,  1983-December  3 1 . 1984) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  1,  1982-December  31,  1983) 
Jesse  Caldwell.  Jr..  M.D.,  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  I,  1982-December  3 1 , 1983) 


Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes,  Jr..  M.D.,  Duke  Med.  Ctr.,  Box  2914,  Durham 
27710  — 2-year  term  (January  1.  1983-December  31,  1984) 

D.  E.  Ward.  Jr.,  M.D..  2604  N.  Elm  St..  Lumberton  28358  — 
2-year  term  (January  1,  1982-December  31 , 1983) 

Frank  Sohmer.  M.D.,  2240  Cloverdale  Ave..  Ste.  88.  Winston- 
Salem  27103 — 2-year  term  (January  I,  1983-December  31,  1984) 
Thomas  B.  Dameron,  Jr..  M.D.,  P.O.  Box  10707.  Raleigh  27605 
— 2-year  term  (January  1,  1982-December  3 1 . 1983) 

Josephine  E.  Newell,  M.D. . Raleigh  Townes,  Apt.  47,  525  Wade 
Ave.,  Raleigh  27605  — 2-year  term  (January  1.  1982-December 
31,  1983) 
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The  Official 

North  Carolina  Medical  Society 
Disability  Income  Program 

Since  1939 

Its  Advantages  Are  Clear 

The  only  continuous  Disability  Plan  for  over  40  years  — Same  Carrier  (Continental 
Insurance  Co.  of  N.Y.)  also  underwrites  over  100  other  state  professional  societies. 
Same  Professional  Administrator  (Crumpton  Co.  of  Durham,  N.C.)  who  also  serves 
the  other  major  professions  in  N.C. 

Where  established  Record  of  personal  claim  service  to  Society  members  is  well 
known!  Our  best  references  come  from  our  doctors,  C.P.A.’s  and  attorneys.  Over 
one  million  dollars  paid  to  disabled  N.C.  physicians  over  the  past  several  years. 

Extremely  liberal  contracts  — Liberal  Definitions  as  to  disability  — No  Medical 
exams  — No  integration  with  other  insurance  — No  income  restrictions  — 
Guaranteed  Renewable  contracts  — wide  range  of  options  on  Benefits  — waiting 
periods  — Residual  — including  clinic  group  coverage  for  all  employees!! 

Lastly,  Economy  of  Premium  continues  to  be  an  important  reason  for  participation 
in  your  Sponsored  Society  plan.  This  results  from  high  group  participation  and 
Society  support! 

These  are  just  a few  of  the  salient  points  why  we  continue  to  be  the  recognized 
source  for  quality  Disability  Income  coverage  by  both  doctors  and  professional 
financial  advisors  throughout  N.C. 

For  Information  or  Personal  Assistance  Please  Write  or  Call  Toll  Free 


J.  L.  & J.  Slade  Crumpton,  Ine. 

Professional  Group  Insurance  Brokers 

P.O.  Box  8500  — Academy  Center 
Durham,  N.C.  27707 
919-493-2441  — 1-800-672-1674 


Approved  Insurers  to: 

N.C.  Medical  — N.C.  Dental  — N.C.  Bar  Groups  — N.C.A.I.A.'s  — N.C.  Engineers  — N.C.C.P.A.’s 
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PHYSICIAN  OWNED  in  the 
PHYSICIAN’S  INTEREST 


North  Carolina’s  LARGEST  insuror  of  physicians’  and  surgeons’  professional 
liability  in  the  private  practice  market  offering  our  insured: 

— availability  of  limits  up  to  $5,000,000 

— experienced  judicious  claims  service 

— active  malpractice  prevention/occurrence  management  program 

— participation  in  the  company  through  a Board  of  Directors  elected  entirely 
by  policyholders  and  guaranty  capital  holders 

— many  other  advantages 


Medical  Mutual  Insurance  Company 
of  North  Carolina 
and  MEDICAL  INSURANCE  AGENCY 
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222  N.  Person  Street,  P.O.  Box  27444  • Raleigh,  North  Carolina  2761 1 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 
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What  started  out  to  be  a very  slow  month  has  become  increasingly  busy.  All  the  Commissioner 
and  most  of  the  Committee  Chairmen  have  been  appointed.  The  nominations  for  committee 
representatives  will  be  out  shortly  and  in  some  cases  have  already  been  assigned.  I think 
everyone  should  have  the  once  in  a lifetime  experience  of  trying  to  reach  two  or  three 
hundred  very  busy  doctors  on  the  phone  to  discuss  committee  memberships  and  Medical  Society 
business.  I either  can't  get  anyone  on  the  phone  at  a given  time  or  three  calls  at  once. 
It's  a real  educational  experience. 


The  AMA  Meeting  in  June  was  held  in  Chicago  and  William  Y.  Rial,  M.D.,  of  Swarthmore, 
PA.,  was  installed  as  the  AMA's  137th  President.  Dr.  Jim  Davis  did  an  expert  job  at  con- 
ducting much  of  the  House  of  Delegates  business  during  the  three  meetings  and  our  congrat- 
ulations go  to  Jim  for  his  re-election  as  Vice-Speaker  of  the  House.  We  wish  him  continued 
success . 


The  House  of  Delegates  endorsed  a Board  of  Trustees  plan  to  develop  a national  health 
policy  that  will  be  designed  to  function  through  the  foreseeable  future  and  give  the  health 
sector  the  opportunity  to  abandon  the  "year-to-year,  piecemeal  development  of  policy  that 
responds  only  to  the  pressures  of  the  moment".  The  program,  in  which  a variety  of  other 
organizations  will  be  asked  to  join,  was  first  reported  at  the  1982  National  Leadership 
Conference.  In  other  developments,  a proposal  to  revive  the  general  internship  as  the 
transition  year  between  medical  school  and  residency  was  adopted  by  the  House  as  part 
of  the  move  to  assure  that  every  physician  will  have  received  broad-based  clinical  train- 
ing before  he  or  she  enters  a specialty.  The  AMA  also  recommends  a $30  increase  in  regular 
membership  dues  beginning  in  1983. 

'uong  other  actions,  the  AMA  approved  the  American  Society  of  Cytology  for  specialty  soc- 
iety representation  in  the  House  of  Delegates.  Dr.  William  W.  Johnson  of  the  Duke  Universit 
Medical  Center  was  seated  as  the  official  delegate  for  the  Society.  We  welcome  Dr.  Johnson 
to  fellowship  with  the  other  seven  North  Carolinians  serving  in  the  House,  five  State 
Society  delegates  and  two  specialty  society  delegates  from  our  state. 

Dr.  John  Glasson  was  unsuccessful  in  his  attempt  for  election  to  a position  on  the  Board 
of  Trustees  of  the  AMA.  John's  campaign  was  hard  fought  and  well  executed  but  the  competi- 
tion was  very  stiff.  John  has  been  a powerful  force  as  Chairman  of  the  AMA  Council  on 
Medical  Service,  and  we  wish  him  success  in  the  future. 

I am  very  pleased  to  announce  a major  achievement  for  our  North  Carolina  Medical  Society 
Auxiliary  at  the  recent  Annual  Meeting  of  the  AMA  Auxiliary.  The  Tar  Heel  Tandem  won  first 
place  for  the  State  Magazine  with  a budget  of  $5, ,001  or  more,  and  it  also  won  the  TOP 
award  for  the  most  outstanding  publication  in  the  country.  Also,  one  of  our  more  outstand- 
ing members  was  elected  to  the  Nominating  Committee  by  the  AMA  Auxiliary's  House  of  Dele- 
gates. Mrs.  Anne  Hubbard,  Immediate  Past-President  of  the  Medical  Auxiliary  will  fill 
this  post  and  make  us  all  proud  as  she  continues  her  vigorous  support  of  our  Society. 

The  1981  Session  of  the  N.  C.  General  Assembly  adjourned  on  Wednesday,  June  23.  Highlight 
of  the  special  session  for  medicine  was  consideration  in  the  House  of  Representatives 
tf  S.B.-411,  "An  Act  to  Redefine  the  Practice  of  Chiropractic".  I am  pleased  to  report 
that  the  Committee  on  Legislation,  ably  chaired  by  Don  C.  Chaplin,  M.D.,  was  successful 
in  having  this  legislation  referred  to  a subcommittee  of  the  House  Health  Committee  where 


it  died.  Several  members  of  the  committee  played  key  roles  in  keeping  the  Chiropractic 
Bill  from  being  epacted  this  year.  Read  the  Legislative  Summary  which  is  included  with 
this  Newsletter  for  a complete  summary  of  this  legislative  action. 

Other  legislative  action  included  a new  fee  schedule  for  physicians  in  the  Medicaid 
Program,  and  a new  Pharmacy  Practice  Act.  Details  of  this  legislation  is  contained  in 
the  1982  Legislative  Summary  enclosed  with  this  mailing.  Barbara  Matula,  Director  of  the 
Division  of  Medical  Services  made  a most  dynamic  presentation  to  increase  fees  paid  under  ] 
the  Medicaid  Program  to  physicians.  The  Appropriations  Committee  ultimately  adopted  those 
proposals . 

The  new  North  Carolina  State  Employees ' Health  Plan,  to  be  implemented  on  October  1,  1982, 
was  adopted  by  the  N.  C.  General  Assembly  only  hours  before  its  adjournment.  Benefits 
criteria  were  previously  developed  by  the  William  M.  Mercer  Co.,  at  the  direction  of  a 
Joint  Committee  of  the  Senate  and  House.  On  June  24,  1982,  North  Carolina  Budget  Officer 
John  A.  Williams,  Jr.,  awarded  the  Administrative  Services  only  contract  to  EDS  Federal 
Corp.  Letters  concerning  the  Second  Surgical  Opinion  Program,  an  integral  part  of  the 
Health  Plan,  will  be  mailed  to  all  North  Carolina  surgeons  by  July  15.  You  must  return 
the  postage-paid  business  reply  card  promptly  if  you  are  to  participate  in  this  Health 
Plan  which  will  service  approximately  one-tenth  of  the  State's  population. 

A weekend  retreat,  August  20-22,  will  be  held  by  the  Society's  Committee  on  Physicians' 
Health  & Effectiveness  at  Appalachian  State  University's  Center  for  Continuing  Education, 
Boone.  Prominent  speakers  will  present  their  programs  for  treatment  of  alcoholism,  drug 
abuse,  and  emotional  illness.  Additional  information  about  the  program  can  be  obtained 
by  contacting  Theodore  R.  Clark,  M.D.,  Pinehurst  or  from  the  Society  headquarters. 

For  my  recognition  this  month  of  a Living  Past-President,  I've  turned  to  the  1970-71  pre-  | 
sidential  year  of  Dr.  Louis  deS.  Shaffner,  whose  year  included  the  headquarters  office 

move  into  the  Society  Building  in  February  1971.  In  his  President's  Farewell  Address  May  18 

1981,  entitled  "Speaking  for  Us,"  Dr.  Shaffner  focused  on  Speaking  to  the  Public,  Setting 
Policy,  Service  to  Members,  and  Planning  for  Change.  His  several  comments  about  "Change" 
sound  very  apropo^  today:  "'Change'  is  a popular  word  these  days.  You  have  heard  it  often,] 
even  from  me,  and  it  has  implied  a vague  but  irresistible  force  that  we  all  must  reckon 

with  more  so  now  than  ever  before.  'Planning'  is  a word  that  brings  up  visions  of  vague, 

inefficient  activity  by  groups  with  divergent  interests  drawn  together  by  the  lure  of 
government  money  or  the  mandate  of  law.  Neither  word  is  appealing  to  us  in  these  contexts. 
But  consider  them  in  a different  way. 

Change  which  is  forced  upon  us  by  someone  else's  planning,  we  call  'interference,'  but 
change  which  we  inititate  from  our  own  planning  we  call  'progress'.  To  changes  from  with-  , 
out,  we  have  been  resistant;  to  changes  from  within,  we  have  been  enthusiastic.  My  plea 
last  year  was,  and  it  still  is,  that  we  insist  on  participating  actively  in  planning  for 
the  changes  evolving  in  our  medical  care  system.  In  that  way,  we  may  be  less  resistant 
to,  if  not  enthusiastic  about  the  changes  we  help  to  make." 

In  conclusion,  Dr.  Shaffner  stated,  "As  a member,  when  speaking  about  our  Society,  or 
to  our  Society,  don't  knock  it  or  abandon  it  because  of  its  faults.  Rather  speak  to  it 
constructively,  speak  about  it  optimistically,  help  it  to  continue  to  speak  with  a united 
voice  to  the  public,  help  it  with  your  time  and  effort  to  speak  helpfully  to  us.  For, 
after  all,  in  speaking  to  this  Society,  we  as  individual  members  are  also  speaking  for 
us." 

Sincerely  yours,  ^ 

7^ - A . /**£>. 

Marshall  S.  Redding,  M.IK 

President 


Campaign  '82: 

The  NC  Primary  Elections 

The  following  candidates  have  received  the  nomination  of  their  respective  parties 
for  the  general  election  to  be  held  Tuesday,  November  2,  1982. 

Two  physicians  will  be  on  the  ballot  in  the  fall:  William  T.  Grimsley  (D  - 

House  29th  District)  and  Thomas  D.  Ghent  (R  - Senate  22nd  District) . 

An  asterisk  indicates  MEDPAC  endorsement  for  the  primary  election  (The  October 
BULLETIN  will  list  endorsements  for  the  fall  campaign.),  RO  indicates  a possible 
runoff  to  be  held  July  27,  and  I indicates  incumbent. 

DEMOCRATS  REPUBLICANS 

U.S.  HOUSE 

1st  District  - Beaufort,  Bertie,  Camden,  Carteret,  Chowan,  Craven,  Currituck, 

Dare,  Gates,  Greene,  Hertford,  Hyde,  Lenoir,  Martin,  Northampton,  Pamlico, 
Pasquotank,  Perquimans,  Pitt,  Tyrrell,  and  Washington 

^Walter  B.  Jones  (I)  James  McIntyre 

2nd  District  - Caswell,  Durham,  Edgecombe,  Granville,  Halifax,  Johnston  (part) , 
Nash,  Person,  Vance,  Warren,  and  Wilson 

H.  M.  "Mickey"  Michaux  F.  Douglas  Biddy 

(RO)  (RO) 

*1.  T.  "Tim"  Valentine  John  W.  "Jack"  Marin 

3rd  District  - Bladen,  Duplin,  Harnett,  Johnston  (part),  Jones,  Lee,  Moore  (part), 
Onslow,  Pender,  Sampson,  and  Wayne 

Charles  0.  Whitley  (I)  "Red"  McDaniel 

4th  District  - Chatham,  Franklin,  Orange,  Randolph,  and  Wake 

Ike  F.  Andrews  (I)  William  W.  Cobey 

5th  District  - Alexander,  Alleghany,  Ashe,  Forsyth,  Rockingham,  Stokes,  Surry, 
and  Wilkes 

^Stephen  L.  Neal  (I)  Anne  B.  Bagnal 

6th  District  - Alamance,  Davidson,  and  Guilford 

Eugene  Johnston  (I)  Robin  Britt 

7th  District  - Brunswick,  Columbus,  Cumberland,  New  Hanover,  and  Robeson 
*Charles  G.  Rose,  III  (I)  Ed  Johnson 

8th  District  - Anson,  Cabarrus,  Davie,  Hoke,  Montgomery,  Moore  (part) , Richmond, 
Rowan,  Scotland,  Stanly,  Union,  and  Yadkin  (part) 

*William  G.  Hefner  (I)  Harris  D.  Blake 

9th  District  - Iredell,  Lincoln,  Mecklenburg,  and  Yadkin  (part) 

Preston  Cornelius  Jim  Martin  (I) 

10th  District  - Avery  (part),  Burke,  Caldwell,  Catawba,  Cleveland,  Gaston,  and 
Watauga 

James  Broyhill  (I) 

11th  District  - Avery  (part),  Buncombe,  Cherokee,  Clay,  Graham,  Haywood,  Henderson, 
Jackson,  McDowell,  Macon,  Madison,  Mitchell,  Polk,  Rutherford,  Swain,  Transylvania, 
and  Yancey 


*James  M.  Clarke 


William  F.  Hendon  (I) 


STATE  SENATE 


1st  District  - 1 seat  - Beaufort  (part),  Camden,  Currituck,  Dare,  Hyde,  Pasquotank, 
Perquimans,  Tyrrell,  and  Washington  (part) 

*Melvin  R.  Daniels  (I) 

2nd  District  - 1 seat  - Bertie,  Chowan,  Edgecome  (part).  Gates,  Halifax  (part), 
Hertford,  Martin  (part),  Northampton,  and  Washington  (part) 

J.  J.  "Monk"  Harrington  (I) 


3rd  District  - 1 seat  - 
Joseph  E.  Thomas  (I) 

Carteret,  Craven,  and  Pamlico 

4th  District  - 1 seat  - 

Onslow 

*A.  D.  Guy  (I) 

Margo  Tuma 

5th  District  - 1 seat  - 
Harold  W.  Hardison  (I) 

Duplin,  Jones,  Lenoir,  and  Pender  (part) 

6th  District  - 1 seat  - 

Edgecombe  (part),  Halifax  (part),  and  Warren 

Julian  R.  Allsbrook  (I)  John  J.  Hawkins 


7th  District  - 1 seat  - 

New  Hanover  and  Pender  (part) 

William  K.  Hobbs,  Jr. 

J.  A.  Wright  (I) 

8th  District  - 1 seat  - 
Henson  P.  Barnes  (I) 

Greene  and  Wayne 

9th  District  - 1 seat  - 

Beaufort  (part),  Martin  (part),  and  Pitt 

*Vemon  E.  White  (I) 

Sallie  C.  Keel 

10th  District  - 1 seat  - 

- Nash  (part)  and  Wilson 

Dallas  L.  Alford,  Jr.  (I) 


11th  District  - 1 seat  - 
*James  D.  Speed  (I) 

- Franklin,  Nash  (part),  Vance  and  Wake  (part) 

12th  District  - 2 seats  - Cumberland  (part) 


* Anthony  E.  Rand 
*Lura  Tally 

John  Keefe 

13th  District  - 2 seats  - Durham,  Granville,  Orange  (part) , and  Person 
*Kenneth  C.  Royall,  Jr.  (I) 

*William  G.  Hancock,  Jr.  (I) 

14th  District  - 3 seats  - Harnett,  Lee,  and  Wake  (part) 


*Joseph  E.  Johnson  (I) 

Robert  A.  Hassell 

*Wilma  Woodard 

C.  S.  McGee 

Casper  Holroyd,  Jr. 
(R0) 

William  W.  Staton 

Richard  C.  Titus 

15th  District  - 1 seat  - 

• Johnston  and  Sampson 

Robert  D.  Warren  (I) 

John  D.  Johnson 

16th  District  - 2 seats 

- Chatham,  Moore,  Orange  (part) , and  Randolph 

Wanda  Hunt 
Russell  Walker  (I) 


P.  H.  Craig 
Alan  V.  Pugh 


17th  District  - 2 seats  - Anson,  Montgomery,  Richmond,  Scotland,  Stanly,  and  Union 


Robert  B.  Jordan,  III  (I)  Frank  Jordan 

Aaron  W.  Plyler  (I) 


18th  District  - 1 seat  - 

Bladen,  Brunswick,  Columbus,  and  Cumberland  (part) 

R.  C.  Soles,  Jr.  (I) 

J.  Frank  Merritt 

19th  District  - 1 seat  - 

■ Forsyth  (part)  and  Guilford  (part) 

Elton  Edward 

Walter  C.  Cockerham  (I) 

20th  District  - 2 seats 

- Forsyth  (part) 

*Richard  W.  Barnes 

John  J.  Cavanagh,  Jr.  (I) 

Marvin  Ward  (I) 

Odell  C.  Reid 

21st  District  - 1 seat  - 

Alamance  and  Caswell 

Wiley  P.  Wooten 

Cary  Allred  (I) 

22nd  District  - 4 seats 

- Cabarrus  and  Mecklenburg 

Cecil  R.  Jenkins,  Jr. (I)  L.  E.  Harris 

*Craig  Lawing  (I)  *Thomas  D.  Ghent,  M.D 

James  K.  Polk  Kenneth  R.  Harris 

*Benjamin  T.  Tison 


23rd  District  - 2 seats 

- Davidson,  Davie,  and  Rowan 

Jack  Childers 

Gilbert  Lee  Boger  (I) 

Robert  M.  Davis 

Paul  S.  Smith  (I) 

24th  District  - 2 seats 

- Alleghany,  Ashe,  Rockingham,  Stokes,  Surry,  and  Watauga 

Conrad  R.  Duncan,  Jr.  (I)  Ernest  E.  Inman 

George  W.  Marion,  Jr.  (I)  William  E.  Wilson 


25th  District  - 3 seats 

- Cleveland,  Gaston,  Lincoln,  and  Rutherford 

*011ie  Harris  (I) 

*Helen  Rhyne  Marvin  (I) 
^Marshall  A.  Rauch  (I) 

Walter  H.  Windley,  III 

26th  District  - 2 seats 

- Alexander,  Catawba,  Iredell,  and  Yadkin 

Phil  L.  Segrave 

T.  Cass  Ballenger  (I) 

William  W.  Redman,  Jr.  (I) 

27th  District  - 2 seats 

- Avery,  Burke,  Caldwell,  Mitchell,  and  Wilkes 

James  H.  Edwards 

Donald  R.  Kincaid  (I) 

J.  Wade  Walsh 

Harold  A.  Baker  (I) 

28th  District  - 2 seats 

- Buncombe,  McDowell,  Madison,  and  Yancey 

Robert  S.  Swain  (I) 
Dennis  Winner 

Thomas  L.  Jones 

29th  District  - 2 seats  - Cherokee,  Clay,  Graham,  Haywood,  Henderson,  Jackson, 
Macon,  Polk,  Swain,  and  Transylvania 

Joe  H.  Palmer  (I)  Robert  D.  Carpenter 

R.  P.  Thomas  (I)  Walt  Sheppard,  Jr. 

30th  District  - 1 seat  - Hoke  and  Robeson 


David  R.  Parnell 


31st  District  - 1 seat  - Guilford  (part) 
William  N.  Martin 


Nancy  J.  R.  Wells 


32nd  District  - 1 seat  - Guilford  (part) 

Rachel  G.  Gray  (I)  Wendell  H.  Sawyer 

STATE  HOUSE 

1st  District  - 2 seats  - Camden,  Chowan,  Currituck,  Dare,  Gates  (part),  Pasquotank, 
Perquimans,  Tyrrell,  and  Washington  (part) 

Charles  D.  Evans  (I) 

Vernon  G.  James  (I) 

2nd  District  - 1 seat  - Beaufort,  Hyde,  and  Washington  (part) 

^Howard  B.  Chapin  (I)  John  A.  Wilkinson 

(RO) 

Richard  W.  Tripp 

3rd  District  - 3 seats  - Craven,  Lenoir,  and  Pamlico 

Gerald  L.  Anderson  (I)  John  W.  Gooding 

*Chris  S.  Barker,  Jr.  (I) 

*Daniel  T.  Lilley  (I) 

4th  District  - 3 seats  - Carteret  and  Onslow 

*Bruce  Ethridge  (I) 

* J.  Paul  Tyndall 

G.  Malcolm  Fulcher,  Jr.  (I) 

(RO) 

J.  F.  Mohn,  Sr. 

5th  District  - 1 seat  - Bertie  (part).  Gates  (part),  Hertford  (part),  and  Northampton 
C.  Melvin  Creecy  (I)  Russell  H.  Johnson,  Jr. 

6th  District  - 1 seat  - Bertie  (part) , Hertford  (part) , Martin  (part) , and  Pitt  (part) 
*John  B.  Gillam,  III  (I) 

7th  District  - 1 seat  - Halifax  (part),  Martin  (part),  and  Warren  (part) 

Frank  W.  Ballance,  Jr. 

8th  District  - 4 seats  - Edgecombe,  Nash,  and  Wilson 
*Allen  C.  Barbee  (I) 

Jeanne  Fenner  (I) 

Tom  Matthews 
J.  L.  Mavretic  (I) 

9th  District  - 2 seats  - Greene  and  Pitt  (part) 

Sam  D.  Bundy  (I) 

Edward  N.  Warren  (I) 

10th  District  - 1 seat  - Duplin  and  Jones 
Wendell  H.  Murphy 

11th  District  - 2 seats  - Wayne 


*Richard  R.  Grady  (I) 
*Martin  Lancaster  (I) 


12th  District  - 2 seats  - Bladen,  Pender  (part) , and  Sampson 


*Edward  C.  Bowen 
*G. Ronald  Taylor  (I) 

13th  District  - 2 seats  - New  Hanover  (part) 

*Harry  E.  Payne  (I) 

Thomas  E.  Hodges,  Jr. 

14th  District  - 1 seat  - Brunswick,  New  Hanover  (part) , and 
*Tom  Rabon,  Jr.  (I) 

15th  District  - 1 seat  - Columbus 
Richard  Wright  (I) 

16th  District  - 3 seats  - Hoke,  Robeson,  and  Scotland  (part) 
Daniel  H.  Devane 
William  C.  Gay  (I) 

Sidney  A.  Locks  (RO  for  all) 

Bernard  Lowry 
John  T.  Wellington 
John  C.  Hasty 

17th  District  - 2 seats  - Cumberland  (part) 

C.  R.  Edwards 
Luther  R.  Jeralds 

18th  District  - 3 seats  - Cumberland  (part) 

*William  E.  Clark  (I) 

*R.  D.  Beard  (I) 

Henry  M.  Tyson  (I) 

19th  District  - 2 seats  - Harnett  and  Lee 
Bob  R.  Etheridge  (I) 

*Dennis  A.  Wicker  (I) 

20th  District  - 2 seats  - Franklin  and  Johnston 
*John  M.  Radford  (I) 

Barney  P.  Woodard 

21st  District  - 6 seats  - Wake 
*Allen  Adams  (I) 

*Daniel  T.  Blue  (I) 

*Ruth  E.  Cook  (I) 

*Aaron  E.  Fussell  (I) 

*Marvin  D.  Musselwhite  (I) 

^Margaret  Stamey 

22nd  District  - 3 seats  - Caswell,  Granville,  Halifax  (part) 
and  Warren 

James  W.  Crawford,  Jr. 

*John  T.  Church  (I) 

*William  T.  Watkins  (I) 


Sue  T.  Dean 

*S.  Thomas  Rhodes  (I) 

Pender  (part) 

Shirley  C.  Babson 


John  L.  Carter,  III 
Louis  A.  Waple 


Lenora  Evans 
Phillip  Matthews 
Thomas  P . McNamara 
Carol  Nemitz 
Ernest  C.  Pearson 

, Person,  Vance, 


23rd  District  - 3 seats  - Durham 


*George  W.  Miller,  Jr.  (I) 
*W.  Paul  Pulley  (I) 
*Kenneth  B.  Spaulding  (1) 


24th  District  - 2 seats  - Chatham  )part)  and  Orange 
Anne  Barnes 


Joe  Hackney  (I) 

25th  District  - 4 seats  - Alamance,  Rockingham,  and  Stokes  (part) 


*Bertha  B.  Holt  (I) 

*John  M.  Jordan  (I) 

*Robert  L.  McAlister  (I) 

*Timothy  H.  McDowell  (1) 

26th  District  - 1 seat  - Guilford  (part)  and 
Herman  C.  Gist 

27th  District  - 3 seats  - Guilford  (part) 
Thaddeus  A.  Adams,  III 
Ralph  P.  Edwards  (I) 

Mary  P.  Seymour  (I) 


Tommye  Allred 
Robert  L.  Simpson 

Randolph  (part) 

Wesley  Clark 

*J.  Howard  Coble  (I) 
Margaret  P.  Keesee  (I) 
Richard  J.  Bryan 


28th  District  - 2 seats  - Guilford  (part) 

*Mary  Jarrell  Dorothy  R.  Burnley  (I) 

Wilbur  T.  Amaker  Phillip  Cates 

(RO) 

Phillip  R.  Dixon 


29th  District  - 1 seat  - Forsyth  (part)  and  Guilford  (part) 

*William  T.  Grimsley,  M. D.  William  H.  Anderson 


30th  District  - 1 seat  - Chatham  (part)  and  Randolph  (part) 

Ralph  Bulla  Frank  Redding 


31st  District  - 1 seat  - Moore 
*T.  Clyde  Auman 

32nd  District  - 1 seat  - Richmond  and  Scotland  (part) 

*Thomas  B.  Hunter  (I) 

(RO) 

Hugh  Lee 

33rd  District  - 1 seat  - Anson  and  Montgomery 
Foyle  Hightower,  Jr. 

34th  District  - 4 seats  - Cabarrus,  Stanly,  and  Union 
Joe  R.  Hudson 
*Dwight  W.  Quinn  (I) 

^Robert  L.  Slaughter 
*Betty  Dorton  Thomas  (I) 


James  M.  Craven 


Walter  C.  Kelly 


Ellis  Almond 
James  C.  Johnson,  Jr. 
Coy  C.  Privette 
Robert  E.  Martin,  Jr. 


35th  District  - 2 seats  - Rowan 


Francis  B.  Dedmond 
Robie  L.  Nash  (I) 


Bradford  V.  Ligon  (I) 
Charlotte  A.  Gardner 


36th  District  - 8 seats  - Mecklenburg 


Phillip  0.  Berry 

Irvin  W.  Cobb 

J.  B.  Black  (I) 

J.  Myers  Cole 

*Louise  S.  Brennan  (I) 

Russell  S.  Davis,  Jr. 

*Ruth  M.  Easterling  (I) 

Glenn  Fogle 

*Gus  Economos  (I) 

K.  Larry  Hale 

*Jo  Graham  Foster  (I) 

*Bruce  Lentz 

*Parks  Helms  (I) 

*L.  P.  Spoon  (I) 

James  F.  Richardson 

Robert  J.  Wujciak 

37th  District  - 3 seats  - Davidson,  Davie. 

and  Iredell  (part) 

J.  E.  Lambeth 

Terry  D.  Grubb 

John  W.  Varner 

Melvin  L.  Stamey  (I) 

Ramey  F.  Kemp 

Betsy  L.  Cochrane  (I) 

38th  District  - 1 seat  - Randolph  (part) 
L.  L.  Smithey 

*Harold  J.  Brubaker  (I) 

39th  District  - 5 seats  - Forsyth  (part) 
R.  J.  Childress 

Fred  S.  Hutchins,  III 

C.  B.  Hauser 

Michael  J.  Lewis 

*Annie  Brown  Kennedy 

*Frank  E.  Rhodes  (I) 

*Margaret  Tennille  (I) 

*Tom  C.  Womble 

40th  District  - 3 seats  - Alleghany,  Ashe, 

Stokes 

(part),  Surry,  and  Watauga  (part) 

Margaret  B.  Hayden  (I) 

John  A.  Salmons 

J.  Worth  Gentry 

William  S.  Hiatt  (I) 

David  A.  Diamont  (I) 

41st  District  - 2 seats  - Alexander  CparM 

, Wilkes 

, and  Yadkin 

42nd  District  - 1 seat  - Iredell  (part) 

J.  P.  Huskins  (I) 

43rd  District  - 1 seat  - Alexander  (part) , 

Catawba 

*John  W.  Brown  (I) 
*George  M.  Holmes  (I) 

(part) , and  Iredell  (part) 

James  V.  Houston 

C.  Robert  Brawley  (I) 

44th  District  - 4 seats  - Gaston  and  Lincoln 

*S.  L.  Beam  (I) 

Thelma  Herrin 

*David  M.  Bumgardner,  Jr.  (I) 

Henry  S.  Long 

*D.  R.  Mauney,  Jr.,  (I) 

W.  C.  Shields 

J.  B.  Roberts 

45th  District  - 2 seats  - Burke  (part)  and 

Catawba 

(part) 

Daniel  R.  Green,  Jr. 
Thomas  C.  Hurley 


Austin  M.  Allran  (I) 
*J.  Reid  Poovey  (I) 


46th  District  - 3 seats 
and  Watauga  (part) 

- Alexander  (part),  Avery,  Burke  (part),  Caldwell,  Mitchell, 

*James  F.  Hughes  (I) 

*S.  B.  Lacey,  Jr.  (I) 

*George  Robinson  (I) 

47th  District  - 1 seat  - 

Burke  (part) 

Ray  C.  Fletcher 
(RO) 

*W.H.  Lachot 

Ruby  T.  Hooper 

48th  District  - 3 seats 
*John  J.  Hunt  (I) 

*Edith  L.  Lutz  (I) 
*Charles  Owens 

- Cleveland,  Polk,  and  Rutherford 

49th  District  - 1 seat  - 
Robert  C.  Hunter  (I) 

McDowell  and  Yancey 

50th  District  - 1 seat  - 

Henderson  (part) 

Mae  M.  Alexander 

Charles  H.  Hughes  (I) 

51st  District  - 4 seats 

- Buncombe,  Transylvania,  and  Henderson  (part) 

Marie  W.  Colton  (I) 

Jerry  Bowles 

*Narvel  J.  Crawford  (I) 
Gordon  H.  Greenwood  (I) 
*Martin  L.  Nesbitt  (I) 

Dudley  Camper 

52nd  District  - 2 seats 
Charles  Beall  (I) 
*Liston  B.  Ramsey  (I) 

- Graham  (part),  Haywood,  Jackson,  Madison,  and  Swain 

53rd  District  - 1 seat  - 

Cherokee,  Clay,  Graham  (part) , and  Macon 

*Jeff  H.  Enloe,  Jr.  (I) 

Billy  J.  Cook 

*Jeff  H.  Enloe,  Jr.  (I) 


“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine—  Outlook  1977  “Face-Off:  Cost  Containment  vs.  Chaos','  J anuary  l,  1977. 

Lyle  CB,  et  al.  “Practice  habits  in  a group  of  eight  internists','  ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976),  594-601. 

Schroeder  SA,  et  al.  “Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use!’ JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 225  (Aug.  20.  1973).  969-73. 
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Are  Pain  Centers  Viable? 


Jawahar  N.  Ghia,  M.D.,  and  Kenneth  Sugioka,  M.D. 


ABSTRACT  Chronic  pain  (pain  of  more  than  six  months  duration)  is  one  of  the  most  common  disabling  illnesses  in 
this  country,  and  thus  constitutes  a serious  national  health  care  and  economic  problem.  Americans 
spend  between  $50  and  $100  billion  annually  to  relieve  suffering  from  chronic  pain,1  and  the  condition 
accounts  for  a tremendous  total  loss  of  manhours  from  work.  Treatment,  which  is  in  its  infancy,  is 
time-consuming,  expensive  and  complex.  The  most  promising  approaches  to  treatment  have  come  out 
of  interdisciplinary  pain  centers  such  as  the  one  established  at  the  University  of  North  Carolina  (UNC) 
in  1972.  Our  purpose  in  this  article  is  to  discuss  some  important  problems  that  jeopardize  the 
continued  existence  of  pain  centers  and  to  propose  some  solutions. 


Distinctions  Between  a 
Pain  Center  and  a Pain  Clinic 

IT  is  important  at  the  outset  to  dis- 
tinguish between  a pain  center, 
of  which  there  are  only  about  a 
dozen  in  the  country  at  present,  and 
the  pain  clinics  springing  up  all 
over.  Although  both  pain  clinics  and 
centers  acknowledge  the  advantages 
of  a multidisciplinary  approach,  in 
practice  most  clinics  emphasize  a 
single  modality  (e.g.,  biofeedback) 
or  specific  site  of  pain  (e.g.,  head- 
ache clinic),  both  largely  deter- 
mined by  the  founder’s  specialty 
and  experience.  Centers  and  clinics 
use  the  same  means  (e.g.,  nerve 
blocks,  drugs,  biofeedback,  etc.) 
to  accomplish  their  ends  — easing 
pain  — but  the  scope  of  centers  is 
broader  than  that  of  clinics,  which 
must  of  necessity  take  an  empiric 
approach.  As  a consequence,  basic 
mechanics  cannot  be  investigated, 
and  the  chosen  method  may  yield 
usually  temporary  relief  of  pain.  A 
pain  center,  on  the  other  hand,  fo- 
cuses attention  on  the  full  spectrum 
of  chronic  pain.  Ideally,  a pain  cen- 
ter concentrates  a group  of  scien- 
tists and  clinicians  in  a centrally 


From  the  University  of  North  Carolina  Pain  Center  and  the 
Department  of  Anesthesiology,  the  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill,  N.C.  27514 

Reprint  requests  to  Dr.  Ghia 

North  Carolina  Memorial  Hospital  204H 

Chapel  Hill.  N.C.  27514 


located  facility  under  the  direction 
of  a fulltime  physician  and  so  might 
be  funded  from  federal  sources. 

Evolution  of  a 

Pain  Center  in  a Medical  Center 

A medical  center  is  capable  of  of- 
fering a multidisciplinary  approach 
because  individuals  with  specialized 
skills  and  talents  can  provide  the 
many  techniques  and  procedures 
that  are  needed  to  manage  pain. 
Experience  at  our  center  and  else- 
where suggests  that  patients  with 
pain  treated  from  a limited  approach 
do  not  achieve  prolonged  relief.  A 
recent  National  Institute  on  Drug 
Abuse  conference  concluded  that 
“many  patients  with  non-malignant 
chronic  pain  do  not  respond  to  the 
usual  medical  therapy,”  are  at  risk 
for  iatrogenic  complications,  turn 
to  quacks,  and  consider  suicide.2 
Innovative  approaches,  as  well  as 
more  individualized  combinations 
of  modalities  that  promise  to  break 
this  tragic  pattern,  are  most  likely 
to  grow  out  of  a multidisciplinary 
group.  Furthermore,  a medical  cen- 
ter is  well  suited  for  teaching  these 
modern  techniques  to  practicing 
physicians  who  eventually  will  be 
responsible  for  controlling  the  pa- 
tient’s pain. 

Despite  these  advantages  and  the 
fact  that  we  have  made  greater  pro- 
gress toward  understanding  and  treat- 


ing chronic  pain  in  the  two  decades 
since  pain  centers  were  established 
than  in  the  previous  century,2  com- 
prehensive centers  for  pain  appear 
to  have  difficulty  surviving  while 
pain  clinics  are  thriving.  These  dif- 
ficulties are  well  exemplified  in  our 
experience  here.  Our  center  was  or- 
ganized in  1972  by  a dental  surgeon 
and  an  anesthesiologist  with  a basic 
research  interest  in  the  mechanisms 
of  pain.3  The  pioneering  effoits  by 
Dr.  John  Bonica  and  his  associates, 
who  established  the  first  multidis- 
ciplinary center  in  1962  at  the  Uni- 
versity of  Washington4  5 served  as 
a model.  The  North  Carolina  Center 
differs  in  that  it  concentrates  on 
outpatient  services  and  emphasizes 
basic  and  clinical  research  heavily. 
It  is  an  organized  facility  with  space 
and  personnel  for  the  evaluation 
of  the  interaction  of  the  physical, 
emotional,  and  sociological  aspects 
of  chronic  pain  problems.  Through 
clinical  conferences  and  research 
collaboration  between  disciplines, 
the  center  can  advance  the  interdis- 
ciplinary approach  to  pain  man- 
agement. 

The  center’s  growth  during  the 
past  10  years  has  been  phenomenal. 
We  currently  can  handle  about  800 
new  patients  and  2,400  clinic  visits 
per  year.  We  have  published  more 
than  200  scientific  articles  during 
the  past  two  years.  Our  success  has 
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brought  about  a sense  of  awareness 
among  all  physicians  of  the  need  for 
continued  innovations  in  managing 
chronic  pain.  This  in  turn  has  stim- 
ulated the  administrative  actions 
needed  to  maintain  services  and  con- 
tinue research  programs.  A perma- 
nent location  and  clinic  space  have 
been  officially  designated  for  the  Pain 
Center.  The  new  director  has  been 
given  professional  responsibility  for 
managing  a single  unit  composed  of 
experts  from  many  disciplines.  He 
makes  decisions  on  controversial  as 
well  as  mechanical  issues.  Unfortu- 
nately. however,  most  centers  have 
not  developed  as  successfully.  Lack 
of  stability  and  institutional  support 
in  the  crucial  early  phase,  and  often 
too  heavy  dependence  on  limited 
programs,  have  discouraged  partici- 
pation from  other  key  disciplines. 
Thus  single-focus  clinics  result,  di- 
luting the  potential.  We  believe  that 
these  problems  are  not  specific  to 
any  medical  center  but  rather  reflect 
both  well-recognized  incompatibili- 
ties between  disciplines  and  the  ad- 
ministrative structure  of  the  typical 
center.  There  are  also  less  obvious 
conflicts  with  tradition  in  that  new 
programs  may  be  viewed  with  great 
suspicion.  We  shall  discuss  here  the 
genesis  of  these  problems  and  their 
solutions. 

Administrative 

Impediments  in  a Medical  Center 

Medical  centers  because  of  size, 
complexity  and  the  special  nature  of 
their  function  do  not  fit  easily  into 
any  administrative  model.  The  de- 
mands of  an  interdisciplinary  pro- 
gram (part-time  consultants,  contri- 
butions from  several  departmental 
budgets,  etc.)  make  hospital  admin- 
istrators hesitate  to  offer  or  with- 
hold support.  Finances  at  medical 
centers  are  always  tight,  and  the 
pain  center  has  high  patient  volume 
but  low  financial  return  per  patient. 

Pain  centers  can  certainly  gener- 
ate revenue,  but  it  is  unrealistic  to 
expect  them  to  be  self-supporting, 
any  more  than  many  other  teaching 
hospital  endeavors.  So  at  state-sup- 
ported  university  hospitals,  a high 
percentage  of  patients  would  prob- 
ably be  medically  indigent,  as  well 
as  unemployable  because  of  their 
illnesses.  Their  referrals  are  re- 


quired, not  elective.  A pain  clinic 
developing  as  a part  of  a pain  center 
may  exist  with  partial  funding  from 
several  sources  including  individual 
research  grants  and  departmental 
contributions  (e.g.,  space,  shared 
secretarial  help).  But  as  the  patient 
load  grows,  these  funds  will  be  inade- 
quate and  too  uncertain  to  achieve 
necessary  cost-effectiveness. 

In  general,  funding  for  centers  has 
been  limited  to  experimental  equip- 
ment. supplies  and  salaries.  Ancil- 
lary personnel  has  been  severely 
limited,  forcing  clinicians  and  re- 
searchers to  give  too  much  time  to 
administration.  Extensive  funds  for 
renovation  are  not  readily  available. 
In  any  event,  a prerequisite  for  ap- 
plication for  any  substantial  center 
grant  is  a period  at  a low  level  of 
funding,  presumably  supplemented 
by  the  institution,  followed  by  a more 
intensive  appeal  for  more  money. 
Currently,  all  grants  are  subject  to 
the  most  intense  scrutiny  and  re- 
quire substantial  institutional  com- 
mitment. It  is  highly  unlikely  that 
any  group  will  be  successful  in  ob- 
taining federal  or  foundation  funds 
without  evidence  that  its  institution 
supports  the  effort  both  financially 
and  administratively. 

As  Bonica  and  others  have  em- 
phasized. the  visibility  and  growth 
of  a pain  center  depend  on  having  a 
strong  director  with  a clearly  de- 
fined position  within  the  hospital  hier- 
archy. Anyone  given  the  responsi- 
bility for  developing  a program  of 
this  kind  must  devote  a major  share 
of  his  efforts  to  administration,  par- 
ticularly during  its  early  phases. 
The  position  of  a director  is  very 
precarious  in  the  sense  that  it  is  af- 
fected not  only  by  the  prevailing 
climate  in  his  “academic  home”  but 
also  by  the  administrative  environ- 
ment in  other  specialties  participat- 
ing in  the  pain  center  and  by  the 
attitudes  of  the  medical  center.  Be- 
yond this,  there  is  the  problem  of 
which  specialist  should  become  di- 
rector. Generally  speaking,  there  is 
no  agreement  about  whether  the  di- 
rector should  be  an  internist,  neu- 
rologist. psychiatrist,  neurosurgeon 
or  anesthesiologist. 

The  clinic  faces  problems  of  staff- 
ing. Resolution  of  such  a simple 
question  as  what  day  should  be 


chosen  for  clinic  can  take  several 
weeks  to  resolve.  There  is  also  vari- 
ation in  service  capabilities  from 
year  to  year  as  pain  consultants 
leave  the  institution.  Sometimes  it  is 
difficult  to  fill  a position  because  of 
the  level  of  expertise  needed.  So  the 
clinic  must  curtail  services  in  some 
areas. 

Space,  too.  is  always  a problem  in 
a medical  center,  which  has  to  con- 
tinue to  expand  to  meet  increasing 
demands  and  provide  new  specialty 
services  in  a progressive  medical 
community.  Establishment  of  pain 
centers  in  all  likelihood  is  a low  pri- 
ority of  medical  centers  dominated 
by  the  assumptions  of  traditional 
medicine.  In  a recent  conference  at 
the  National  Institute  on  Drug  Abuse, 
Bonica  stated:  “Professional  educa- 
tion is  a crucial  issue  because  most 
physicians  do  not  know  the  basic 
principles  of  managing  acute  and 
chronic  pain.0”  It  is  understandable 
then  why  these  physicians  do  not 
appreciate  the  space  needs  of  a pain 
center.  When  space  is  available, 
however,  frequently  the  rather  high 
rent  charged  by  the  hospital  and  the 
dismal  collection  rate  from  pain  pa- 
tients do  not  allow  it  to  run  the  oper- 
ation above  the  break-even  point. 

Medical  Tradition  vs. 
Interdisciplinary  Programs 

Traditions  in  medicine  can  also 
affect  the  development  of  a pain 
center  in  less  obvious  but  more  cru- 
cial ways.  Traditional  departments 
and  individuals  within  the  medical 
center  may  be  suspicious  and  resis- 
tant to  new  programs.  Rewards  to 
physicians  in  academic  medicine 
come  primarily  through  research  and 
performance  along  strict  disciplinary 
lines.  Departments  and  divisions  are 
often  unwilling  (sometimes  because 
of  lack  of  knowledge  in  the  field)  to 
evaluate  research  and  service  com- 
ing out  of  cooperative  interdisci- 
plinary ventures.  In  addition,  even 
when  a new  field  of  biomedicine 
such  as  chronic  pain  is  accepted, 
faculty  members  may  tend  to  iden- 
tify it  with  a single  personality.  If 
the  person  who  developed  the  pro- 
gram leaves,  the  program  is  seriously 
threatened. 

The  nature  of  the  patient  popula- 
tion with  chronic  pain  can  perhaps 
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account  for  the  apparent  indiffer- 
ence to  the  need  for  a pain  center. 
Some  generalizations  about  patients 
follow: 

a)  The  patient's  pain  does  not 
have  a clear-cut  etiology. 

b)  Patients  have  psychological 
problems. 

c)  Patients  have  difficult,  de- 
manding personalities. 

d)  Patients  may  return  to  the  sick 
role  for  secondary  gains  such 
as  disability  payments. 

e)  Patients  are  non-productive 
(can't  hold  down  a job;  are  re- 
ceiving public  assistance). 

f)  These  patients  are  rarely  com- 
pletely cured  and  physicians 
prefer  to  cure  (usually  an  acute 
illness)  than  to  maintain  a pa- 
tient in  a state  of  acceptable 
discomfort. 

g)  The  inexorable  persistence  of 
the  pain  problems  creates  a vi- 
cious circle  wherein  pain  brings 
on  stress  and  underlying  anxie- 
ties or  psychopathologies  which 
in  turn  serve  to  intensify  pain. 

Put  simply,  physicians,  being 
human,  do  not  like  to  be  reminded 
of  their  “failures,”  many  of  whom 
end  up  in  the  pain  clinic. 

Starting  a Center 

It  is  essential  that  the  problems 
which  militate  against  the  estab- 
lishment of  pain  centers  be  over- 
come if  we  are  to  consolidate  the 
gains  we  have  made  in  reducing  the 
burden  of  chronic  pain.  There  are 
no  simple  remedies.  We  must  rec- 
ognize that  within  the  medical  com- 
munity and  in  hospital  administra- 
tion the  study  and  treatment  of 
chronic  pain  are  distinct  entities. 
Beyond  this,  many  traditions  in 
medicine  must  be  overcome  if  ac- 
ceptance and  permanent  financial 
support  for  an  interdisciplinary  pro- 
gram are  to  be  achieved.  Adminis- 
tratively, the  pain  center  director 


needs  direct  access  to  executives  of 
the  involved  institutions  and  must 
obtain  consent  from  individual  de- 
partment heads  to  release  their 
faculty  for  work  in  the  pain  center 
and  to  recognize  their  pain-related 
research  in  evaluations  for  promo- 
tions. A fulltime  director  and  ade- 
quate ancillary  personnel  can  help 
assure  that  the  center  operates  ef- 
fectively and  cooperatively.  The 
establishment  of  an  autonomous, 
flexible  trust  fund  with  disburse- 
ment to  participating  faculty  related 
to  level  of  clinical  activity  could 
strengthen  the  program. 

It  might  be  advantageous  for  the 
pain  center  to  have  a research  focus 
which  reinforces  the  common  pur- 
pose of  the  participants.  A very 
large  pain  clinic  results  in  diffusion 
of  the  efforts  of  the  staff  and  inhibits 
research.  It  is  easy  for  the  pain 
clinic  to  become  a secondary  medi- 
cal center  for  the  problems  no  one 
else  can  solve.  A modest,  well- 
focused  start  may  be  preferable.  In 
our  center,  much  of  the  early  work 
was  with  maxillofacial  pain  because 
the  clinic  was  located  in  the  Dental 
Research  Center,  and  we  had  a 
number  of  clinicians  already  work- 
ing in  this  area. 

With  time,  a multifaceted  pro- 
gram consisting  of  greatly  expanded 
research  and  research  training  pro- 
grams must  be  formed;  highly  effec- 
tive teaching  programs  for  students 
and  practitioners  must  develop;  and 
communications  with  all  branches 
of  medicine  must  be  maintained. 
The  public,  members  of  Congress, 
people  in  federal,  state,  and  munici- 
pal governments,  insurance  carriers, 
science  writers  and  many  others 
must  be  informed  as  well  so  they 
will  understand  the  magnitude  of 
the  human  and  economic  impact  of 
pain. 

Conclusions 

The  majority  of  patients  afflicted 


by  chronic  pain  are  in  the  prime  of 
their  life,  between  30  and  50  years  of 
age.  Often  they  are  no  longer  eco- 
nomically productive.  A subtle,  in- 
sidious relationship  exists  between 
the  pain  and  the  behavioral  and  drug 
patterns  that  develop,  making  the 
problem  worsen  over  the  years. 
Single  modality  methods  have  not 
brought  relief  to  most  patients.  The 
medical  community  as  a whole  needs 
to  give  its  full  support  to  the  de- 
velopment and  preservation  of  a 
selected  number  of  pain  centers. 
Recent  work  from  these  centers  in- 
dicates that  recognition  of  the  com- 
plex nature  of  the  problem,  in  and  of 
itself,  can  lead  to  better  diagnosis 
and  therapy.  The  clinical  research 
in  such  fields  as  biofeedback  and 
basic  research  in  such  areas  as 
endorphins  and  electromechanical 
nerve  blocking  hold  great  promise 
that  we  will  find  ways  of  reducing 
the  number  of  people  incapacitated 
by  chronic  pain.  Such  an  achieve- 
ment is  well  worth  the  efforts  needed 
to  remove  the  current  barriers  to 
the  growth  and  maintenance  of  pain 
centers. 
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Rational  Use  of  Local  Anesthetic  Drugs 

Charles  H.  McLeskey,  M.D. 


ABSTRACT  Local  anesthetic  drugs  have  many  clinical  uses.  An  understanding  of  the  structure,  types,  and  doses  of 
local  anesthetic  drugs,  and  of  the  techniques  for  safe  administration  of  these  agents  reduces  the  risk  of 
toxic  reactions.  When  local  anesthetic  drugs  are  employed  in  large  quantity,  resuscitative  equipment 
must  be  available  and  pharmacologic  techniques  for  treatment  of  victims  of  toxic  reactions  must  be 
understood. 


LOCAL  anesthetic  drugs  are 
widely  employed  by  almost  all 
health  practitioners.  In  addition  to 
being  used  as  antiarrhythmics  when 
given  intravenously,  local  anesthetic 
drugs  may  also  be  applied  topically, 
infiltrated,  or  injected  to  produce 
field,  central  or  peripheral  nerve 
blocks.  Here  1 present  a review  of 
nerve  transmission  and  of  the  phar- 
macology and  mechanism  of  action 
of  local  anesthetic  drugs.  In  addi- 
tion, a rationale  for  selection  of  the 
proper  type  and  dose  of  local  anes- 
thetic drugs  is  presented  and  meth- 
ods to  prevent  or  treat  unwanted 
side  effects  from  their  use  are  of- 
fered. Maximum  allowable  dose, 
utilization  of  epinephrine,  and  local 
anesthetic  drug  allergenicity  are  also 
discussed. 


MECHANISM  OF 
NERVE  TRANSMISSION 

Following  chemical,  mechanical, 
or  electrical  stimulation,  myeli- 
nated and  non-myelinated  nerves 
transmit  impulses  along  their  axons 
via  sequential  depolarization.  De- 
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polarization  results  from  a rapid  in- 
flux of  sodium  ions  from  the  ex- 
ternal to  the  internal  milieu  of  the 
nerve  fiber.  Non-myelinated  nerves 
undergo  a wave  form  depolarization 
along  their  axons.  In  contrast,  myeli- 
nated axons  which  are  wrapped 
in  an  insulating  lipid  membrane 
(Schwann  cell)  transmit  impulses  in 
a more  rapid  leap-frog  manner  with 
depolarization  occurring  only  at 
areas  lacking  myelin  (nodes  of  Ran- 
vier).  This  leap-frog  transmission  is 
known  as  saltatory  conduction. 

MECHANISM  OF  ACTION  OF 
LOCAL  ANESTHETIC  DRUGS 

The  lipid  membranes  of  both  mye- 
linated  and  non-myelinated  nerves 
contain  pores  through  which  sodium 
is  transported  from  the  outside  to 
inside  to  produce  depolarization. 
Local  anesthetic  drugs  in  or  near  the 
proteinaceous  pore  structures  of 
lipid  membranes  slow  or  prevent 
sodium  migration,  so  that  depolari- 
zation is  inhibited  and  nerve  con- 
duction prevented. 

ANATOMY  OF 

LOCAL  ANESTHETIC  DRUGS 

Figure  I illustrates  the  basic  struc- 
ture for  most  local  anesthetic  drugs. 
A lipophilic  portion  (benzene  ring 
derivative)  is  connected  to  a hydro- 


philic portion  (substituted  amine) 
through  an  ester  or  amide  linkage. 
Both  amide  and  ester  types  are 
manufactured  as  the  uncharged  ter- 
tiary amine  form  which  is  an  un- 
stable weak  base  (B,  Fig.  2).'  It  is 
therefore  combined  with  a strong 
acid  (usually  hydrochloric  acid) 
which  permits  equilibration  of  the 
free  base  form  with  its  new,  more 
stable,  quaternary  amine  (cationic) 
form  (BH+,  Fig.  2).  The  two  forms 
of  the  drug  are  important  because 
the  uncharged,  lipophilic  tertiary 
amine  form  can  diffuse  through  lipid 
membranes  surrounding  neurons 
where  it  re-equilibrates  to  the  qua- 
ternary amine  form.  This  form  at- 
taches through  a hydrophilic  bond 
to  neuronal  receptor  sites  and  pro- 
duces a block. 

Increasing  the  percentage  of  local 


C^°° 


linkage 
ZjOOD-N 


lipophilic  part 


hydrophilic 

part 


Fig.  1.  The  diagrammatic  structure  for  most 
local  anesthetic  drugs.  A lipophilic  portion 
(substituted  benzene  ring)  is  connected  to  a 
hydrophilic  portion  (substituted  amine)  by 
either  an  ester  or  amide  linkage.  (Reprinted 
with  permission,  from  dejong  RH:  Physiology 
and  Pharmacology  of  Local  Anesthesia. 
Springfield:  Charles  C.  Thomas,  1970,  p.  63.) 
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Epineurium 


Fig.  2.  Illustration  of  the  equilibrium  between  the  uncharged,  tertiary  amine,  free-base  form  (B) 
and  the  charged,  quaternary  amine  form  (BH  + ) of  local  anesthetic  drugs  the  unchanged, 
lipophilic  form  is  necessary  to  diffuse  across  membrances  surrounding  neurons.  The  hydrophilic 
form  (BH  + ) is  necessary  to  attach  to  receptor  sites  on  neurons  to  provide  conduction  block. 
(Reprinted  with  permission  from  Covino  and  Vassallo,  p.321) 


ity.  Only  one  recently  introduced 
ester  type  local  anesthetic,  chloro- 
procaine,  has  gained  popularity  be- 
cause it  is  rapidly  metabolized  by 
circulating  plasma  pseudocholines- 
terase and  has  a half  life  of  only  21 
seconds. 

KINETICS  OF  LOCAL 
ANESTHETIC  DRUGS 

The  most  common  mistake  made 
by  physicians  after  the  injection 
of  local  anesthetics  is  to  test  the 
blocked  area  and  ask  the  patient, 
“Do  you  feel  that?”  When  cutane- 
ous areas  are  touched  or  stimu- 
lated, before  the  block  is  complete, 
patients  will  usually  respond  that 
they  feel  something,  and  become 
alarmed  that  the  anesthetic  is  not 
working.  It  is  much  more  reassur- 
ing to  patients  to  be  informed  before 


TABLE  II 

Nerve  Fiber  Classification 


Class 

Size 

(a) 

Myelin 

Function 

A a 

10-20 

+ 

Motor,  proprioception,  reflexes 

A j8 

8-13 

+ 

Touch,  pressure 

A y 

4-8 

+ 

Efferent  muscle  spindle 

A A 

2 

+ 

Pain,  temperature 

B 

1-3 

+ 

Pre-ganglionic  sympathetic 

C 

1 

- 

Pain,  temperature 

anesthetic  agents  in  the  uncharged 
form  makes  more  drug  available  for 
diffusion  across  membranes  and  per- 
mits greater  axonal  neuronal  block. 
Should  the  drug  be  injected  in  an 
acidic  area  of  the  body,  e.g.,  an 
abscess,  more  anesthetic  would  be 
converted  into  the  cationic  form 
which  would  not  diffuse  across  mem- 
branes and  thus  would  produce  a 
less  profound  block. 

Esters  and  amides  differ  in  their 
metabolism  and  allergenicity  (Table 
I).  Esters  are  rapidly  hydrolyzed  by 
circulating  plasma  pseudocholines- 
terase, but,  unfortunately,  have  aller- 
genic potential.  Amides  are  metab- 
olized in  a slower,  more  complex 
fashion  by  hepatic  mixed  oxidases. 
Allergic  reactions  to  amides  are 
quite  rare. 

Historically,  esters  were  the  first 
local  anesthetic  drugs  identified  and 
manufactured.  Cocaine,  the  first 


such  compound  used  in  the  United 
States,  was  popularized  by  Halsted 
in  1884.  In  1904,  another  ester,  pro- 
caine, was  synthesized  for  clinical 
use.  Subsequently,  many  other  esters 
have  become  available.  More  re- 
cently, commercial  firms  have  of- 
fered more  amides  (e.g.,  bupiva- 
caine,  etidocaine,  and  mepivacaine) 
because  of  their  reduced  allergenic- 


the  block  that  they  may  very  well 
have  some  sensation  afterwards  but 
probably  will  not  feel  pain. 

Early  loss  of  pain  and  delayed  loss 
of  touch  sensation  are  explained  by 
the  different  sizes  of  nerves.  Large 
fibers  require  more  local  anesthetic 
drug  and  a longer  time  after  injec- 
tion to  be  blocked.  Table  II  classi- 
fies nerve  fibers  according  to  size 
and  presence  or  absence  of  myelin. 
The  larger  fibers,  A alpha  and  A 
beta,  modulate  touch,  pressure  and 
motor  function.  The  smaller  A delta 
and  C fibers  mediate  pain,  tempera- 
ture and  sympathetic  tone.  As  a 
result,  loss  of  pain  and  temperature 
sensation,  and  sympathetic  tone 
(producing  peripheral  vasodilation) 
occur  first.  Loss  of  touch  and  motor 
function  follow  much  later.  With  a 
spinal  anesthetic,  patients  may  even 


TABLE  I 

Local  Anesthetic  Drugs 
Esters 

1)  Procaine  (Novacaine)® 

2)  Tetracaine  (Pontocaine)® 

3)  Cocaine 

4)  Chloroprocaine  (Nesacaine)® 

5)  Benzocaine 


Amides 

1)  Lidocaine  (Xylocaine)® 

2)  Mepivacaine  (Carbocaine)® 

3)  Bupivacaine  (Marcaine)® 

4)  Prilocaine  (Citanest)® 

5)  Etidocaine  (Duranest)® 
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Table  III 


Concentration 

Duration 

Maximum  Dose 

Drug 

(%) 

(min.) 

(mg/kg) 

Short  Duration 

Chloroprocaine 

1-3 

30-90 

10 

Moderate  Duration 

Lidocaine 

1-2 

60-180 

4.5 

with  Epinephrine 

1-2 

90-240 

7.0 

Long  Duration 

Bupivacaine 

0.25-0.75 

180-360 

1-3 

Tetracaine 

0.2-0. 5 

180-360 

1-2 

retain  some  motor  function  and  po- 
sition sense,  despite  the  presence  of 
complete  analgesia. 

CHOICE  OF  LOCAL 
ANESTHETIC  DRUGS 

Table  111  lists  four  useful  drugs 
with  their  expected  duration  of  ac- 
tion after  subcutaneous  infiltration 
or  regional  nerve  block.  Bupiva- 
caine,  a potent  local  anesthetic 
drug,  is  injected  in  concentrations 
of0.25%-0.75%,  whereas  lidocaine, 
a less  potent  drug,  is  utilized  in  con- 
centrations of  l%-2%.  Although  a 
reduced  milligram  dosage  of  more 
potent  local  anesthetic  drugs  is  re- 
quired, there  is  little,  if  any,  reduc- 
tion in  toxicity  because  drugs  which 
are  more  potent  are  usually  more 
toxic.  Thus,  little  therapeutic  ad- 
vantage is  gained  by  injecting  a local 
anesthetic  drug  of  higher  potency. 

Modern  local  anesthetic  drugs  are 
not  selected  on  the  basis  of  toxicity. 


Fig.  3.  A comparison  of  the  peak  plasma  con- 
centrations following  injection  of  400mg  lido- 
caine at  four  different  sites.  Note  that  higher 
peak  plasma  concentrations  result  when  in- 
jections are  made  into  more  vascular  areas. 
(Reprinted  with  permission  from  Scott  and 
Cousins,  p.  1083) 
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but  rather,  by  the  duration  of  action 
desired.  An  ideal  block  produced  by 
local  anesthetic  drugs  is  one  which 
has  rapid  onset  and  a long  duration 
of  action.  Many  clinicians  mix  local 
anesthetics  to  provide  rapid  onset 
from  one  agent  and  prolonged  ac- 
tion from  another.  For  instance, 
chloroprocaine  (quick  onset)  may 
be  mixed  with  bupivacaine  (long 
duration  of  analgesia).  However, 
toxicity  is  additive  whether  the  two 
drugs  are  both  esters,  or  amides,  or 
a combination  of  the  two.2 

LOCAL 

ANESTHETIC  DRUG  TOXICITY 

Systemic  side  effects  following 
injection  of  local  anesthetic  drugs 
may  be  either  allergic  or  toxic,  re- 
lated to  the  serum  concentration  of 
the  absorbed  agents.  Independent 
of  the  site  of  injection  of  local  anes- 
thetic drugs  (with  the  exception  of 
an  intravenous  injection),  the  peak 
blood  level  resulting  from  absorp- 
tion of  the  local  anesthetic  drug  will 
usually  be  reached  15-25  minutes 
following  injection3  (Fig.  3). 

The  central  nervous  and  car- 
diovascular systems  are  most  sen- 
sitive to  toxic  effects  of  absorbed 
local  anesthetics.  The  effect  on  the 
CNS  is  initially  one  of  inhibition, 
preferentially,  of  inhibitory  fibers. 
Therefore,  patients  become  hyper- 
active, loquacious,  tremulous,  irri- 
table, restless,  and  may  even  con- 
vulse. They  may  also  report  perioral 
numbness  and  tingling  or  an  unusual 
metallic  taste  in  the  mouth.  Seizures 
induced  by  local  anesthetic  drugs 
generally  arise  from  the  amygdala, 
hippocampus  and  other  limbic  sys- 
tem structures.4 

In  addition  to  inducing  cortical 


hyperactivity,  local  anesthetic  drugs 
augment  medullary  and  sympathetic 
functions.  Medullary  hyperactivity 
results  in  tachypnea  and  hyperpnea, 
and  sympathetic  hyperactivity  sec- 
ondarily increases  blood  pressure, 
heart  rate,  cardiac  output,  and  stroke 
volume.  Interestingly,  local  anes- 
thetic drugs  also  decrease  myocar- 
dial excitability  which  explains  their 
value  for  patients  with  ventricular 
ectopy. 

If  serum  levels  of  local  anesthet- 
ics become  very  high,  both  the  in- 
hibitory and  excitatory  fibers  of  the 
CNS  are  blocked.  CNS  activity  slows 
and  the  patient  may  lapse  into  se- 
vere depression  or  coma.  Medullary 
and  sympathetic  activity  is  also  re- 
duced and  respiratory  and  cardio- 
vascular functions  depressed.  The 
unmasked  direct  effects  of  local 
anesthetic  drugs  on  the  cardio- 
vascular system  include  decreased 
blood  pressure,  heart  rate,  stroke 
volume,  cardiac  output,  myocardial 
excitability  and  conduction.  In  ex- 
tremis, local  anesthetic  toxicity 
may  result  in  respiratory  and/or 
cardiac  arrest. 

Although  high  circulating  blood 
levels  of  local  anesthetic  drugs  are 
potentially  lethal,  the  relationship 
between  the  amount  required  to 
produce  convulsions,  compared  to 
that  required  to  produce  death, 
varies  from  one  drug  to  another. 
Theoretically,  a local  anesthetic 
drug  with  a wide  margin  of  safety 
would  be  chosen,  one  whose  lethal 
dose  is  considerably  greater  than 
the  convulsive  dose.  DeJong  and 
Bonin5  have  determined  the  lethal 
dose  for  local  anesthetics  in  50%  of 
tested  mice  (LDso)  and  compared 
this  io  the  dose  required  to  produce 
convulsions  in  50%  of  tested  mice 
(CD.-,<>).  As  summarized  in  Table  IV, 
the  margin  of  safety  for  lidocaine  is 
greater  than  bupivacaine.  A dose  of 


TABLE  IV 

Lethality 
LDso/CDso  of  CD50 


(%) 

(%) 

Bupivacaine 

102 

90 

Lidocaine 

120 

6 

Chloroprocaine 

110 

57 
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bupivacaine  only  2%  greater  than 
the  convulsive  dose  resulted  in  death. 
Similarly.  90%  of  mice  receiving  the 
convulsive  dose  of  bupivacaine  died 
whereas  only  6%  of  mice  receiving 
the  convulsive  dose  of  lidocaine 
died.  This  suggests  that  lidocaine 
is  a safer  drug  than  bupivacaine. 
When  applying  these  data  clinically, 
one  must  be  aware  that  if  a local 
anesthetic,  especially  bupivacaine. 
induces  seizure,  the  risk  of  death  is 
great  unless  resuscitation  is  prompt 
and  vigorous. 

METHODS  TO  PREVENT  LOCAL 
ANESTHETIC  DRUG  TOXICITY 

Site  of  Injection 

The  site  injected  is  important  in 
determining  eventual  peak  blood 
level  of  a local  anesthetic  (Fig.  3).  In 
general,  absorption  of  local  anes- 
thetic drugs  is  rapid  from  paracervi- 
cal. caudal,  or  intercostal  sites  be- 
cause high  blood  flow  in  these  areas 
allows  more  rapid  uptake.  Drugs 
injected  for  epidural  or  brachial 
plexus  blocks  reach  intermediate 
blood  levels  while  lowest  circulat- 
ing levels  follow  subcutaneous  in- 
jection. 

Mode  of  Injection 

Proper  technique  is  essential. 
Unless  the  technique  of  intravenous 
regional  block  is  being  used,  injec- 
tion for  regional  blocks  must  not  be 
into  an  artery  or  vein.  Before  and 
during  injection,  the  syringe  must 
be  frequently  aspirated  to  avoid  an 
unwanted  intravascular  placement 
of  the  needle.  If  the  needle  is  in- 
travascular, the  blood  level  follow- 
ing injection  will  be  very  high  and 
the  likelihood  of  toxicity  increased. 

Dose  of  Local  Anesthetic  Drugs 

Approximations  of  the  maximum 
allowable  dose  for  subcutaneous  in- 
jection of  commonly  used  prepara- 
tions are  given  in  Table  III.  When 
local  anesthetic  drugs  are  injected  in 
areas  with  higher  perfusion,  maxi- 
mum dosages  somewhat  lower  than 
those  listed  in  the  table  should  be 
employed. 

If  one  assumes  the  allowable  max- 
imum subcutaneous  dose  of  lido- 
caine with  epinephrine  is  7 mg/kg. 


then  approximately  500  mg  may  be 
given  an  average  70  kg  patient. 
Thus,  50  ml  of  a 1%  solution  (10 
mg/ml)  may  be  injected.  If  a greater 
volume  is  required,  the  concentra- 
tion of  the  local  anesthetic  drug  may 
be  reduced  with  minimal  loss  of 
blocking  capacity.  As  a result,  in 
the  above  example,  approximately 
100  ml  of  0.5%  lidocaine  can  be 
safely  injected. 

Addition  of  Vasoconstrictor 

Addition  of  a vasoconstrictive 
agent  to  a local  anesthetic  solution 
reduces  blood  flow  at  the  site  of  in- 
jection. The  absorption  of  the  drug 
and  the  peak  blood  level  following 
injection  are  reduced.  Use  of  a vas- 
oconstrictor lessens  the  likelihood 
of  toxicity  following  injection  and 
permits  a greater  dose  and  volume 
to  be  given  safely  (see  lidocaine. 
Table  III).  Since  this  is  a higher 
concentration,  the  local  anesthetic 
is  maintained  locally  longer  and  the 
nerve  block  is  prolonged  (Table  III). 

The  vasoconstrictor  usually  em- 
ployed is  epinephrine  in  a 1:100.000- 
1:400,000  concentration.  A local 
anesthetic  drug  may  be  purchased 
with  epinephrine  premixed  by  the 
manufacturer,  or  epinephrine  may 
be  separately  added  immediately 
before  injection.  The  maximal  dose 
of  epinephrine  injected  should  not 
exceed  200  pg  in  the  average  70  kg 
patient,  or  approximately  3 pg/kg. 
This  is  the  equivalent  of  a 40  ml 
injection  of  a local  anesthetic  drug 
containing  1:200,000  epinephrine  (5 
/xg/ml).  Local  anesthetic  solutions 
containing  epinephrine  should  be 
used  cautiously  in  patients  with  hy- 
perthyroidism, atherosclerotic  car- 
diovascular disease  or  hyperten- 
sion. In  addition,  the  epinephrine 
dose  should  be  reduced  in  patients 
receiving  inhalational  anesthetics, 
especially  halothane  which  sensi- 
tizes the  myocardium  to  endoge- 
nous and  exogenous  catecholamines. 
Vasoconstrictors  should  not  be 
added  to  local  anesthetic  drugs  in- 
jected in  regions  supplied  by  end 
arteries,  as  fingers,  toes,  and  ears. 

TREATMENT  OF 
TOXIC  REACTIONS 

Occasionally,  a toxic  reaction  will 
occur  after  injection.  When  any  large 


volume  of  a local  anesthetic  drug  is 
injected,  resuscitative  equipment 
must  be  available.  If  an  individual 
suffers  central  nervous  system  or 
cardiovascular  effects  from  absorp- 
tion of  the  drug,  cardiopulmonary 
resuscitation  may  be  required.  If 
premonitory  signs  of  local  anesthetic 
toxicity  are  present,  but  seizures 
and  severe  cardiovascular  depres- 
sion have  not  occurred,  treatment 
consists  of  the  following: 

1)  Apply  oxygen  by  mask.  This 
permits  oxygenation  of  the  lungs 
and  will  almost  certainly  prevent 
hypoxia  during  a seizure. 

2)  If  conscious,  the  patient  is  asked 
to  hyperventilate.  The  amount  of 
local  anesthetic  drugs  required  to 
produce  seizures  is  reduced  by  hy- 
percarbia.  Conversely,  hyperventi- 
lation by  lowering  the  arterial  Pcoa, 
reduces  the  cerebral  excitability 
due  to  these  agents.'1  It  is  unclear 
how  hypocarbia  lowers  the  seizure 
threshold,  but  reduced  cerebral 
blood  flow  associated  with  hypo- 
carbia may  decrease  the  delivery  of 
the  agent  to  the  brain. 

3)  Pharmacologic  treatment  is  in- 
stituted. Intravenous  diazepam  and 
short -acting  barbiturates,  e.g.,  thio- 
pental. are  effective  in  aborting  fits 
by  reducing  the  sensitivity  and  neu- 
rons in  the  CNS,  especially  the  lim- 
bic system,  to  the  excitatory  effects 
of  these  drugs.  Other  CNS  depres- 
sants, e.g.,  droperidol,  also  reduce 
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PROCAINE 

O 

NH2-<^y  C - OH 
para-aminobenzoic  ACID 

O 

OH^O^C  -O-CH3 

METHYLPARABEN 

Fig.  4.  A comparison  of  the  chemical  struc- 
tures of  procaine  (an  ester  local  anesthetic), 
methylparaben  (a  preservative),  and  the 
known  allergen,  para-aminobenzoic  acid.  Al- 
lergenicity for  procaine  and  methylparaben  is 
suggested  by  their  very  close  chemical  struc- 
ture to  that  of  para-aminobenzoic  acid. 
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CNS  excitability,  blit  have  been  less 
well  studied. 

If  seizures  occur,  despite  these 
maneuvers,  neuromuscular  blockers 
(e.g.,  succinylcholine,  pancuronium) 
may  be  given  until  the  concentra- 
tion of  circulating  drugs  has  fallen 
and  convulsions  have  stopped. 

ALLERGENICITY  OF 
LOCAL  ANESTHETIC  DRUGS 

About  90%  of  all  reactions  to  local 
anesthetic  drugs  occur  in  a dentist’s 
office.  Although  frequently  sus- 
pected, an  allergic  reaction  to  local 
anesthetic  drugs  is  rare,  especially 
with  amides.7  Much  more  likely  ex- 
planations for  these  reactions  in- 
clude: 


1 ) Allergic  reaction  to  the  preser- 
vative (methylparaben)  in  the  solu- 
tion. 

2)  Beta  adrenergic  agonistic  ef- 
fects from  absorbed  vascoconstric- 
tors,  e.g.,  tachycardia,  arrhythmia. 

3)  Effect  of  intravenous  entry  of 
injected  local  anesthetic  drugs. 

4)  Vasovagal  reaction  or  hyper- 
ventilation due  to  the  stress  of  an 
intraoral  injection. 

Esters  are  derivatives  of  the 
allergen,  para-aminobenzoic  acid, 
suggesting  they  share  its  allergic 
potential  (Fig.  4).  Amides  have  a 
completely  different  structure  and 
are  less  likely  to  be  allergenic.  Many 
contain  preservatives,  most  fre- 
quently methylparaben,  which  is 
closely  akin  to  para-aminobenzoic 


acid  structurally.  Local  anesthetic 
preparations  manufactured  in  am- 
poules or  vials  for  single  use  do  not 
contain  preservatives. 
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Our  knowledge  of  external  nature  is  derived  from  bodies,  either  at  rest  or  in  motion.  Upon 
each  of  these  states,  some  remarks  suggest  themselves:  first,  with  regard  to  the  operations  of 
the  mind  in  receiving  knowledge  from  bodies  at  rest. 

When  we  look  upon  a mass  of  snow,  the  mind  receives  an  impression,  the  result  of  the 
combined  action  of  the  particles  of  which  this  substance  consists:  it  presents  a white 
aggregate,  which  is  cold,  soft,  &c.;  into  the  idea  of  which  enters  simply  a number  of  minute 
juxtaposed  bodies.  Regarded  in  this  light,  it  is  a whole,  a mass  totally  distinct  and  separate 
from  other  bodies  around  it.*  The  mind,  however,  can  take  other  views;  for  the  mass  of  snow 
is  composed  of  other  substances,  since  it  can  be  separated  into  oxygen  and  hydrogen;  two 
bodies  possessing  still  different  properties:  these  again  can  be  separated  still  farther  into 
heat,  light,  and  certain  bases. 

In  these  views,  the  mind  considers  the  snow,  as  perfectly  at  rest,  and  composed  of  a certain 
number  of  bodies,  arranged  with  regard  to  each  other  in  certain  relations, t and  each  of  these 
are  grouped  together  in  a defined  series.  The  same  is  true  of  the  anatomy  of  the  human  body. 
That  science  considers  the  various  structures,  as  they  lie  with  regard  to  each  other,  in  the 
system;  and  thus  separates  them,  part  after  part;  and  acquires  a knowledge  of  their  stituation, 
and  the  mode  in  which  they  operate  upon  each  other,  when  set  in  motion. 

Brown’s  Lectures  on  the  Human  Mind. 

tlbid. 

— Elements  of  the  Theory  and  Practice  of  Physic,  by  George  Gregory,  M.D.,  with  notes 
and  additions,  adapted  to  the  Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and 
S.  Calhoun,  M.D.  Vol.  I,  Philadelphia,  Towar  & Hogan.  1829. 
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Historical  Article 


Caroline  Hampton  Halsted 
and  Her  Family,  Revisited 


Wade  Hampton  King,  M.D. 


INTRODUCTION:  For  those  less 
than  familiar  with  Halsted  of  Hop- 
kins and  the  Hamptons  of  South 
Carolina,  these  observations  by  a 
member  of  the  Hampton  family  are 
offered.  For  those  already  aware  of 
Halsted’s  contribution  to  medicine 
and  to  the  role  of  the  Hamptons  in 
South  Carolina  government  and  his- 
tory and  of  Wade  Hampton  III  as  a 
cavalry  leader  in  the  Civil  War,  Dr. 
King’s  comments  will  be  a welcomed 
addition  to  the  canon.  William  S. 
Halsted  (1852-1922)  has  been  de- 
scribed as  a “mediocre  student  but 
an  exceptional  athlete’’  who  in  his 
last  year  at  Columbia  University  be- 
came interested  in  medicine.  After 
completing  his  medical  education  in 
New  York,  he  went  east  — to  Austria 
and  Germany  — as  was  obligatory  in 
those  days  if  one  were  to  be  involved 
at  the  medical  frontier.  Eventually  at 
age  37  he  reached  The  Johns  Hopkins 
Hospital  as  one  of  the  big  four,  Osier, 
Welch,  Kelly,  and  Halsted.  A fas- 
cinating description  of  a surgical 
house  officership  at  the  turn  of  the 
century  at  Hopkins  under  Halsted 
can  be  found  in  John  Fulton’s  chap- 
ter, Halsted  and  The  Johns  Hopkins 
Hospital,  1896-1900,  in  his  biography, 
Harvey  Cushing.  Fulton  quotes  freely 
from  Cushing’s  remarkable  letters 
where  Halsted  is  portrayed  as  “shy 
. . . reclusive  . . . fastidious  . . . over- 
modest  . . . and  indifferent  to  mat- 
ters of  priority.” 

Halsted  spent  much  time  at  Cash- 


Presented  to  the  Halsted  Society  meeting  at  High  Hampton 
Inn,  Cashiers,  N.C.,  on  Oct.  I,  1981. 


iers  after  his  marriage  and  once  wrote 
Cushing,  his  chief  resident,  telling 
him  to  get  messages  to  southwestern 
North  Carolina  — by  telegram  to 
Hendersonville,  by  telephone  to  Bre- 
vard, then  by  telephone  to  Sapphire 
and,  finally,  by  horseback  to  Cashiers. 

Much  too  has  been  written  about 
Wade  Hampton  III,  but  the  best 
portrait  of  the  man  among  his  con- 
temporaries is  probably  that  offered 
by  Mary  Boykin  Chesnut  in  her  en- 
grossing Civil  War  memoirs,  earlier 
published  in  part  as  Diary  From 
Dixie , edited  by  Ben  Ames  Williams, 
and  more  comprehensively  and  ac- 
curately as  Mary  Chestnut's  Civil 
War,  New  Haven,  New  York:  Yale 
University  Press,  1981,  edited  by  the 
well-known  and  accurate  chronicler 
of  Southern  history,  C.  Vann  Wood- 
ward. 

J.H.F. 

IT  certainly  is  an  honor  and  plea- 
sure for  me  to  address  such  a 
distinguished  group  as  the  surgeons 
of  the  Halsted  Society  and  their 
guests.  Personally,  it  is  particularly 
special  to  be  here  in  this  fine  envi- 
ronment which  is  very  close  to  my 
heart. 

My  personal  interest  in  the  Hamp- 
tons stems  from  my  membership  in 
the  lineage.  Wade  Hampton  III  was 
my  great-great  grandfather.  As  a 
history  major  at  Princeton  Univer- 
sity, I took  the  opportunity  to  com- 
bine interests  in  my  family  history 
with  studies  in  Southern  Recon- 
struction history.  I ultimately  wrote 
my  senior  thesis  on  the  democratic 
reconstruction  efforts  in  South  Car- 


olina, within  which  Wade  Hampton 
played  a prominent  role. 

It  was  only  in  my  surgery  clerk- 
ship of  medical  school  that  I learned 
of  Dr.  William  S.  Halsted  and  ven- 
tured late  upon  a weary  night  on  call 
to  the  stacks  for  a biography.  De- 
spite quiet  on  the  wards,  I got  little 
sleep  that  night  due  to  excitement 
upon  learning  that  Dr.  Halsted’s 
wife  was  a Hampton.  No  doubt, 
also,  the  discovery  of  this  family 
link  confirmed  my  previous  inten- 
tions of  pursuing  a career  in  sur- 
gery. 

I should  add  that  in  one  respect 
my  historical  interests  may  have 


Caroline  Hampton  Halsted  (in  1889). 


Reprinted  from  MacCallum.  William  Stewart  Halsted.  Sur- 
geon. published  by  The  Johns  Hopkins  University  Press. 
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come  close  to  preventing  me  from 
pursuing  a surgery  career.  In  my 
third  year  of  medical  school,  I 
learned  abruptly  of  the  historical  in- 
clinations of  particular  members  of 
the  faculty  at  Chapel  Hill,  especially 
those  here  tonight.  One  day  in  lec- 
ture, Dr.  Colin  Thomas  asked  me 
about  the  original  work  in  para- 
thyroid disease.  Quickly  1 was  in- 
formed of  the  role  of  the  rhinocer- 
ous  in  the  matter  rather  than  that  of 
the  hippopotamus  which  1 had  just 
jokingly  suggested.  On  my  orals 
with  Dr.  Thomas,  1 had  even  worse 
luck.  1 was  so  ready  and  waiting  to 
unleash  my  historical  knowledge  of 
disease  and  to  reveal  my  connection 
with  Dr.  Halsted  that  1 believe  I 
temporarily  forgot  most  all  the  sur- 
gery 1 had  learned  in  the  previous 
three  months. 

The  focus  of  this  evening's  paper 
is  Caroline  Hampton  Halsted,  wife 
of  Dr.  William  S.  Halsted.  To  begin, 

I will  provide  a brief  overview  of 
Caroline’s  family  background.  In 
the  course  of  this  presentation  also, 

I shall  provide  information  as  to  the 
passage  through  hands  over  time  of 
the  lands  known  as  High  Hampton. 

Caroline  Hampton  came  from  a 
family  life  of  considerable  historical 
interest.  Anthony  Hampton,  her 
great-great  grandfather,  was  among 
the  first  settlers  from  Virginia  to 
move  to  the  English  colony  of  South 
Carolina,  locating  in  Spartanburg 
County.  As  the  Revolutionary  era 
approached,  settlers  in  the  area 
were  threatened  by  both  the  British 
and  Indians,  sometimes  allied  to- 
gether against  the  colonists.  Trag- 
edy struck  in  1776  when  Anthony 
Hampton,  his  wife,  one  son  and  a 
grandson  fell  victims  to  an  Indian 
massacre  and  were  killed. 

A surviving  son,  Wade  Hamp- 
ton I,  fought  with  General  Sumter  in 
the  Revolutionary  campaigns  near 
Charleston.  Subsequently  he  served 
in  the  War  of  1812,  later  leading 
forces  on  the  Canadian  frontier  with 
the  appointment  of  major-general. 
In  addition  to  distinguishing  him- 
self in  the  military  frontier,  Wade  I 
amassed  large  land  holdings  in  South 
Carolina,  Louisiana  and  Mississippi. 
He  planted  cash  crops,  particularly 
cotton,  and  built  an  estate  near  Co- 
lumbia known  as  Millwood  where 


he  and  his  family  settled.  It  was  he 
also  who  acquired  the  property  in 
Cashiers  Valley,  North  Carolina, 
which  later  came  to  be  known  as 
High  Hampton. 

Wade  Hampton  II  was  the  least 
well  known  of  this  Hampton  line. 
His  military  career  was  not  nearly 
as  distinguished  as  that  of  his  father 
or  his  son.  However,  he  did  main- 
tain a powerful  position  in  the  po- 
litical arenas  of  the  state  due  to  his 
wealth  and  the  fact  that  Millwood 
was  such  a social  center  for  the 
aristocracy. 

Wade  Hampton  III  proved  to  be 
the  most  famous  of  the  Hamptons. 
Born  in  1818,  he  spent  his  early 
years  in  Columbia  and  Cashiers, 
followed  by  law  studies  at  South 
Carolina  College.  Rather  than  law, 
he  ultimately  rested  his  attentions 
on  farming.  He  expanded  the  Hamp- 
ton family  plantations  in  Mississippi 
and  managed  the  production  of  often 
enormous  cash  crops  in  cotton,  corn, 
rice  and  sugar. 

Prior  to  the  “war  of  northern  ag- 
gression,” Wade  III  served  briefly 
in  state  public  office.  As  conflict 
between  the  States  began,  he  or- 
ganized and  funded  the  Hampton 
Legion  to  serve  the  Confederacy. 
Individually,  he  led  very  successful 
military  campaigns,  possibly  more 
so  than  any  other  Confederate  of- 
ficer. After  the  death  of  General 
.1.  E.  B.  Stuart  he  assumed  full  com- 
mand of  the  Confederate  cavalry 
with  the  rank  of  lieutenant  general. 
During  the  course  of  the  war,  he  was 
wounded  five  times. 

With  both  a brother  and  son  killed 
in  the  war  and  his  house  burned, 
Wade  Hampton  tended  to  family 
and  its  severely  strained  financial 
interests  in  the  immediate  aftermath 
of  the  Civil  War.  Later  he  joined  in 
the  Democratic  movement  to  defeat 
the  Republican  Reconstructionist 
regime  in  South  Carolina.  He  was 
elected  governor  of  the  state  in 
1 876  and  1 878  after  which  he  served 
as  U.S.  senator  for  twelve  years. 
Though  a symbol  of  the  conserva- 
tive Old  South,  Hampton’s  political 
philosophy  upon  close  examination 
was  strikingly  more  moderate  than 
most  South  Carolinians.  This  is  evi- 
denced most  significantly  in  his 
aversion  to  the  strict  white  suprem- 


acy promoted  by  the  majority  of  Re- 
construction Democrats  and  later  Jim 
Crow  advocates.  Hampton’s  politi- 
cal career  came  to  a close  in  1890 
when  he  was  defeated  by  the  pseudo- 
populist movement  led  by  Benjamin 
Tillman. 

A portrait  of  Wade  Hampton  III 
would  not  be  nearly  complete  with- 
out mention  of  his  sense  of  humor 
which  seemed  only  to  ripen  with 
age.  This  is  most  clearly  illustrated 
by  a story.  The  time  is  1893  and  the 
place  is  Capon  Springs,  Virginia, 
west  of  Winchester.  The  scene  in- 
volves Hampton,  yet  another  Con- 
federate general  named  Jubal  Early 
and  a group  of  young  boys.  The 
story  reads  as  follows: 

Hampton  had  a great  fondness 
for  teaching  small  boys  how  to 
catch  fish  with  a bent  pin. 

It  is  scarcely  remarkable  also 
that  he  had  a cork  leg.  He  had 
been  wounded  in  three  different 
battles  — in  the  head  at  the  Lirst 
Manassas,  in  the  foot  at  Seven 
Pines  and  three  times  at  Gettys- 
burg. 

Now,  sitting  in  a rocking  chair 
on  the  porch  at  the  Springs,  with 
“Old  Jube”  sound  asleep  in  a 
rocker  beside  him,  the  greatly 
cavalry  general  smiled  benignly 
at  an  awed  circle  of  small  boys. 

He  drew  a long  pin  from  his 
lapel  and  beckoned  the  boys  to 
come  closer. 

“Watch  this,”  he  said,  and 
drove  the  pin  full-length  into  his 
leg  (artificial).  “Only  two  men  in 
the  world  can  do  that.  General 
Early’s  the  other.  Here  . . .” 

He  passed  the  pin  into  a boy’s 
doubtful  hand. 

“Stick  me,”  he  ordered. 

The  boy  obeyed.  Hampton’s 
smile  widened.  He  gestured  to- 
ward the  peacefully  sleeping  Early. 
“Now  him.” 

In  went  the  pin.  Out  of  the 
rocker  came  Jubal  Early.  Out  of 
Old  Jube  came  a rebel  yell  as 
blood  chilling  as  any  at  Chancel- 
lorsville. 

Wade  Hampton  was  shaking 
with  quiet  glee.  A cork  leg  could 
come  in  right  handy. 

Caroline  Hampton  was  the  last 
of  four  children  born  to  Sally  Bax- 
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ter  and  Frank  Hampton,  younger 
brother  of  Wade  Hampton  III.  She 
was  bom  on  Nov.  20,  1861,  at  Wood- 
lands. a tract  of  Hampton  land  adja- 
cent to  the  more  renowned  Mill- 
wood  in  Columbia,  South  Carolina. 
At  a very  tender  age,  she  was  de- 
prived of  both  her  parents.  Her 
mother  died  at  the  age  of  29  prior  to 
Caroline’s  first  birthday.  Less  than 
a year  later,  her  father  was  killed 
in  the  Battle  of  Fleetwood  Hill  at 
Brandy  Station  near  Culpeper,  Vir- 
ginia. Thus,  she  was  left  to  be  raised 
by  her  three  “Aunties,”  as  they 
were  called  — Caroline,  Anne,  and 
Kate. 

Caroline  spent  most  of  her  child- 
hood in  a house  built  behind  the  re- 
maining columns  of  the  once  majes- 
tic Millwood  mansion,  burned  by 
Sherman.  Subsequently,  she  went 
to  school  at  Edgehill  near  Monti- 
cello  where  she  was  supervised  by 
a M iss  Randolph,  a great-grand- 
daughter of  Thomas  Jefferson.  At 
age  eighteen,  however,  she  returned 
to  the  Carolinas  where  she  divided 
her  time  between  Columbia  and 
Cashiers  Valley.  She  spent  the  ma- 
jority of  the  next  six  years  in  these 
environs  and  was  known  to  have 
been  quite  an  animal  lover  with  a 
particular  passion  for  horses.  She 
was  recognized  as  a very  skillful  and 
graceful  rider. 

With  their  vast  land  holdings  and 
cash  crops,  the  Hampton  family 
prior  to  the  Civil  War  was  reputed 
to  be  the  wealthiest  family  in  the 
South.  However,  this  background 
did  not  deter  the  independent  Caro- 
line from  beating  her  own  path.  In 
1885,  at  the  age  of  25,  Caroline  left 
the  South  behind  for  a very  different 
lifestyle  in  New  York  City.  There 
she  trained  in  nursing,  first  briefly  at 
Mt.  Sinai.  Later  she  graduated  from 
the  New  York  Hospital  program  in 
1888. 

The  following  year  she  went  to 
Baltimore  and  received  an  appoint- 
ment in  the  surgical  division  of  the 
new  Johns  Hopkins  Hospital.  There 
she  was  considered  to  be  a good 
practical  nurse  aside  from  being  a 
spirited  person  and  quite  a beauty. 
While  delightful  to  friends,  it  has 
been  noted  that  Caroline  was  a bit 
“curt  and  intolerant”  to  others. 
Possibly  this  attitude,  her  indepen- 


dence and  strong  will  led  to  a review 
of  Caroline's  circumstances  by  the 
chief  of  surgery  at  Hopkins,  notably 
Dr.  William  S.  Halsted.  The  latter 
arranged  to  have  Caroline  switched 
to  a newly  created  position  as  head 
nurse  in  the  operating  room.  Whether 
this  move  was  helped  along  by  an 
already  inherent  interest  in  Caroline 
by  Dr.  Halsted  is  unknown.  In  any 
event  she  did  perform  very  capably 
in  her  new  position. 

Caroline  bears  indirect  responsi- 
bility for  the  advent  of  the  use  of 
rubber  gloves  in  the  operating  room. 
In  her  younger  years,  she  had  been 
the  only  member  of  her  family  to 
wear  gloves  in  gardening  due  to  her 
sensitive  hands.  This  issue  resur- 
faced late  in  1889  when  she  devel- 
oped a dermatitis  resulting  from  the 
mercuric  chloride  solutions  that  she 
had  been  using  to  wash  instruments. 
Dr.  Halsted  solved  the  problem  by 
contracting  the  Goodyear  Rubber 
Company  to  make  Caroline  several 
pairs  of  thin  rubber  gloves  to  protect 
her  hands.  This  marked  the  begin- 
ning of  the  use  of  rubber  gloves  in 
the  operating  room  in  this  country. 

Caroline  Hampton  and  Dr.  Hal- 
sted were  both  of  distinguished  fam- 
ily backgrounds,  though  to  some 
degree  mutually  exclusive  in  terms 
of  marriage.  She  was  a product  of 
the  southern  planter  aristocracy, 
whereas  he  came  from  the  northern 
merchant  class.  However,  in  this 
instance,  any  incongruities  in  family 
background  failed  to  deter  the  ac- 
quaintance of  the  two.  In  fact,  it  was 
but  the  spring  of  1890  that  Caroline 
resigned  from  her  nursing  duties 
shortly  before  the  announcement  of 
her  engagement  to  Dr.  Halsted.  Drs. 
Osier  and  Welch,  respectively,  gave 
honorary  dinners  for  the  two  who 
subsequently  married  in  Columbia 
on  June  4,  1890.  Dr.  and  Mrs.  Hal- 
sted honeymooned  here  in  Cashiers 
Valley,  and  this  marked  the  com- 
mencement of  what  has  been  de- 
scribed as  a “great  mutual  devo- 
tion” between  husband  and  wife. 

Little  is  recorded  about  Caro- 
line’s married  life  except  in  con- 
junction with  her  husband’s  illus- 
trious career.  Dr.  Halsted  did  buy 
the  Hampton  home  in  Cashiers  in 
the  1890s,  and  it  was  he  who  named 
the  retreat  High  Hampton.  While 


Dr.  Halsted  spent  the  majority  of  his 
time  at  Johns  Hopkins  and  travel- 
ing, his  wife  spent  progressively 
more  time  at  High  Hampton  each 
year.  As  a result,  she  played  a major 
role  in  overseeing  the  crops  and  gar- 
dens. It  remains  questioned  whether 
Dr.  or  Mrs.  Halsted  was  responsible 
for  the  beautiful  dahlias  that  graced 
their  countryside.  In  the  literature. 
Dr.  Halsted  receives  major  credit; 
however,  rumors  from  Columbia 
would  have  us  believe  otherwise.  In 
any  event,  each  fall  Caroline  posted 
a notice  at  the  local  post  office  dec- 
laring their  dahlias  a gift  to  all  the 
people  of  the  community. 

In  their  time,  Caroline’s  aunts 
took  a great  deal  of  interest  in  com- 
munity folks  around  High  Hampton 
and  contributed  to  the  building  of  a 
local  church  and  school.  Caroline 
continued  to  serve  in  this  charitable 
capacity,  attending  to  community 
needs  and  occasionally  paying  the 
way  for  a mountain  neighbor  in  need 
of  the  services  of  the  Johns  Hopkins 
Hospital.  In  his  visits  to  High  Hamp- 
ton, Dr.  Halsted  helped  to  meet  the 
medical  and  veterinary  needs  of 
the  area.  Incidentally,  he  was  also 
known  to  have  repaired  fistulas  in 
prize  race  horses  at  the  Hampton 
stables  in  Columbia. 

Mrs.  Halsted  was  also  known  to 
have  been  quite  mechanically  in- 
clined, creating  various  gadgets  for 
her  mountain  retreat  and  encourag- 
ing her  visiting  nephews  in  such  di- 
rections of  handiwork.  Her  nephews 
also  relate  that  the  Halsteds  kept  a 
number  of  dogs  around  High  Hamp- 
ton in  keeping  with  their  fondness 
for  animals.  The  most  remembered 
of  these  were  two  favorites,  a pair  of 
dachshunds  named  Nip  and  Tuck. 

Caroline  Hampton  Halsted  never 
bore  any  children  though  certainly 
she  led  a very  fulfilling  life.  She 
side-stepped  the  cushion  of  her  aris- 
tocratic background  to  pursue  a 
nursing  career,  only  to  marry  the 
gentleman  who  proved  to  be  the 
Father  of  American  Surgery.  Her 
life  centered  around  the  things  she 
loved  — primarily  her  husband,  her 
animals  and  Cashiers  Valley.  When 
th  ese  valuables  were  no  longer 
within  reach,  she  died  on  November 
27,  1922,  at  age  61,  surviving  Dr. 
Halsted  by  less  than  three  months. 
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Possibly  of  interest  to  the  present 
company  is  an  updated  note  on  the 
High  Hampton  lands  and  the  Hamp- 
ton family.  Whereas  the  original 
Hampton  property  in  Cashiers  totalled 
approximately  750  acres.  Dr.  Hal- 
sted  expanded  the  holdings  during 
his  lifetime  to  2,200  acres.  In  1922. 
the  property  was  purchased  from 
the  Halsted  estate  by  the  father  of 
the  present  owner.  Mr.  McKee.  To 
this  date  the  lands  remain  intact 
and.  fortunately,  wonderfully  main- 
tained by  the  McKee  family. 


The  Hampton  family  today  is  still 
largely  centered  in  Columbia.  The 
remaining  columns  of  the  original 
Hampton  mansion  at  Millwood  still 
stand  steadfastly.  Frank  Hampton, 
Caroline's  nephew,  now  lives  in  the 
house  built  just  a little  way  behind 
the  columns.  On  a visitor’s  lucky 
day,  he  might  display  his  beautiful 
wooden  bed,  the  same  as  that  oc- 
cupied by  Dr.  Halsted  during  his 
years  at  High  Hampton.  On  any 
given  day,  however,  he  offers  a 
wealth  of  personal  reminiscence 
about  the  Hampton  family  and  the 


Halsteds.  And  with  a shot  of  bour- 
bon at  his  83  years,  he  can  still  bet- 
ter the  efforts  of  the  best  of  us  with 
his  colorful  stories. 
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The  mind,  therefore,  though  the  subject  it  contemplates  is  entirely  at  rest,  exerts  a great 
modifying  power  over  the  knowledge  it  gains  from  without:  for  when  we  contemplate  the 
mass  of  snow,  we  may  either  consider  it  simply  as  a collection  of  white  particles:  or  we  may 
go  further,  and  regard  these,  as  composed  of  other  particles;  these  again  of  other  compo- 
nents.* At  each  step  the  body  is  considered  as  composed  of  a series  of  groups,  each  group 
being  regarded  as  an  individual,  though  its  component  parts  are  numerous,  and  have  each 
very  different  qualities.  The  same  is  true  in  anatomy.  The  whole  system,  composed  of  a 
variety  of  different  substances  may  be  regarded  as  a whole;  or  may  be  analysed  into  bone, 
muscle,  nerve,  tendon,  blood  vessel,  &c.:  each  of  these  may  be  considered  as  also  composed 
of  particular  aggregates  of  matter;  as  the  muscles  are  formed  of  fibers  of  a peculiar  kind,  of 
nerves  and  of  blood-vessels;  these  fibres,  nerves,  and  blood-vessels  are  composed  of  other 
aggregates,  till  separating  aggregate  from  aggregate,  we  arrive  at  the  ultimate  result  of  which 
the  science  is  capable.  At  each  step,  however,  there  are  the  same  number  of  particles 
combined  in  the  whole  or  in  each  group,  but  by  the  mind,  they  are  differently  viewed  and 
assembled  into  masses.  This  disposition  to  analyze  and  separate  bodies  from  each  other, 
enlarges  the  range  of  our  power,  and  it  is  by  thus  parting  the  groups  of  natural  bodies  from 
each  other,  that  the  power  and  effect,  of  each,  is  appreciated,  and  our  knowledge  increased. 
It  is,  however,  only  an  act  of  the  mind,  for  the  snow  and  the  body  are  the  same,  whether 
considered  as  a mass,  or  as  an  assemblage  of  organs,  or  of  particles  composed  of  various 
ultimate  atoms.  It  is  one  great  principle  of  science,  thus  continually  to  oppose  and  counteract 
this  disposition  of  the  mind,  to  mass  into  groups,  and  to  take  too  partial,  or  too  general  views 
of  the  various  subjects  of  nature,  and  thus  to  discover  by  analysis,  her  various  combinations; 
chemistry  in  the  decomposition  of  bodies  — anatomy  in  the  separation  of  the  different  parts 
of  the  human  body,  by  the  knife,  consists  in  this  simple  process;  the  same  mode  of  investiga- 
tion applies  to  the  phenomena  of  disease,  both  in  understanding  their  nature,  and  in  curing 
them. 

1 Brown's  Lectures  on  the  Human  Mind. 

t Ibid 

— Elements  of  the  Theory  and  Practice  of  Physic,  by  George  Gregory.  M.D.,  with  notes 
and  additions,  adapted  to  the  Practice  of  the  United  States,  by  Nathaniel  Potter,  M.D.,  and 
S.  Calhoun,  M.D.  Vol.  I.  Philadelphia.  Towar  & Hogan.  1829. 


504 


Vol.  43.  No.  7 


Toxic  Encounters 
of  the  Dangerous  Kind 


JELLY  BEANS  FOR  THE 
MIDDLE  CLASS  — 
BENZODIAZEPINES 

In  a recent  popular  movie  the  pro- 
tagonist undergoes  an  acute  anxiety  at- 
tack in  a busy  urban  department  store.  He 
is  immediately  surrounded  by  a crowd. 
Our  hero  asks  if  anyone  in  the  group  has  a 
Valium® — almost  everyone  in  the  crowd 
responds  positively.  This  is  an  apocry- 
phal event,  done  in  the  best  hyperbolic 
Hollywood  style,  but  not  far  from  the 
mark.  In  this  age  of  anxiety,  the  ben- 
zodiazepines. especially  Valium,®  have 
become  the  jelly  beans  of  the  Middle 
Class.  In  1979,  according  to  the  Drug 
Enforcement  Administration,  Valium® 
headed  the  list  of  most  abused  drugs;  2.3 
billion  tablets  were  distributed  that  year. 
In  1980,  Valium®  was  the  most  common 
drug  prescribed  in  America;  33  million 
prescriptions.  In  1981 , it  was  the  4th  most 
commonly  prescribed  (cimetidine,  pro- 
panol and  ibuprofen  were  1 , 2 and  3).  With 
cimetidine  number  one,  there  must  be  a 
message  there  somewhere.  Has  Valium® 
failed  to  assuage  the  “stress”  with  “ul- 
cers” the  result?  What  will  historians  of 
the  future  think  of  us  when  they  see  how 
we  attempted  to  combat  reality? 

The  benzodiazepines  were  originally 
developed  as  centrally  acting  muscle  re- 
laxants.  This  class  of  drugs  has  a varied 
spectrum  but  have  effects  such  as  seda- 
tion, hypnosis,  decreasing  anxiety,  mus- 
cle relaxation  and  anticonvulsant  activ- 
ity. The  major  drugs  in  this  class  are  used 
primarily  as  therapy  for  anxiety.  The 
common  drugs  in  this  class  are  listed 
below: 

chlordiazepoxide  — (Librium®)  — 
anti-anxiety 

clorazepate  — (Tranxene®)  — 
anti-anxiety 

clonazepam  — (Clonipin®)  — 
anti-convulsant 

diazepam  — (Valium®)  — 
anti-anxiety,  anti-convulsant 

flurazepam  — (Dalmane®)  — 
hypnotic 

lorazepam  — (Ativan®)  — 
anti-anxiety 


oxazepam  — (Serax®)  — 
anti-anxiety 

prazepam  — (Verstran®)  — 
anti-anxiety 

temazepam  — (Cerepax®)  — 
anti-anxiety 

The  most  popular  members  of  the  ben- 
zodiazepine family  are  probably  diaze- 
pam. chlordiazepoxide,  and  flurazepam. 
These  drugs  exhibit  a high  degree  of  pro- 
tein binding  (85%-95%),  are  metabolized 
by  the  liver  and  are  not  excreted  un- 
changed in  the  liver.  Most  of  the  benzodi- 
azepine derivatives,  except  oxazepam 
(Serax®).  have  relatively  long  half  lives  — 
30-50  hours.  They  probably  act  by  de- 
pressing activity  in  the  reticular  and  lim- 
bic systems  of  the  brain. 

High  doses  of  benzodiazepines  typi- 
cally can  lead  to  marked  fatigue  and  a 
feeling  of  detachment,  like  sleep-walking, 
but  high  doses  can  also  cause  headache, 
dizziness,  ataxia,  confusion,  and  dis- 
orientation. In  some  cases  benzodiaze- 
pines used  in  patients  with  anxiety  can 
cause  remarkable  hostility  especially  in 
women  with  small  children. 

Overdose  is  quite  common  as  would  be 
expected  from  their  availability.  Probably 
the  only  good  news  associated  with  ben- 
zodiazepines in  terms  of  toxicology  is  that 
death  is  quite  rare  in  overdose.  It  is  often 
stated  by  people  dealing  with  drug  over- 
dose that  the  only  way  one  can  die  from 
too  much  benzodiazepine  is  to  get  hit  by  a 
truck  carrying  these  medications.  The 
lethal  overdoses  are  not  well-documented 
but  it  has  been  suggested  that  for  diaze- 
pam or  chlordiazepoxide  it  may  be  in  the 
range  of  700-750  mg  for  adults.  Overdose 
initially  produces  minor  extrapyramidal 
signs,  some  excitement,  dry  mouth, 
tachycardia,  dilated  pupils  and  absent 
bowel  sounds  — anticholinergic  effects. 
The  course  then  proceeds  to  sleepiness 
and  Grade  0 coma  (patient  asleep  but  is 
arousable  and  can  answer  questions)  or 
Grade  I coma  (patient  is  in  coma,  but 
withdraws  from  pain  and  has  intact  re- 
flexes). Deep  coma  is  not  common  at  all. 
In  fact,  it  is  so  uncommon  that  when  pre- 
sented with  a patient  in  deep  coma  who 
allegedly  overdosed  on  benzodiazepines 
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and  has  also  marked  hypotension  or  car- 
diovascular collapse,  one  should  suspect 
ingestion  of  another  CNS  depressant  as 
well.  Please  note  that  benzodiazepines 
markedly  potentiate  the  effects  of 
ethanol.  The  typical  overdosed  patient  on 
benzodiazepines  alone  falls  asleep  but  is 
reusable  and  awakens  after  24-48  hours 
even  with  high  blood  levels.  Toxic  doses 
for  adults  are  probably  in  the  range  of  0.5 
to  I .5  g. 

Treatment  for  overdose  is  fairly  stan- 
dard, but  with  a few  admonitions.  The 
stomach  should  be  emptied  in  the  safest 
manner  — emesis  or  lavage  — followed 
by  activated  charcoal  and  a cathartic  such 
as  magnesium  sulfate.  Standard  respira- 
tory care  is  offered  if  needed.  Because  of 
marked  protein  binding,  dialysis  is  not 
advised.  In  massive  doses  with  Class  III 
or  IV  coma,  charcoal  hemoperfusion  can 
be  tried.  In  spite  of  a few  suggestions  in 
the  literature,  neither  physostigmine  nor 
naloxone  is  advised  by  those  who  have 
had  vast  experience  with  benzodiazepine 
overdose. 


Illicit  "street”  Valium®  is  quite  popu- 
lar. Most  drugs  in  this  class  are  absorbed 
slowly  following  oral  administration  ex- 
cept for  Valium®  which  is  absorbed 
rapidly  orally  and  produces  a euphoria 
which  accounts  for  its  popularity  on  the 
street.  To  the  unwary  "street  buyer”  a 
new  problem  has  arisen;  recent  reports 
tell  of  patients  entering  emergency  rooms 
with  acute  dystonia  after  allegedly  in- 
gesting Valium®  tablets  bought  illicitly. 
What  they  have  taken  is  usually  hal- 
peridol  (Haldol®),  tablets  which  are 
similar  in  size,  shape,  and  color  (blue). 
Not  for  me,  thank  you,  I will  continue  to 
ruin  my  teeth  and  my  beautiful  body  with 
real  jelly  beans. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
and  Chairman,  Committee  on 
Accidents  and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 


MOSES  BEN  MAIMON  (MAIMONIDES)  [I  135-1204] 

There  are  other  foods  which  are  [also]  detrimental  but  not  as  much  as  the  [aforementioned 
ones].  They  are  water  fowl,  small  young  pigeons,  dates,  bread  toasted  in  oil  or  bread  that  was 
kneaded  with  oil,  fine  meal  that  was  completely  sifted  so  that  not  a trace  of  bran  remains, 
gravy,  and  brine  [of  salted  fish].  One  should  not  consume  these  foods  excessively.  A person 
that  is  wise  and  can  control  his  inclinations  and  does  not  yield  to  his  appetite,  and  does  not  eat 
any  of  the  aforementioned  [detrimental  foods]  unless  he  needs  them  as  a medicine,  is  indeed  a 

strong  man.  Mishneh  Torah.  "Hilchoth  De’oth.”  Ch.  IV,  No.  10(tr.  by  Fred 

Rosner  in  Annals  of  Internal  Medicine  62:372,  1965) 
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Editorials 


SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes the  contribution  of  original  articles  — scien- 
tific. historic,  and  editorial  — provided  that  they  have 
neither  been  published  previously  nor  have  they  been 
simultaneously  submitted  for  publication  in  other 
medical  periodicals.  Papers  concerned  with  all  as- 
pects of  the  practice  of  medicine  in  North  Carolina  are 
particularly  solicited. 

In  addition,  in  view  of  "The  Copyright  Revision  Act 
of  1976.”  letters  of  transmission  to  the  editor  should 
contain  the  following  language:  "In  consideration  of 
the  North  Carolina  Medical  Society’s  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise 
conveys  all  copyright  ownership  to  the  North  Carolina 
Medical  Society  in  the  event  that  such  work  is  pub- 
lished in  the  North  Carolina  Medical  Journal.” 
We  regret  that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  "all”  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

The  North  Carolina  Medical  Journal  accepts 
manuscripts  prepared  and  submitted  in  accordance 
with  uniform  requirements  defined  by  the  Interna- 
tional Steering  Committee  of  Medical  Editors  as  de- 
scribed below. 

Preparation  of  manuscript 

Type  manuscripts  on  20.3  x 26.7  cm  or  21.6  x 27.9 
cm(8x  1034  in  or  8(4  x 1 1 in)  or  ISO  A4  (212  x 297  mm) 
white  bond  paper  with  margins  of  at  least  2.5  cm  (1  in). 
Use  double  spacing  throughout,  including  title  page, 
abstract,  text,  acknowledgments,  references,  tables, 
and  legends  for  illustrations.  Submit  three  copies  of 
the  complete  manuscript  and  three  sets  of  glossy 
prints  of  all  figures.  Begin  each  of  the  following  sec- 
tions on  separate  pages:  title  page,  abstract  and  key 
words,  text,  acknowledgments,  references,  individual 
tables,  and  legends.  Number  pages  consecutively,  be- 
ginning with  the  title  page.  Type  the  page  number  in 
the  upper  right-hand  corner  of  each  page. 

Manuscripts  are  reviewed  for  possible  publication 
with  the  understanding  that  they  are  being  submitted 
to  one  journal  at  a time  and  have  not  been  published, 
simultaneously  submitted,  or  already  accepted  for 
publication  elsewhere.  This  does  not  preclude  consid- 
eration of  a manuscript  that  has  been  rejected  by 
another  journal  or  of  a complete  report  that  follows 
publication  of  preliminary  findings  elsewhere,  usually 
in  the  form  of  an  abstract.  Copies  of  any  possible 
duplicative  published  material  should  be  submitted 


together  with  the  manuscript  that  is  being  sent  for 
consideration. 

TITLE  PAGE 

The  title  page  should  contain:  (1)  the  title  of  the 
article,  which  should  be  concise  but  informative;  (2)  a 
short  running  head  or  footline  of  no  more  than  40 
characters  (count  letters  and  spaces)  placed  at  the  foot 
of  the  title  page  and  identified;  (3)  first  name,  middle 
initial,  and  last  name  of  each  author,  with  highest 
academic  degree(s);  (4)  name  of  department(s)  and 
institution(s)  to  which  the  work  should  be  attributed; 
(5)  disclaimers,  if  any;  (6)  name  and  address  of  author 
responsible  for  correspondence  about  the  manuscript; 
(7)  name  and  address  of  author  to  whom  requests  for 
reprints  should  be  addressed,  or  statement  that  re- 
prints will  not  be  available  from  the  author;  (8)  the 
source(s)  of  support  in  the  form  of  grants,  equipment, 
or  drugs. 

ABSTRACT  AND  KEY  WORDS 

The  second  page  should  carry  an  abstract  of  not 
more  than  150  words.  State  the  purposes  of  the  study 
or  investigation,  basic  procedures  (study  subjects  or 
experimental  animals  and  observational  and  analyti- 
cal methods),  main  findings  (give  specific  data  and 
their  statistical  significance,  if  possible),  and  the  prin- 
cipal conclusions.  Emphasize  new  and  important  as- 
pects of  the  study  or  observations.  Use  only  approved 
abbreviations  (see  Appendix  for  commonly  used  ab- 
breviations). 

Key  ( indexing ) terms — Below  the  abstract  provide 
and  identify  as  such  three  to  10  key  words  or  short 
phrases  that  will  assist  indexers  in  cross-indexing  your 
article  and  that  may  be  published  with  the  abstract. 
Use  terms  from  the  Medical  Subject  Headings  list 
from  Index  Medicus  whenever  possible. 

TEXT 

The  text  of  observational  and  experimental  articles 
is  usually,  but  not  necessarily,  divided  into  sections 
with  the  headings  Introduction,  Methods,  Results, 
and  Discussion.  Long  articles  may  need  subheadings 
within  some  sections  to  clarify  their  content,  espe- 
cially the  Results  and  Discussion  sections.  Other 
types  of  articles  need  not  conform  to  this  format,  and 
authors  should  consult  individual  journals  for  further 
guidance. 

Introduction — State  clearly  the  purpose  of  the  arti- 
cle. Summarize  the  rationale  for  the  study  or  observa- 
tion. Give  only  strictly  pertinent  references  and  do  not 
review  the  subject  extensively. 

Methods — Describe  your  selection  of  the  observa- 
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tional  or  experimental  subjects  (patients  or  ex- 
perimental animals,  including  controls)  clearly.  Iden- 
tify the  methods,  apparatus  (manufacturer’s  name  and 
address  within  parentheses),  and  procedures  used  in 
sufficient  detail  to  allow  other  workers  to  reproduce 
the  results.  Give  references  to  established  methods, 
including  statistical  methods;  provide  references  and 
brief  descriptions  of  methods  that  have  been  pub- 
lished but  are  not  well  known;  describe  new  or  sub- 
stantially modified  methods,  give  reasons  for  using 
them,  and  evaluate  their  limitations.  When  reporting 
experiments  on  human  or  animal  subjects,  indicate 
whether  the  procedures  followed  were  in  accord  with 
the  ethical  standards  of  the  committee  of  human  ex- 
perimentation of  the  institution  in  which  the  ex- 
periments were  done  or  in  accordance  with  the  Hel- 
sinki Declaration  of  1975.  Identify  precisely  all  drugs 
and  chemicals  used,  including  generic  name(s),  dos- 
age(s).  and  route(s)  of  administration.  Do  not  use  pa- 
tients’ names,  initials,  or  hospital  numbers.  Include 
numbers  of  observations  and  their  statistical  signifi- 
cance when  appropriate.  Detailed  statistical  analyses, 
mathematical  derivations,  and  the  like  may  sometimes 
be  suitably  presented  in  the  form  of  one  or  more  ap- 
pendixes. 

Results — Present  your  results  in  logical  sequence  in 
the  text,  tables,  and  illustrations.  Do  not  repeat  in  the 
text  all  the  data  in  the  tables  or  illustrations,  or  both; 
emphasize  or  summarize  only  important  observa- 
tions. 

Discussion — Emphasize  the  new  and  important  as- 
pects of  the  study  and  conclusions  that  follow  from 
them.  Do  not  repeat  data  given  in  the  Results  section. 
Include  in  the  Discussion  the  implications  of  the  find- 
ings and  their  limitations  and  relate  the  observations 
to  other  relevant  studies.  Link  the  conclusions  with 
the  goals  of  the  study  but  avoid  unqualified  statements 
and  conclusions  not  completely  supported  by  your 
data.  Avoid  claiming  priority  and  alluding  to  work  that 
has  not  been  completed.  State  new  hypotheses  when 
warranted,  but  clearly  label  them  as  such. 

ACKNOWLEDGMENTS 

Acknowledge  only  persons  who  have  made  sub- 
stantive contributions  to  the  study.  Authors  are  re- 
sponsible for  obtaining  written  permission  to  do  so 
because  such  an  acknowledgment  may  imply  en- 
dorsement of  the  data  and  conclusions. 

REFERENCES 

Number  references  consecutively  in  the  order  in 
which  they  are  first  mentioned  in  the  text.  Identify 
references  in  text,  tables,  and  legends  by  arabic  nu- 
merals (within  parentheses).  References  cited  only  in 
tables  or  in  legends  to  figures  should  be  numbered  in 
accordance  with  a sequence  established  by  the  first 
identification  in  the  text  of  the  particular  table  or 
illustration. 

Use  the  form  of  references  adopted  by  the  United 
States  National  Library  of  Medicine  and  used  in  Index 
Medicus.  For  references  not  included  in  Index  Medi- 


cus  use  the  style  of  the  examples  cited  subsequently; 
these  adhere  to  the  abbreviated  form  of  references 
established  by  the  American  National  (ANSI)  Stan- 
dard for  Bibliographic  References  and  have  been  ap- 
proved by  the  National  Library  of  Medicine. 

The  names  of  journals  should  be  abbreviated  ac- 
cording to  the  style  used  by  Index  Medicus;  consult 
the  ’’List  of  Journals  Indexed,”  which  is  printed  each 
year  in  the  January  issue  of  Index  Medicus. 

Try  to  avoid  the  use  of  abstracts  as  references; 
“unpublished  observations”  and  “personal  (written, 
not  verbal)  communications”  may  not  be  used  as  ref- 
erences, although  references  to  them  may  be  inserted 
(within  parentheses)  in  the  text.  Include  manuscripts 
accepted  but  not  yet  published  among  the  references 
as  in  press;  designate  the  journal  followed  by  “in 
press”  (within  parentheses).  Cite  manuscripts  sub- 
mitted but  not  yet  accepted  in  the  text  as  “unpub- 
lished observations”  (within  parentheses). 

The  references  must  be  verified  against  the  original 
documents.  Examples  of  correct  forms  of  references 
are  given  below. 

Journal 

(1)  Standard  journal  article  — (List  all  authors 
when  six  or  less;  when  seven  or  more,  list  only 
first  three.) 

Solter  NA.  Wasserman  SI,  Austen.  KF:  Cold 
urticaria:  Release  into  the  circulation  of  his- 
tamine and  eosinophilic  chemotactic  factor  of 
anaphylaxis  during  cold  challenge.  N Engl  J 
Med  1976;  294:  687-90. 

(2)  Corporate  author 

The  Committee  on  Enzymes  of  the  Scandina- 
vian Society  for  Clinical  Chemistry  and  Clini- 
cal Psychology.  Recommended  method  for  the 
determination  of  gamma-glutamyltransferase 
in  blood.  Scand  J Clin  Lab  Invest  1976;  36: 

1 19-25. 

Anonymous.  Epidemiology  for  primary  health 
care.  Int  J Epidemiol  1976;  5:  224. 

Books  and  other  monographs 

(3)  Personal  author(s) 

Osier  AG:  Complement:  mechanisms  and  func- 
tions. Englewood  Cliffs:  Prentice-Hall.  1976. 

(4)  Corporate  author 

American  Medical  Association  Department  of 
Drugs.  AM  A drug  evaluations.  3rded.  Littleton 
Publishing  Sciences  Group,  1977. 

(5)  Editor,  compiler,  chairman  as  author 
Rhodes  AJ,  Van  Rooyen  CE.  comps.  Textbook 
of  virology:  for  students  and  practitioners  of 
medicine  and  other  health  sciences.  5th  ed. 
Baltimore:  Williams  & Wilkins,  1968. 

(6)  Chapter  in  hook 

Weinstein  L.  Swartz,  MN:  Pathogenetic  prop- 
erties of  invading  microorganisms,  pp.  457-72. 
In:  Sodeman  WA  Jr,  Sodeman  WA,  eds. 
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Pathologic  physiology:  mechanisms  of  disease. 
Philadelphia:  WB  Saunders.  1974. 

(7)  Agency  publication 

National  Center  for  Health  Statistics.  Acute 
conditions,  incidence  and  associated  disability. 
United  States  July  1968-June  1969,  Series  10, 
No  69,  1972,  DHEW  Pub  No  (HSM)  72-1036. 

(8)  Newspaper  article 

Shaffer  RA:  Advances  in  chemistry  are  starting 
to  unlock  mysteries  of  the  brain:  Discoveries 
could  help  cure  alcoholism  and  insomnia,  ex- 
plain mental  illness.  The  Wall  Street  Journal 
1977  Aug  12:  I (col.  1),  10  (col.  1). 

(9)  Magazine  article 

Roneche  B:  Annals  of  medicine:  The  Santa 
Claus  culture.  The  New  Yorker  1971  Sept  4: 
66-81. 

TABLES 

Type  each  table  on  a separate  sheet;  remember  to 
double-space.  Do  not  submit  tables  as  photographs. 
Number  tables  consecutively  and  supply  a brief  title 
for  each.  Give  each  column  a short  or  abbreviated 
heading.  Place  explanatory  matter  in  footnotes,  not  in 
the  heading.  Explain  in  footnotes  all  non-standard 
abbreviations  that  are  used  in  each  table.  For  foot- 
notes, use  the  following  symbols  in  order:  *,  t.  4,  §■  H, 
||  , **,  tt,  etc.  Identify  statistical  measures  of  varia- 
tions such  as  SD  and  SEM. 

Omit  internal  horizontal  and  vertical  rules. 

Cite  each  table  in  the  text  in  consecutive  order. 

If  you  use  data  from  another  published  or  unpub- 
lished source,  obtain  permission  and  acknowledge 
fully. 

A number  of  tables  that  is  excessive  in  relation  to 
the  length  of  the  text  may  produce  difficulties  in  the 
layout  of  pages.  Examine  issues  of  the  journal  to 
which  you  plan  to  submit  your  paper  to  estimate  how 
many  tables  may  be  used  per  1000  words  of  text. 

On  recommendation  of  the  editor  after  acceptance 
of  a manuscript,  additional  tables  containing  impor- 
tant backup  data  too  extensive  to  be  published  may  be 
deposited  with  the  National  Auxiliary  Publications 
Service  or  made  available  by  the  author(s).  In  that 
event  an  appropriate  statement  will  be  added  to  the 
text.  Submit  such  tables  for  consideration  with  the 
manuscript. 

ILLUSTRATIONS 

Submit  three  complete  sets  of  figures.  Figures 
should  be  professionally  drawn  and  photographed; 
freehand  or  typewritten  lettering  is  unacceptable.  In- 
stead of  original  drawings,  roentgenograms,  and  other 
material,  send  sharp,  glossy  black  and  white  photo- 
graphic prints  no  larger  than  20.3  x 25.4  cm  (8  x 10  in). 
Letters,  numbers,  and  symbols  should  be  clear  and 
even  throughout,  and  of  sufficient  size  that  when  re- 
duced for  publication  each  item  will  still  be  legible. 
Titles  and  detailed  explanations  belong  in  the  legends 
for  illustrations,  not  in  the  illustrations  themselves. 


Each  figure  should  have  a label  pasted  on  its  back 
indicating  the  number  of  the  figure,  the  names  of  the 
authors,  and  the  top  of  the  figure.  Do  not  write  on  the 
back  of  the  figures  or  mount  them  on  cardboard,  or 
scratch  or  mar  them  using  paper  clips.  Do  not  bend 
figures. 

Photomicrographs  must  have  internal  scale  mar- 
kers. Symbols,  arrows,  or  letters  used  in  the  photo- 
micrographs should  contrast  with  the  background. 

If  photographs  of  people  are  used,  either  the  sub- 
jects should  not  be  identifiable  or  their  pictures  must 
be  accompanied  by  written  permission  to  use  the 
photograph. 

Cite  each  figure  in  the  text  in  consecutive  order.  If  a 
figure  has  been  published,  acknowledge  the  original 
source  and  submit  written  permission  of  the  copyright 
holder  to  reproduce  the  material.  Permission  is  re- 
quired, regardless  of  authorship  or  publisher,  except 
for  documents  in  the  public  domain. 

For  illustrations  in  color,  supply  color  transparen- 
cies and,  when  necessary,  accompanying  drawings 
that  are  marked  to  indicate  the  part  to  be  reproduced; 
in  addition,  send  two  positive  color  prints  to  assist 
editors  in  making  recommendations.  Some  journals 
publish  illustrations  in  color  only  if  the  author  assumes 
the  extra  costs. 

LEGENDS  FOR  ILLUSTRATIONS 

Type  legends  for  illustrations  double-space  on  a 
separate  page  with  arabic  numerals  corresponding  to 
the  illustrations.  When  symbols,  arrows,  numbers,  or 
letters  are  used  to  identify  parts  of  the  illustrations, 
identify  and  explain  each  one  clearly  in  the  legend. 
Explain  internal  scale  and  identify  method  of  staining 
in  photomicrographs. 

Abbreviations 

Use  only  standard  abbreviations  (see  Appendix). 
Consult  the  Council  of  Biology  Editors  Style  Manual 
(4th  edition)  and  the  ELSE  Manual  for  lists  of 
additional  standard  abbreviations.  Avoid  abbrevia- 
tions in  the  title.  The  full  term  for  which  an  abbrevia- 
tion stands  should  precede  its  first  use  in  the  text 
unless  it  is  a standard  unit  of  measurement. 

In  many  countries  the  International  System  of  Units 
(SI)  is  standard  or  is  becoming  so.  Report  measure- 
ments in  the  units  in  which  they  were  made.  Journals 
may  use  these  units,  convert  them  to  another  system, 
or  use  both. 

Submission  of  manuscripts 

Mail  manuscripts  in  a heavy  paper  envelope,  en- 
closing the  manuscript  and  figures  in  cardboard,  if 
necessary,  to  prevent  bending  of  photographs  during 
mail  handling.  Place  photographs  and  transparencies 
in  heavy  paper  envelopes. 

Manuscripts  should  be  accompanied  by  a covering 
letter  from  the  author  who  will  be  responsible  for 
correspondence  regarding  the  manuscript.  The  cov- 
ering letter  should  contain  a statement  that  the  manu- 
script has  been  seen  and  approved  by  all  authors.  The 
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letter  should  give  any  additional  information  that  may 
be  helpful  to  the  editor,  such  as  the  type  of  article  the 
manuscript  represents  in  the  particular  journal;  infor- 
mation on  publication  of  any  part  of  the  manuscript 
and  whether  the  author(s)  will  be  willing  to  meet  the 
cost  of  reproducing  color  illustrations.  Include  copies 
of  any  permissions  needed  to  reproduce  published 
material  or  to  use  illustrations  of  identifiable  subjects. 

Appendix 

COMMONLY  USED  APPROVED  ABBREVIATIONS 


TABLE  1 — Standard  units  of  measurements 


and  statistical  terms 

Abbreviation 

Term 

or  symbol 

Standard  unity  of  measurement 

ampere 

A 

Angstrom 

A 

barn 

b 

candela 

cd 

coulomb 

C 

counts  per  minute 

cpm  or 
counts/min 

counts  per  second 

cps  or 
counts/sec 

curie 

Ci 

degree  Celsius 

C 

disintegrations  per  minute 

dpm  or 
dis/min 

disintegrations  per  second 

dps  or 
dis/sec 

electron  Volt 

eV 

equivalent 

Eq 

farad 

F 

gauss 

G 

gram 

g 

henry 

H 

hertz 

Hz 

hour 

h or  hr 

international  unit 

IU 

joule 

J 

kelvin 

K 

kilogram 

kg 

liter,  litre 

i 

meter,  metre 

m 

minute 

min 

molar 

M 

mole 

mol 

newton 

N 

normal  (concentration) 

N 

ohm 

11 

osmol 

osmol 

pascal 

Pa 

revolutions  per  minute 

rpm  or  r/min 

second 

s 

square  centimeter 

cm2 

volt 

V 

watts 

W 

week 

wk 

year 

yr 

Statistical  terms 

correlation  coefficient 

r 

degrees  of  freedom 

df 

mean 

X 

not  significant 

NS 

number  of  observations 

n 

probability  p 

standard  deviation  SD 

standard  error  of  the  mean  SEM 

"Student’s"  t test  f test 

variance  ratio  F 


TABLE  II — Combining  factors 


Name  and 
factor 

Symbol 

Name  and 
factor 

Symbol 

tera-  (1012) 

T 

centi-  (10~2) 

c 

giga-  (1 09) 

G 

milli-  (10  •>) 

m 

mega-  (1 06) 

M 

micro-  (10~6) 

M 

kilo-  (103) 

k 

nano-(10  9) 

n 

hecto-  ( 1 02) 

h 

pico-  (ICE12) 

P 

deca-(IC)1) 

da 

femto-(10~ir’) 

f 

deci-(10  ') 

d 

atto-  (1 0 ,H) 

a 

TABLE  III — Other  common  abbreviations 


Term 

Abbreviation 
or  symbol 

adenosinediphosphatase 

ADPase 

adenosine  5’-diphosphate  (adenosine 
diphosphate) 

ADP 

adenosine  5'-monophosphate  (adenosine 
monophosphate,  adenylic  acid) 

AMP 

adenosine  triphosphatase 

ATPase 

adenosine  5’-triphosphate  (adenosine 
triphosphate) 

ATP 

adrenocorticotrophic  hormone 
(adrenocorticotropin) 

ACTH 

bacillus  Calmette-Guerin 

BCG 

body  temperature,  pressure,  and  saturated 

BTPS 

basal  metabolic  rate 

BMR 

central  nervous  system 

CNS 

coenzyme  A 

coA 

deoxyribonucleic  acid  (deoxyribonucleate) 

DNA 

dihydroxyphenethylamine 

dopamine 

electrocardiogram 

ECG 

electroencephalogram 

EEG 

enteric  cytopathogenic  human  orphan  (virus) 

ECHO 

ethyl 

Et 

ethylenediaminetetraacetate 

EDTA 

gas-liquid  chromatography 

GLC 

guanosine  5’-monophosphate  (guanosine 
monophosphate,  guanylic  acid) 

GMP 

haemoglobin 

Hb 

logarithm  (to  base  10;  common  logarithm) 

log 

logarithm,  natural 

In 

methyl 

Me 

Michaelis  constant 

Km 

negative  logarithm  of  hydrogen  ion 
activity 

pH 

partial  pressure  of  CO2 

PCO2 

partial  pressure  of  O2 

PO2 

per 

/ 

per  cent 

% 

radiation  (ionising,  absorbed  dose) 

rad 

respiratory  quotient 

RQ 

specific  gravity 

sp  gr 

standard  atmosphere 

atm 

standard  temperature  and  pressure 

STP 

ultraviolet 

uv 

volume 

vol 

volume  ratio  (volume  per  volume) 

vol/vol 

weight 

wt 

weight  per  volume 

wt/vol 

weight  ratio  (weight  per  weight) 

wt/wt 
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THE  EDIFICE  OF  PAIN 

Even  more  difficult  than  the  analysis  of  pain  is  the 
relieving  of  the  suffering  it  brings.  This  difficulty 
probably  reflects  not  only  a complex  etiology  but  also 
the  inability  of  patients  to  describe  symptoms  ade- 
quately and  their  physicians  to  imagine  their  patients’ 
predicaments.  Pain  may  be  physical,  psychological  or 
spiritual  or  a mixture  of  these  so  that  treatment  often 
cannot  be  expected  to  cure  or  to  prevent  the  complaint 
from  becoming  chronic. 

Look  only  at  the  words  we  use  to  describe  the 
sensations  associated  with  or  represented  as  pain; 
travail,  despair,  anxiety,  fear  and  trembling,  suffering, 
emptiness,  agony,  Angst,  dread,  even  "the  sickness 
unto  death."  When  faced  then  with  chronic  pain,  the 
physician  may  feel  dread  and  the  emptiness  of  thera- 
peutic frustration  as  the  same  names  of  patients  with 
the  same  complaints  appear  again  and  again  in  the 
appointment  book.  What  to  do?  Because  something 
must  be  done  if  our  obligations  to  our  patients  are  to  be 
met  and  some  relief  provided.1 

People  with  chronic  pain  become  difficult  patients, 
often  alienated  by  rejection  or  loss  of  hope,  and  some- 
times alienate  their  physicians  in  the  process  as 
symptoms  seem  to  become  fixations.  Many  can  cer- 
tainly be  helped,  at  least  temporarily  by  the  new,  the 
placebo  effect,  but  false  hopes,  too  often  unfulfilled, 
can  lead  to  cynicism,  depression  and  negativism. 
Hence  the  need  for  developing  more  systematic  and 
comprehensive  programs  to  help  sufferers  and  to  in- 
crease our  own  understanding  of  victims  and  of  how 
they  can  best  be  treated. 

Ghia  and  Sugioka  (p  493)  have  described  some  of  the 
administrative  problems  involved  in  trying  to  set  up 
such  services  in  an  academic  environment,  but  they 
don’t  really  tell  us  enough  of  what  we  need  to  know. 
Do  they,  for  example,  understand  that  the  physician 
sometimes  must  play  a priestly  part,  act  in  a sacerdotal 
role  as  well  as  in  a scientific  one?  Faith  and  acceptance 
are  after  all  imperative  if  satisfactory  defenses  are  to 
replace  those  overwhelmed  by  chronic  frustration  and 
failed  communication.  The  natural  tendency  for  much 
pain  is  to  improve,  although  it  may  take  a year  or  so  for 
an  ailing  back  to  become  less  assertive  and  require 
daily  rituals,  such  as  wearing  braces  and  taking  regular 
exercises,  to  appease  an  angry  process. 

Do  ministers  participate  in  their  clinic?  What  is  the 
role  of  Hospice  in  such  a project?  Many  patients  with 
chronic  pain  are  in  that  state  because  of  malignant 
disease  and  need  spiritual  as  well  as  physical  support. 
Reconstructing  one’s  body  image  when  all  forces 
seem  antagonistic  can  seldom  be  done  alone  and  sto- 
icism is  not  popular  in  the  United  States.  Perhaps  we 
have  been  led  to  expect  too  simple  and  prompt  rem- 
edies for  chronic  pain  because  acute  pain  can  so  often 
be  handled  expertly  and  effectively. 

The  anesthesiologist,  because  his  appointed  role  in 
medicine  is  to  relieve  some  of  the  suffering  of  surgery, 
is  naturally  looked  to  for  help.2  Knowledge  of 
anesthetic  agents  is  necessary,  of  course,  as  Mc- 
Leskey  reaffirms  in  his  review  of  local  anesthetics 


(p  513),  but  anesthesiologists  need  more  help  in  their 
quest,  as  Ghia  and  Sugioka  make  clear.  The  house  of 
pain  is  an  edifice  of  mystery  in  which  no  one  wants  to 
live.  It  is  dark,  quiet  and  isolated  to  the  detriment  of  its 
residents  and  to  the  distress  of  their  physicians. 

J.H.F. 
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THOUGHTS  ABOUT 
THE  MEDICAL  INTERVIEW 

In  a world  of  health  care  delivery,  mass  screening, 
annual  executive  examinations  and  of  the  invasion  of 
hospitals  by  the  private  sector,  the  diagnostician  may 
well  feel  that  he  is  over  the  hill.  The  commercial  or- 
ganization of  medicine  seems  to  leave  little  for  the 
artist  who  as  a medical  private  detective  finds  himself 
all  too  often  today  overwhelmed  by  the  clues  provided 
by  the  organization. 

Why  then  be  concerned  about  the  interview  when 
we  can  measure  so  much  and  verify  results  so  easily? 
Is  it  perhaps  because  patients  feel  more  comfortable 
listening  to  a trusted  human  voice  than  reading  a 
printout  or  being  told  at  a neighborhood  health 
screening  party  to  see  a doctor?  Even  in  hospitals  with 
so  many  health  care  professionals  about,  patients 
seem  frustrated  by  technology  and  report  that  their 
physicians  often  seem  more  like  travel  agents  than 
healers,  arranging  tours  in  a strange  land. 

The  physician  as  white-coated  high  priest  in  the 
cathedral  of  medicine,  the  hospital,  is  often  frustrated 
himself.  Called  on  to  play  as  many  roles  as  an  actor  in 
a stock  company  on  much  shorter  notice,  he*  often 
misses  his  cues  and  fails  to  reach  his  audience.  That 
expectant  audience,  certain  on  admission  that  the 
chair  of  the  diagnostic  and  therapeutic  committee  is 
really  in  charge,  often  leaves  the  hospital  little  better 
off  and  less  confident  of  his  doctor.  Facts  have  in- 
creased but  understanding  has  often  diminished,  ag- 
gravating anxiety  and  stimulating  more  cocktail  party 
conversation  about  the  shortcomings  of  modern 
medicine. 

One  of  the  medical  thespian’s  major  roles  is  that  of 
educator,  to  let  the  patient  and  the  family  know  what 
their  problems  are  and  what  is  to  be  done,  to  answer 
questions  that  can  be  answered  and  to  explain  why 
others  cannot  be.  This  takes  time,  a scarce  commodity 
in  our  instantaneous  society,  and  an  ability  to  sense 
moods  and  understand  a patient’s  body  language. 
Many  an  interview  is  lost  and  many  a patient  and 
doctor  perplexed  because  they  have  failed  to  read 
each  other’s  cues. 

Despite  the  marvels  of  today’s  technology,  the 
interview  is  still  critical,  particularly  at  the  patient's 
first  visit  when  giant  steps  toward  mutual  trust  can  be 


*The  English  language,  supple  as  it  is.  lacks  a bisexual  pronoun,  particularly  needed  today 
when  30%  of  our  medical  students  are  women. 
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taken.  The  situation  is  more  difficult  in  teaching  hos- 
pitals where  stampedes  of  house  officers  and  students 
compete  with  staff  physicians  and  the  organization  for 
the  patient's  time.  But  the  difficulty  is  not  insur- 
mountable. A few  minutes  in  private  can  be  tremen- 
dously effective.  Even  in  a two-bed  unit  or  crowded 
ward,  privacy  can  be  established  by  pulling  a curtain. 
Neighbors  will  eavesdrop  in  the  open  but  a simple 
cotton  barrier  is  surprisingly  well  respected.  The  suf- 
ferer can  then  talk,  interrupted  only  when  necessary, 
as  leisurely  as  possible.  Sitting  at  the  foot  of  the  bed  or 
in  a chair  beside  it.  eye  to  eye  w ith  the  patient,  can  be 
of  great  help  in  establishing  trust  and  in  getting  a good 
history. 

Some  patients  w ill  feel  they  must  satisfy  rather  than 
inform  their  physicians  so  probing  must  be  delicate 
because  some  will  not  tell  or  w ill  deny  if  pushed  too 


hard  or  too  fast.  Many  in  the  beginning  desire  their 
doctor's  respect  so  intensely  that  they  leave  important 
items  out  of  their  story,  often  avoiding  the  main  prob- 
lem altogether.  If  moral  judgment  on  the  physician's 
part  seems  implied,  recovering  the  interview'  is  even 
more  difficult.  Yet  an  orderly  or  a maid  may  get  the 
w hole  story  in  a few'  sentences  a few  minutes  later. 

Opinions  expressed  prematurely  by  the  busy  doctor 
can  also  discourage  patients;  explanations  may  be 
overly  explicit.  Some  patients  do  have  to  be  led  gently 
so  that  they  can  retain  or  regain  their  sense  of  mastery 
of  their  destinies.  Yet  there  is  a time  to  confront  lest 
wishful  thinking  triumph.  Being  superficial  with  a 
clinging  patient  can  be  dangerous.  Some  of  the  sick 
need  to  know  the  behavior  and  dimensions  of  the  foe 
they  face.  For  them  it  is  not  fun  to  be  fooled.  It  may  not 
be  fun  to  know  but  it  may  be  better.  J.H.F. 


MOSES  BEN  MAI  MON  (MAIMONIDES)  [1 135-1204] 

In  the  warm  [summer]  months,  one  should  eat  cooling  foods,  not  use  seasoning  to  excess, 
and  consume  vinegar.  In  the  rainy  [winter]  months,  one  should  eat  warming  foods,  abun- 
dantly spice  [the  food].  ...  In  this  manner  should  one  prepare  [food]  in  cold  climates  and 
warm  climates,  [that  is]  in  each  and  every  place  that  which  is  best  suited  thereto. 

Mishneh  Torah,  “Hilchoth  De'oth.”  Ch.  IV.  No.  8 (tr.  by  Fred 
Rosner  in  Annals  of  Internal  Medicine  62:372.  1965) 


Since  7 976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
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Perinatal  Regionalization  In  North  Carolina,  1967-1979: 

Services,  Programs,  Referral  Patterns,  and 

Perinatal  Mortality  Rate  Declines  for  Very  Low  Birthweight  Infants 

Richard  R.  Nugent,  M.D.,  M.P.H. 


(Note:  In  the  Public  Health  is  a new  feature  provided  by  the  North  Carolina  Department  of  Human  Resources’ 
Division  of  Health  Services.  This  column  will  run  four  times  a year,  in  January,  April,  July,  and  October. 
— A.A.H.) 


SUMMARY:  As  early  as  1967,  North  Carolina’s  medical  centers  began  to  develop  perinatal  intensive  care  services. 

In  1974,  these  developments  were  assisted  by  public  commitment  through  the  Regionalized  Perinatal 
Care  Program,  established  by  the  N.C.  General  Assembly.  Since  that  time,  infants  with  birthweights 
under  1501  grams  are  being  increasingly  delivered  in  and  referred  to  Level  III  Centers.  Sharp  increases 
in  tertiary  referral  are  associated  with  declines  in  very  low  birthweight  perinatal  mortality,  especially 
at  the  Level  III  Centers. 


INTRODUCTION 

Medical  care  for  pregnant  women  and  infants  up  to 
28  days  of  life  (perinatal  care)  has  made  great  strides 
during  the  last  three  decades.  The  50’s  and  60’s 
saw  the  development  in  research  centers  of  new 
technologies  including  electronic  fetal  monitoring, 
amniocentesis,  ultrasound  for  pregnant  women,  car- 
diorespiratory monitoring,  and  mechanical  ventila- 
tory assistance  for  newborns.1  These  capabilities 
grew  out  of  rapid  advances  in  perinatal  medical 
knowledge  which  also  created  the  medical  subspe- 
cialties of  Maternal/Fetal  Medicine  and  Neonatology. 
Most  of  these  technological  advances  occurred  in  in- 
tensive treatment  for  patients  with  serious  medical 
illnesses.  Efforts  to  provide  these  treatments  became 
organized  into  neonatal  and  maternal  intensive  care 
units  in  the  late  1960s. 

At  the  same  time,  it  became  apparent  that  perinatal 
intensive  care  was  exceedingly  expensive  and  was 
appropriate  only  for  a small  number  of  sick  patients  or 
extremely  premature  newborns.  To  meet  the  chal- 
lenges of  supporting  costs  while  embracing  cost  con- 
tainment principles  and  assuring  access  to  this  care  by 
all  in  need,  several  important  groups  of  professionals 
were  gathered  to  guide  these  developments.  At  the 
national  level,  the  National  Foundation  — March  of 


Dr.  Nugent  is  Medical  Director  of  the  Perinatal  Care  Program  in  the  Division  of  Health 
Services. 


Dimes  brought  together  the  Committee  on  Perinatal 
Health.  At  the  state  level  in  1972,  North  Carolina’s 
Governor  Bob  Scott  appointed  the  Task  Force  on 
Maternal  and  Infant  Health.  Both  groups  recom- 
mended regionalization  of  perinatal  care  through  ap- 
plication of  the  following  principles: 2,3 

1 . Development  of  hospital  services  at  three  levels 
of  care  — 

Level  I — Care  of  normal  patients  and  those 
with  a few  immediate  complications 
Level  II  — Care  of  the  majority  of  patients  with 
complications 

Level  III  — Intensive  care  of  those  with  serious 
illnesses  or  extreme  prematurity 

2.  Medical  screening  of  all  perinatal  patients  and 
referral  of  those  with  complications  to  sources  of 
special  care  at  Level  II  and  Level  III  Centers 

3.  Establishment  of  linkages  among  these  services 
for  consultation,  referral,  and  transport 

4.  Education  of  perinatal  professionals  and  coordi- 
nation of  community  support  to  bring  about 
these  changes 

The  Task  Force  recognized  that  public  funds  would 
be  necessary  to  cover  the  cost  of  high  risk  hospital  and 
ambulatory  care  for  indigent  patients  with  complica- 
tions, for  professional  education,  and  for  transport. 

The  following  article  examines  the  intervention  de- 
veloped as  a result  of  these  recommendations  and  the 
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changes  in  perinatal  mortality  rates  in  North  Carolina 
during  the  13-year  period  1967  through  1979. 

The  Development  of  Intensive 

Care  Services  in  North  Carolina,  1967  to  1979 

In  1967.  Duke  University  Medical  Center  (in  Dur- 
ham) established  the  first  neonatal  intensive  care  unit 
in  North  Carolina.  Charlotte  Memorial  Hospital 
(Charlotte)  followed  in  1968.  Then,  between  1972  and 
1974,  units  were  begun  at  North  Carolina  Memorial 
Hospital  (Chapel  Hill),  North  Carolina  Baptist  and 
Forsyth  Memorial  Hospitals  (Winston-Salem),  Moses 
Cone  Hospital  (Greensboro),  and  Wake  Medical 
Center  (Raleigh).  Development  of  these  units  was  as- 
sisted to  some  extent  through  the  Premature  Care 
Program,  a Title  V Federal  program.  Soon  to  develop, 
with  the  assistance  of  a new  state  Regionalized 
Perinatal  Care  Program  (RPC),  were  intensive  care 
units  at  New  Hanover  Memorial  Hospital  (Wil- 
mington), Pitt  Memorial  Hospital  (Greenville),  and 
Memorial  Mission  Hospital  (Asheville).  By  1979 these 
hospitals  performed  nearly  1 ,500  deliveries  a year  or 
more,  had  fulltime  subspecialty  trained  neonatolo- 
gists,  had  fulltime  teaching  obstetricians,  and  had 
house  staff  physicians  at  residency  level  providing 
24-hour  care.  The  four  medical  schools  and  Charlotte 
Memorial  Hospital  had  subspecialists  in  Maternal/ 
Fetal  Medicine. 

Public  Commitment  to  Perinatal  Regionalization 

Responding  to  the  recommendations  of  the  Task 
Force  on  Maternal  and  Infant  Health,  the  North  Caro- 
lina General  Assembly  passed  House  Bill  1240  in 
March  1974  with  an  appropriation  of  $500,000.  It  es- 
tablished the  Regionalized  Perinatal  Care  (RPC)  Pro- 
gram to  implement  the  principles  listed  above  in  a 
voluntary,  cooperative  fashion  and  to  reduce  perinatal 
mortality  and  long  term  perinatal  morbidity  in  North 
Carolina.  A statewide  Perinatal  Council  was  ap- 
pointed to  advise  the  Secretary  of  the  Department  of 
Human  Resources,  and  a staff  was  appointed  in  the 
Division  of  Health  Services.  A pilot  project  was  de- 
signed and  initiated  in  southeastern  North  Carolina. 
The  pilot  project  would  operate  on  the  principle  that  a 
multidisciplined  team  of  professionals  in  high  risk 
clinics  woidd  improve  care  for  medically  complicated 
indigent  pregnant  women  and  would  attract  referrals 
of  indigent  high  risk  babies/'//  utero  to  Level  II  and  III 
centers. 

The  Development  of  the  RPC  Program  1974-1979 

The  pilot  project  was  begun,  and  a careful  plan  for 
its  evaluation  was  established.  The  pilot  project 
evaluation  and  results  are  to  be  discussed  elsewhere. 
The  Council  and  staff  considered  a statewide  ap- 
proach. North  Carolina  was  divided  into  six  perinatal 
regions  for  planning  and  educational  purposes,  with 
six  corresponding  regional  committees.  Each  com- 
mittee reviewed  its  communities  by  site  visit,  using  a 
survey  developed  from  Task  Force  recommenda- 


tions. By  December  1979  all  regions  submitted  plans 
that  were  acceptable  to  the  statewide  Perinatal  Coun- 
cil. 

The  program’s  funding  grew  from  approximately 
$700,000  in  FY  1973-74  to  $4.3  million  in  FY  1978-79. 
In  1979,  approximately  50%  percent  of  the  funding, 
$2. 1 million,  was  used  to  reimburse  Level  111  hospitals 
for  intensive  care  of  the  sick  perinatal  patient; 
$800,000  was  allocated  to  support  the  pilot  project. 
The  remainder,  $1.4  million,  was  committed  to  im- 
provements in:  equipment  and  staffing  of  Level  III 
centers,  professional  education,  and  the  development 
of  high  risk  clinics. 

Changes  in  Referral  Patterns  in 
North  Carolina  During  the  70’s 

While  many  high  risk  conditions  could  be  used  as 
markers  to  assess  referral  patterns,  the  most  precise, 
most  available,  and  most  associated  with  outcome  is 
low  birthweight.  For  this  article,  we  have  selected 
birthweight  under  1501  grams,  very  low  birthweight 
(VLBW),  as  a strong  indicator  that  those  infants 
should  have  been  delivered  in  or  referred  to  a Level  111 
center.  Figure  I presents  the  non-federal  hospital  oc- 
currence of  VLBW  deliveries  by  level  of  hospital  in 
North  Carolina.  In  the  five-year  period,  1969-1973, 
25.7%  of  deliveries  under  1501  grams  birthweight 
were  born  in  non-federal  Level  III  hospitals.  By  an- 
nual 1979  that  proportion  had  risen  to  46.8%.  Con- 
comitantly, VLBW  deliveries  at  Level  I non-federal 
hospitals  had  declined  from  32.6%  in  1969-73  to  17.2% 
in  1979,  while  Level  II  VLBW  deliveries  declined 
from  41.7%  to  36.0%.  This  data  suggests  that  North 
Carolina  physicians  recognized  and  responded  to  the 
need  to  refer  high  risk  women  to  centers  with  intensive 
care  capability. 


Time  Period 


Figure  1.  Changes  in  percent  of  deliveries  under  1501  grams  that 
occurred  in  non-federai  hospitals  by  hospital  group.  North  Carolina, 
1969-73,  1972-76,  1975-79  and  1979. 
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Changes  in  Perinatal  Mortality  Rate  for  VLBW 
Babies  in  North  Carolina  During  the  70’s 

Figure  2 shows  annual  perinatal  mortality  rates  for 
VLBW  babies  from  1967  to  1979.  There  was  a steady 
decline  in  VLBW  perinatal  mortality  with  the  sharpest 
change  occurring  between  the  years  of  1974  and  1975. 
The  general  shape  of  the  curve  suggests  a more  level 
rate  until  1972  followed  by  more  rapid  declines  in  1975 
and  1978. 

Figure  3 shows  the  changes  in  five-year  and  annual 
VLBW  perinatal  mortality  rates  by  level  of  hospital  in 
North  Carolina  for  non-federal  hospitals.  Time 
periods  are  1969-73,  1972-76,  1975-79,  and  the  single 
year  of  1979.  Level  III  hospitals,  which  received  the 
largest  proportion  of  RPC  funding  and  in  which  tech- 
nology advanced  most  rapidly,  are  showing  the  most 
rapid  decline  in  mortality.  Level  I hospitals,  which 
received  very  little  direct  program  aid,  but  which  re- 
ferred pregnant  women  in  premature  labor  most  vig- 
orously, are  showing  the  next  largest  rate  of  decline  in 
mortality.  Please  note  that  the  outcome  of  an  infant 
who  was  born  at  Level  I and  was  referred  to  Level  III 
for  care  was  counted  in  the  Level  I hospital’s  mortality 
statistic.  Thus,  at  least  part  of  the  observed  decline  for 
these  hospitals  is  explainable  by  newborn  referral  as 
well  as  predelivery  referral.  One  feature  of  this  data  is 
that  Level  II  centers  show  less  tendency  to  refer, 
show  more  gradual  declines  in  these  statistics,  and 
have  higher  mortality  rates  than  either  of  the  other  two 
hospital  groups.* 


* Level  II  hospitals  were  defined  by  three  criteria:  1 . at  least  2 certified  obstetricians,  2. 
at  least  2 certified  pediatricians,  and  3.  at  least  500  deliveries  as  reported  in  hospital 
relicensure  surveys  for  1979. 


Year 


Figure  2.  Decline  in  perinatal  mortality  rate  for  deliveries  under  1501 
grams,  1068-1979. 
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Figure  3.  Declines  in  perinatal  mortality  rates  for  deliveries  under 
1501  grams  by  nonfederal  hospital  group.  North  Carolina,  1969-73, 
1972-76,  1975-79  and  1979. 


Conclusions 

Major  developments  in  perinatal  technology  oc- 
curred in  North  Carolina  in  the  1960s  and  1970s.  New 
units  providing  intensive  care  have  been  developed  in 
our  state  area  supported,  in  part,  by  the  RPC  Program. 
Evidence  exists  that  wide  utilization  of  these  services 
through  referral  has  developed  and  that  concomitant 
declines  in  perinatal  mortality  for  certain  high  risk 
patients  has  occurred.  Whether  or  not  these  con- 
comitant changes  are  causally  related  cannot  be  de- 
termined from  this  data;  however,  their  association  in 
time  is  clear  and  plausible.  Ways  must  be  sought  to 
bring  Level  II  hospitals  into  greater  participation  in 
referral  pattern  development  in  order  to  foster  further 
mortality  declines  in  those  centers. 

The  observed  changes  in  referral  patterns  and  mor- 
tality rates  occurred  with  the  efforts  of  many  dedi- 
cated perinatal  professionals  in  North  Carolina.  They 
suggest  excellent  cooperation  between  the  academic, 
private  and  public  sectors  of  perinatal  health  care. 
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CONSENSUS  DEVELOPMENT 
CONFERENCE  STATEMENT: 

COMPUTED  TOMOGRAPHIC 
SCANNING  OF  THE  BRAIN 

A Consensus  Development  Conference  held  at  the 
National  Institutes  of  Health  on  November  4.  5,  and  6, 
1981,  reviewed  scientific  evidence  related  to  com- 
puted tomographic  scanning  (CT)  of  the  brain. 

At  NIH,  the  Consensus  Development  Conference 
brings  together  investigators  in  the  biomedical  sci- 
ences, clinical  investigators,  practicing  physicians, 
and  consumer  and  special  interest  groups  to  make  a 
scientific  assessment  of  technologies,  including  drugs, 
devices,  and  procedures,  and  to  seek  agreement  on 
their  safety  and  effectiveness. 

On  the  first  two  days  of  the  meeting,  a Consensus 
Development  Panel  and  members  of  the  audience 
heard  evidence  presented  on  the  following  key  issues: 
What  are  the  indications  and  contraindications 
for  employing  CT  scanning  for  diagnosis  of  in- 
tracranial lesions?  How  much  radiation  is  deliv- 
ered by  presently  available  CT  scan  equipment? 

To  what  extent  has  CT  scanning  influenced  the 
management  of  intracranial  disorders?  Has  the 
availability  of  CT  brain  scanning  influenced  the 
use  of  other  methods  of  imaging  the  brain?  What 
is  the  practical  limit  of  definition  of  CT  scanning? 
Members  of  the  panel  included  physicians  and  sci- 
entists representing  biomedical  research,  radiology, 
pediatric  and  adult  neurology,  neurosurgery,  radia- 
tion therapy,  radiation  physics,  critical  care  medicine, 
family  practice,  hospital  administration,  health  eco- 
nomics, and  other  fields  relevant  to  a di-scussion  of 
CT. 

CT  is  a remarkable  new  development  in  radio- 
graphic  imaging  which,  in  only  eight  years,  has  trans- 
formed the  diagnosis  and  much  of  the  management  of 
structural  disease  of  the  brain  and  its  surrounding 
tissue.  Presentation  by  experts  from  a variety  of  fields 
indicated  that  CT  is  a safe,  accurate,  and  powerful  tool 
in  the  primary  diagnosis  of,  among  other  conditions, 
brain  tumors,  brain  hemorrhages,  effects  of  major 
head  injury,  and  certain  infections  of  the  brain.  Given 
its  speed,  accuracy,  and  low  radiation  dosage,  CT  has 
displaced  a number  of  other  radiologic  diagnostic  pro- 
cedures, many  of  which  are.  in  comparison,  more 
uncomfortable,  more  dangerous,  and  more  costly  to 
the  patient. 

The  panel  considered  the  geographic  distribution  of 
CT  scanners  and  the  current  patterns  of  diagnostic 
usage.  Two  important  considerations  emerged.  It  ap- 
pears that  in  the  U.S.  today,  CT  may  not  be  suffi- 


ciently available  for  the  public  to  derive  the  full  benefit 
of  its  use.  Evidence  points  to  an  insufficient  number  of 
instruments  in  several  large  metropolitan  areas,  in 
medically  underserved  areas,  and  in  some  sparsely 
populated  regions  where  the  prevalence  of  head 
trauma  is  high.  In  some  instances,  however,  the  indis- 
criminate use  of  CT  has  occurred  in  patients  unlikely 
to  have  structural  disease,  resulting  in  displacement  of 
patients  for  whom  this  technology  is  critical.  Accord- 
ingly, this  consensus  report  suggests  appropriate 
criteria  for  the  use  of  CT  in  present  medical  practice. 

1.  What  are  the  indications  for  employing  CT  scan- 
ning as  a primary  or  secondary  diagnostic  tool  for 
intracranial  lesions? 

CT  is  the  most  useful  diagnostic  procedure  available 
for  a number  of  intracranial  disorders.  Its  efficacy, 
particularly  in  the  detection  of  traumatic  and  neoplas- 
tic lesions,  is  well  established.  There  is  evidence  that 
CT  has  been  a major  factor  in  decreasing  morbidity 
and  mortality,  especially  in  severe  head  injury  and 
brain  abscess.  The  presence  of  the  former  or  suspicion 
of  the  latter  presents  clear  indication  for  CT. 

CT  detection  of  intracranial  tumors  is  now  so  well 
established  that  the  suspicion  of  any  intracranial  mass 
lesion  from  history  or  neurological  examination  is  a 
clear  indication  for  the  procedure.  Spontaneous  in- 
tracranial hemorrhage  is  also  readily  detected  by  CT. 
and  suspicion  of  its  presence  represents  important 
indication  as  do  suspicion  of  arteriovenous  malforma- 
tion, hydrocephalus,  herpes  encephalitis,  parasitic 
infestations,  and  progressive  degenerative  diseases  of 
the  brain. 

For  most  cerebral  vascular  ischemic  events,  in- 
cluding transient  ischemic  attacks  (TIA's),  CT  may 
not  be  required  for  diagnosis.  The  procedure,  if  avail- 
able. is  helpful  when  using  anticoagulant  therapy.  CT 
will  clearly  distinguish  infarction  from  hemorrhage 
when  that  distinction  must  be  made.  CT  will  also 
permit  detection  of  such  lesions  as  meningiomas  or 
subdural  hematomas.  This  discrimination  is  particu- 
larly important  in  patients  with  these  conditions  who 
have  transient  symptoms  similar  to  TIA. 

CT  should  not  be  employed  as  a routine  screening 
procedure  when  a low  diagnostic  yield  is  anticipated. 
There  is  little  indication  for  the  procedure  following 
minor  head  trauma,  simple  or  periodic  headache,  syn- 
cope, or  dizziness  unattended  by  other  neurological 
symptoms  or  signs.  Most  patients  with  headache 
should  be  considered  for  CT  scanning  only  if  the 
symptom  is  severe,  constant,  unusual,  or  associated 
with  abnormal  neurological  signs. 

In  adults  with  seizure  disorders  indications  are  vari- 
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able.  CT  is  essential  when  seeking  a potential  struc- 
tural cause  of  complex  partial  (temporal  lobe/ 
psychomotor)  or  focal  seizures.  The  finding  of  an  ob- 
vious clinical  cause  for  seizures  such  as  a withdrawal 
state  or  metabolic  disturbance  usually  obviates  the 
need  for  CT.  If  seizures  remain  uncontrolled  and  the 
initial  CT  was  normal,  the  scan  should  be  repeated  at 
appropriate  intervals. 

In  infants  and  children,  CT  is  useful  as  a primary 
diagnostic  tool  in  the  evaluation  of  intracranial  hemor- 
rhage and  mass  lesions.  CT  may  be  used  to  evaluate 
patients  postoperatively  and  those  who  have  received 
radiotherapy. 

In  children.  CT  should  be  considered  a primary 
diagnostic  modality  for  evaluation  of  severe  head 
trauma,  other  causes  of  increased  intracranial  pres- 
sure, undiagnosed  coma,  progressive  focal  neurologi- 
cal signs  or  symptoms,  megalocephaly,  and  selected 
neurocutaneous  syndromes.  CT  will  also  reveal  major 
congenital  anomalies  of  the  brain.  It  can  demonstrate 
perinatal  intraventricular  hemorrhage,  but  transfon- 
tanel ultrasonography  is  the  preferred  diagnostic  pro- 
cedure in  infants  under  one  year  of  age  because  of  the 
portability  of  the  ultrasonic  equipment  and  the  ease  of 
performing  this  test. 

CT  is  not  necessary  in  evaluating  the  majority  of 
children  with  developmental  retardation,  cerebral 
palsy,  seizure  disorders,  or  headaches,  because  the 
presence  of  a surgically  treatable  lesion  is  extremely 
low.  Clinical  situations  must,  in  each  case,  be  consid- 
ered individually. 

2.  Are  there  specific  contraindications? 

CT  is  a remarkably  safe  diagnostic  procedure,  and 
there  are  no  absolute  contraindications  to  its  use.  Its 
employment  carries,  nevertheless,  potential  hazard, 
as  does  any  diagnostic  procedure.  These  include  re- 
moval of  a critically  ill  patient  from  intensive  medical 
and  nursing  care;  adverse  response  to  contrast  mate- 
rial; and  possible  delay  in  providing  emergency  life- 
saving treatment  for  immediate  life-threatening  con- 
ditions such  as  acute  arterial  epidural  hematoma.  CT 
scanning  facilities  should  have  immediately  available 
the  staff  and  equipment  to  manage  cardiorespiratory 
and  neurological  emergencies.  The  staff  itself  should 
be  skilled  in  methods  to  prevent  movement  artifacts. 

The  use  of  contrast  agents,  usually  administered 
intravenously,  increases  accuracy  and  may  assist  in 
characterizing  lesions.  The  benefits  of  enhancement 
must  be  balanced  against  the  increased  risk  to  the 
patient  should  an  adverse  reaction  occur.  The  total 
risk  of  the  use  of  contrast  materials  is  small,  and  the 
incidence  of  severe  reactions  does  not  exceed  0.04%. 
Reactions,  when  they  do  occur,  include  allergic  man- 
ifestations, hypotension,  congestive  heart  failure,  the 
development  of  renal  insufficiency,  and  possibly  ad- 
verse effects  on  the  brain.  The  likelihood  of  complica- 
tions is  increased  by  advanced  age,  the  presence  of 
diabetes,  cardiac,  renal,  or  cerebral  vascular  disease, 
and  by  the  administration  of  large  doses  of  contrast 
material. 


3.  How  much  radiation  is  delivered  during  use  of  cur- 
rently available  CT  scan  equipment,  and  how  is  this 
dosage  commonly  expressed? 

CT  irradiates  a transverse  section  of  the  skull  with  a 
narrow  x-ray  beam,  commonly  10  mm  wide  in  equip- 
ment currently  available.  No  single  number  can  com- 
pletely characterize  the  dose  delivered  to  that  section 
because  the  dose  is  not  completely  uniform  through- 
out. For  many  purposes,  the  use  of  an  average  dose 
per  section  suffices.  Typically,  10  adjacent  transverse 
scan  sections,  each  of  10  mm  width,  are  sufficient  for 
examination  of  the  entire  brain.  The  average  dose  to 
the  entire  brain  can  be  estimated  from  the  average 
dose  to  each  section.  In  addition  to  the  average  dose, 
the  surface  dose  and  doses  of  other  points  may  also  be 
stated. 

The  dose  delivered  to  the  brain  depends  upon  indi- 
vidual machine  characteristics  and  mode  of  operation, 
which  include  the  kilovoltage  and  milliamperage  of  the 
x-ray  tube,  the  exposure  time  and  tube  current,  the 
beam  filtration,  the  x-ray  target-to-patient  distance, 
the  CT  detectors  used,  the  scan  angle,  etc.  Because 
modern  CT  scanners  utilize  narrow  x-ray  beams  with 
good  radiation  shielding,  there  is  little  dose  delivered 
to  tissues  outside  the  imaged  volume.  Doses  to  sensi- 
tive organs,  such  as  the  thyroid  gland  and  the  gonads, 
which  are  well  outside  the  useful  beam,  are  much  less 
than  that  received  by  the  brain.  The  radiation  dose  to 
the  lens  of  the  eye  is  low  if  it  is  outside  of  the  area 
scanned.  Scanning  should  exclude  the  eye  unless  it 
cannot  be  avoided.  Adequate  maintenance  and  proper 
use  of  the  scanner  by  trained  technicians  is  necessary 
to  insure  that  the  radiation  dose  is  the  minimum  re- 
quired for  the  examination. 

The  unit  by  which  dose  is  expressed  is  currently 
undergoing  a transition  from  the  commonly  used  rad 
(100  ergs/gram)  to  the  gray  (1  joule/kilogram).  The 
relationship  between  the  rad  and  the  gray  is:  1 gray  = 
100  rad.  In  this  report,  the  unit  centigray  (cGy)  will  be 
used  (one  centigray  = 1 rad).  The  average  dose  to  the 
brain  for  a complete  scan  series  ranges  from  about 
1-10  cGy.  This  range  is  comparable  to  or  less  than  the 
dose  from  many  other  procedures  commonly  used  in 
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diagnostic  or  dental  radiology.  Thus,  as  an  x-ray  pro- 
cedure. routine  CT  does  not  deliver  a particularly  high 
radiation  dose. 

As  is  the  case  for  all  x-ray  studies,  particular  con- 
sideration is  needed  in  the  examination  of  infants  and 
children.  The  effects  of  repeated  cumulative  low-level 
radiation  doses  to  the  immature,  developing  brain 
(particularly  from  birth  to  two  years  of  age)  are  as  yet 
unknown.  Special  caution  must  be  exercised  in  or- 
dering multiple  CT  scans.  In  the  infant,  as  noted  ear- 
lier, ultrasound  is  often  preferred  to  monitor  the  status 
of  abnormalities  such  as  hydrocephalus. 

Certain  practices,  including  repeated  scans,  can  in- 
crease the  dose  delivered.  Special  techniques  — such 
as  overlapping  sections  to  detect  small  abnormalities, 
very  thin  sections  to  permit  multiplanar  reformat- 
ting,* slow  scans  to  improve  resolution,  and  dynamic 
scanning**  — all  increase  radiation  dose.  These 
studies  may  contribute  useful  information  in  specific 
cases  but  they  are  not  recommended  for  routine  use. 

4.  To  what  extent  has  CT  scanning  influenced  the 
management  of  intracranial  disorders,  such  as 
malignancy,  trauma,  vascular  anomalies,  and 
cerebrovascular  disease? 

CT  has  had  a major  influence  in  the  management  of 
many  intracranial  disorders.  It  is  a procedure  entailing 
minimal  discomfort  and  morbidity  while  producing  a 
high  degree  of  diagnostic  accuracy.  Lowered  morbid- 
ity and  mortality  result  from  the  decreased  use  of 
invasive  diagnostic  procedures. 

Prompt  employment  of  CT  has  improved  the  man- 
agement of  severe  head  trauma.  The  identification  of 
traumatic  intracranial  lesions  causing  increased  in- 
tracranial pressure  has  led  to  early  surgical  treatment 
of  hematomas,  the  elimination  of  unnecessary  surgical 
explorations,  and  more  effective  medical  manage- 
ment. Evidence  suggests  that  early  surgical  removal, 
i.e.,  within  four  hours,  of  acute  subdural  hematomas 
has  decreased  mortality  and  morbidity.  In  patients 
with  head  trauma  sequential  the  identification  of  ex- 
panding intracranial  subacute  and  chronic  hematomas 
by  CT  has  improved  outcome. 

The  management  and  prognosis  of  patients  with 
brain  abscess  have  been  substantially  improved  since 
the  introduction  of  CT.  probably  because  early  diag- 
nosis permits  prompt  antibiotic  therapy  and  better 
judgment  as  to  surgical  intervention. 

In  primary  brain  tumors,  in  contrast  to  other  diag- 
nostic modalities,  CT  has  resulted  in  detection  and 
more  accurate  localization  of  smaller  lesions,  lowered 
surgical  morbidity  and  mortality,  and  a decreased 
length  of  hospital  stay.  In  metastatic  brain  tumors,  CT 
leads  to  earlier  identification  and  localization  of  single 
and  multiple  lesions,  permitting  optimal  treatment. 
Postoperative  complications  due  to  hemorrhage  or 


* A technique  in  which  the  data  obtained  from  a series  of  scans  made  in  one  CT  plane  are 
reprocessed  in  the  computer  to  produce  images  of  sections  in  other  planes  through  the 
head. 

Multiple  sections  taken  at  one  location  in  rapid  sequence  to  observe  changing  patterns 
C contrast  enhancement. 


edema  are  identified  more  accurately,  resulting  in 
better  treatment.  Planning  of  radiation  treatment  of 
brain  tumors  is  aided  by  CT  as  is  follow-up  evaluation 
after  surgery,  radiotherapy,  and  chemotherapy. 

CT  will  usually  differentiate  between  ischemic  and 
hemorrhagic  intracranial  lesions.  This  distinction 
permits  selection  of  patients  for  medical  or  surgical 
therapy.  In  subarachnoid  hemorrhage,  CT  can  obviate 
the  need  for  lumbar  puncture  by  the  demonstration  of 
subarachnoid  blood  in  a high  percentage  of  cases 
scanned  soon  after  the  event.  It  can  be  helpful  in 
identifying  the  source  of  the  bleeding  and  may  be 
useful  in  predicting  development  of  vasospasm.  CT 
can  help  in  the  recognition  of  ruptured  aneurysms  in 
patients  harboring  multiple  aneurysms  and  sometimes 
shows  unruptured  asymptomatic  or  symptomatic 
aneurysms  or  arteriovenous  malformations.  In 
selected  cases,  better  treatment  of  aneurysms  and 
arteriovenous  malformations  and  prevention  of  late 
complications  from  these  lesions  result. 

5.  Has  the  availability  of  CT  brain  scanning  influ- 
enced the  use  of  other  methods  for  imaging  the 
brain? 

The  superior  ability  of  CT  in  the  detection  of  intra- 
cranial and  intracerebral  diseases  has  profoundly  al- 
tered the  use  of  several  radiographic  methods  for  ex- 
amining the  brain.  Skull  roentgenography,  geometric 
cranial  tomography,  cerebral  angiography  (arterial 
and  venous),  pneumoencephalography,  positive  con- 
trast cisternography,  radionuclide  brain  scanning,  and 
ultrasonic  echoencephalography  have  all  decreased  in 
use.  Some  of  these  examinations,  notably  the  most 
invasive,  those  causing  significant  patient  discomfort, 
or  those  with  nonspecific  diagnostic  results  have  been 
affected  more  than  others.  Pneumoencephalography, 
radionuclide  scans,  and  ultrasonic  echoencephalog- 
raphy have  almost  disappeared  from  the  neuroradio- 
logic armamentarium  where  CT  has  been  available. 
The  use  of  skull  roentgenography,  geometric  cranial 
tomography,  and  positive  contrast  cisternography  has 
declined  more  recently  as  “modern”  high  resolution 
CT  has  become  available.  Such  scanners  provide 
bony  anatomic  information  in  addition  to  the  unique 
low-density  soft  tissue  data,  available  only  with  CT. 

Although  the  use  of  cerebral  angiography  has  not 
diminished  to  the  same  extent,  it  is  being  used  less 
frequently  as  a screening  or  diagnostic  procedure. 

These  developments  have  had  a favorable  impact 
upon  health  care  delivery.  CT  scanning  has  often  re- 
duced risk  and  discomfort  for  patients,  and  the  costs 
of  CT  in  diagnosis  have  been  substantially  offset  by  a 
reduction  in  equipment  costs  as  procedures  become 
outmoded.  In  some  cases,  net  costs  of  diagnoses  have 
even  been  reduced.  The  panel  heard  evidence  that  the 
use  of  CT  in  outpatient  diagnosis  can  reduce  hospital 
admissions  and  shorten  hospital  stay. 

The  success  of  CT  scanning  using  x-ray  has  stimu- 
lated interest  in  tomographic  imaging  with  other  radi- 
ation sources.  Similar  computer  techniques  are  being 
used  to  reconstruct  images  of  the  distribution  of 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights 


Dalmane  (flurazepam  HCI/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  tii 
as  many  patients  reported  feeling  refreshed  and  alert  i 
awakening  after  a night  on  Dalmane  (flurazepam/Ro 
compared  to  placebo  nights.2  This  difference  was  higf 
significant  (p<0.001).  And  a retrospective  study  of ! 
hospitalized  patients  who  received  Dalmane  revealed 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  an 
infrequent,  patients  should  be  cautioned  about  drinkii 
alcohol,  driving  or  operating  hazardous  machinery  aft 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  I 
asleep  sooner,  sleep  longer  and  experience  fewer  noct 
awakenings.4  The  safety  and  efficacy  of  Dalmane  ha\ 
been  demonstrated  in  medical  and  surgical  hospitalize 
patients,  in  patients  seen  in  office  practice  and  in  elde 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  C(| 
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Contemporary  Hypnotic  Therapy 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia -a  worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation-has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910 However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia.11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 
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Dalmane 

flurazepam  HCI/Roche 

t5-mg/30-n\g  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  nsk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  lor  use  in  persons  under  15  years  ol 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edneSs,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment. stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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radioactive  isotopes  within  the  brain,  procedures 
called  emission  computed  tomography  (ECT).  Two 
forms  have  been  developed,  related  to  the  type  of 
radioactive  materials  and  the  detection  system  em- 
ployed. These  are  single  photon  ECT  (SPECT)  and 
positron  emission  tomography  (PET)  scanning. 
SPECT  and  PET  allow  measurement  of  such  func- 
tional variables  as  local  cerebral  metabolism  and 
blood  flow,  which  are  not  measured  by  CT.  They 
reveal  increased  vessel  permeability  when  present; 
this  may  also  be  detected  on  CT  by  contrast  media 
enhancement.  The  spatial  resolution  of  these  tech- 
niques is  less  than  that  with  CT,  and  as  an  imaging 
device  the  definition  of  the  anatomic  position  of  the 
measured  function  is  limited.  At  present,  these  tech- 
nioues  are  being  applied  in  a few  institutions  only,  and 
their  clinical  role  in  the  evaluation  of  stroke,  epilepsy, 
and  the  metabolic  aspects  of  mental  disorders  is  the 
subject  of  continuing  research. 

Recently,  nuclear  magnetic  resonance  (NMR),  a 
technique  using  nonionizing  forms  of  energy,  has  been 
used  to  produce  sectional  images  of  the  human  body. 
A strong  magnetic  field  used  in  conjunction  with  a 
radiofrequency  oscillating  magnetic  field  induces  sig- 
nals from  atomic  nuclei  in  tissues.  These  signals  are 
reconstructed  by  computer  into  sectional  images  in 
any  plane  of  the  head  or  body.  The  significance  of  the 
technique  in  clinical  diagnosis  remains  to  be  deter- 
mined. The  potential  advantages  of  NMR  as  com- 
pared to  CT  are  the  provision  of  improved  imaging  and 
of  identifying  the  chemical  state  of  some  important 
nuclei  from  which  energy  metabolism  can  be  inferred 
at  low  resolution.  In  addition,  the  potential  hazards 
associated  with  ionizing  radiation  are  avoided  by 
NMR.  There  are  no  known  deleterious  effects  to  tis- 
sues or  organ  systems  from  the  magnetic  fields  and 
radiofrequency  power  densities  presently  used.  The 
extent  to  which  tissue  characterization  techniques  will 
yield  clinically  useful  information  at  practical  financial 
costs  has  yet  to  be  established. 

6.  What  is  the  practical  limit  of  definition  and  resolu- 
tion in  CT  scanning  that  may  preclude  its  value  in 
the  diagnosis  of  brain  disease? 

CT  scanners  are  designed  to  detect  morphologic 
abnormalities  of  the  brain.  In  the  opinion  of  the  panel, 
most  contemporary  scanners  meet  this  goal  with  a 


high  degree  of  accuracy.  They  discriminate  among 
lesions  depending  on  contrast  and  size.  The  lower 
limit  of  resolution  is  difficult  to  define,  but  some  scan- 
ners are  capable  of  detecting  pituitary  adenomas  as 
small  as  3 mm.  Unfortunately,  there  is  no  way  to  know 
how  many  “negative”  examinations  are  truly  nega- 
tive or  simply  due  to  limitations  in  the  method. 

Current  limitations  in  the  quality  of  CT  scans  lie  in 
spatial  and  contrast  resolution  and  in  scan  speed.  Al- 
though dramatic  improvements  have  occurred  since 
1973,  it  is  unlikely  that  the  current  pace  can  be  main- 
tained. Improvement  in  contrast  resolution,  or  the 
ability  to  detect  a small  signal  against  a noisy  back- 
ground, without  increasing  the  radiation  dose,  is  de- 
pendent on  increasing  dose  efficiency,  which  is  ap- 
proaching its  theoretical  limit.  Spatial  resolution  is 
dependent  on  improvements  in  detector  and  semicon- 
ductor technology  and  can  be  expected  to  improve  as 
these  technologies  advance.  An  increase  in  data  ob- 
tained from  selective  sampling  will  lead  to  optimizing 
detection  for  a given  signal  to  noise  ratio;  however,  to 
obtain  quantitative  certainty  commensurate  with  the 
improved  sensitivity,  radiation  dose  must  be  in- 
creased. Scan  speed  is  largely  limited  by  x-ray  tube 
output  and  the  ability  of  the  x-ray  tube  anode  to  dissi- 
pate heat.  New  developments  in  x-ray  tube  design  will 
lead  to  increases  in  scan  speed. 

Thus,  cost  and  the  potential  risk  of  increased  radia- 
tion dose  are  the  major  practical  constraints  on  further 
advancements  in  CT  technology. 

The  conference  was  sponsored  by  the  National  In- 
stitute of  Neurological  and  Communicative  Disorders 
and  Stroke  and  co-sponsored  by  the  National  Cancer 
Institute.  Assistance  in  planning  and  conducting  the 
meeting  was  provided  by  the  Office  for  Medical  Ap- 
plications of  Research.  NIH. 


Members  of  the  Consensus  Development  Panel  were:  Fred  Plum,  M.D.  (Panel  Chair- 
man). Cornell  University  Medical  College.  Hillier  L.  Baker,  Jr..  M.D..  Mayo  Clinic. 
William  F.  Collins,  M.D.,  Yale  University  School  of  Medicine;  Edward  R.  Epp.  Ph.D.. 
Harvard  Medical  School;  Charles  A.  Fager,  M.D..  Lahey  Clinic  Medical  Center;  Peggy  C. 
Ferry,  M.D.,  University  of  Arizona  Health  Sciences  Center;  C.  Earl  Hill.  M.D..  Univer- 
sity of  Maryland  School  of  Medicine;  James  E.  Marks,  M.D..  Washington  University 
School  of  Medicine;  Stuart  O.  Schweitzer,  Ph.D.,  University  ofCalifornia  at  Los  Angeles; 
Eugene  L.  Staples,  M.H.A.,  West  Virginia  University  Hospital;  Leslie  M.  Zatz,  M.D., 
Stanford  University  Medical  Center;  Dewey  K.  Ziegler,  M.D.,  Kansas  University  Medi- 
cal Center;  Jack  E.  Zimmerman,  M.D.,  George  Washington  University  Medical  Center. 
Conference  Coordinators  were:  Michael  D.  Walker,  M.D.,  National  Institute  of 
Neurological  and  Communicative  Disorders  and  Stroke;  David  A.  Pistenma.  M.D.,  Na- 
tional Cancer  Institute. 


A bibliography  on  Computed  Tomographic  Scanning  of  the  Brain  is  available  from  the 
Office  for  Medical  Applications  of  Research,  Building  I,  Room  216,  NIH.  Bethesda, 
Maryland  20205.  This  bibliography  was  prepared  by  the  Stroke  and  Trauma  Program. 
National  Institute  of  Neurological  and  Communicative  Disorders  and  Stroke. 


MOSES  BEN  MAIMON  (MAIMONIDES)  [1135-1204] 

Excessive  eating  is  like  a deadly  poison  to  the  body  of  any  man  and  it  is  the  principle 
[cause]  of  all  illnesses.  Most  diseases  that  man  is  afflicted  with  are  due  to  bad  foods  or 
because  he  fills  his  abdomen  and  eats  excessively,  even  of  good  [wholesome]  foods. 

Mishneh  Torah,  “Hilchoth  De'oth.”  Ch.  IV.  No.  15  (tr.  by  Fred 
Rosner  in  Annals  of  Internal  Medicine  62:372.  1965) 
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COMPETITION  IN  HEALTH  CARE 

The  Reagan  Administration  has  indicated  that  it  will 
propose  “pro-competitive”  legislation  to  reform  the 
health  care  delivery  system.  What  the  proposals  look 
like  is  unclear  at  this  time,  but  it  is  certain  that  any 
such  legislation,  if  passed,  will  dramatically  alter  the 
delivery  of  medical  services  in  our  country  today. 

Clark  C.  Havighurst,  professor  of  law  at  Duke  Uni- 
versity, addressed  the  issue  of  competition  in  health 
care  at  the  North  Carolina  Medical  Society’s  Mid- 
Winter  Conference  held  in  Winston-Salem  in  Feb- 
ruary of  this  year  and  in  so  doing  explained  the  con- 
cept, its  history,  and  its  current  legislative  status. 

Not  too  long  ago.  the  public  debate  over  health  care 
delivery  centered  around  a national  health  insurance 
program  with  government  as  the  third  party  payor 
(“Health  care  is  a right.”).  This  placed  emphasis  on 
expanding  government  programs  and  making  gov- 
ernment — the  public  sector,  not  the  private  sector  — 
a primary  purchaser  or  payor.  However,  times 
change.  Disillusionment  with  government,  a growing 
awareness  that  regulation  often  increased  costs,  and  a 
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Clark  C.  Havighurst 

“.  . . we  have  come  a long  way  since  1978 
in  that  we  have  a very  different  policy  agenda  . . 


move  toward  identifying  health  as  a personal  respon- 
sibility have  made  the  public  and  Congress  more 
cautious  with  regards  to  public-sector-type  solutions. 

Havighurst  is  quick  to  point  out  that  these  changes 
in  attitude  and  orientation  actually  began  in  the  1970s 
and  gave  rise  at  that  time  to  competitive  alternatives 
— alternatives,  he  says,  which  now  are  under  serious 
consideration. 

Explaining  the  market  approach,  Havighurst  em- 
phasizes that  it  is  based  on  an  economic  analysis  of 
how  the  current  health  care  system  works.  That  is, 
market  advocates  ”...  do  not  depend  so  much  on 
theory  as  on  a pragmatic  assessment  of  the  available 
alternatives  . . . And  the  best  way  to  let  us  know  if  the 
industry  is  doing  well  or  poorly  is  to  let  the  consumers 
express  their  preferences  and  their  opinions  in  the 
competitive  market  place.”  The  goal  of  pro-competi- 
tion legislation  is  to  see  that  the  market  is  functioning 
in  such  a way  as  to  place  the  decision  to  spend  money 
(or  not)  upon  the  consumer  as  opposed  to  govern- 
ment. Market  advocates  see  the  consumer  as  regu- 
lator: “In  a well-functioning  competitive  market, 
demand  is  relatively  independent  of  supply,  with  con- 
sumers able  to  make  informed  decisions  about  the 
products  or  services  they  wish  to  purchase  based  on 
their  individual  desires.  Price  is  the  great  equilibrator 
of  supply  and  demand,  acting  both  as  a measure  of  the 
benefit  of  a product  and  as  a catalyst  that  calls  forth 
greater  supply  when  consumers  demand  more.  Sup- 
pliers, too,  must  compete  for  the  limited  funds  that 
consumers  allocate  for  their  products,  and  therefore 
are  engaged  in  a constant  effort  to  cut  costs  and  to 
enhance  the  value  of  their  products.”  (Business 
Week.  8 February  1982.  Page  59.) 

The  proposals  now  under  consideration  by  the  Ad- 
ministration include: 

— A tax  credit  to  encourage  employers  to  offer 
employees  several  health  plans  including  at  least 
one  lower-priced  plan  with  substantial  cost 
sharing  by  the  patient.  (To  protect  against  costs 
of  catastrophic  illness,  all  plans  would  have  to 
limit  total  output  per  family.) 

— A limit  on  the  amount  of  insurance  that  can  be 
provided  as  a tax-free  fringe  benefit  to  reduce  the 
existing  tax  subsidy  for  employers  who  choose 
expensive,  comprehensive  insurance. 

— A requirement  that  employers  contribute  the 
same  premium  amount  to  all  plans  offered  in 
order  to  make  consumers  more  aware  of  cost: 
those  choosing  lower-priced  plans  would  receive 
a tax-free  rebate  of  part  of  the  employer  con- 
tribution. 

— A voucher  payment  plan  whereby  Medicare  re- 
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cipients  can  voluntarily  enroll  in  private  health 
plans. 

As  mentioned  above,  the  details  of  the  program 
expected  to  be  proposed  by  the  Administration  are 
unknown  at  this  writing. 

However,  Havighurst  stresses  that  . . we  have 
come  a long  way  since  1978  in  that  we  have  a very 
different  policy  agenda.  . . . The  market  strategy  now 
has  the  upper  hand  in  the  momentum  that  regulation 
seemed  to  have  had  not  so  very  long  ago.  . . .” 
Havighurst  seems  to  be  warning  deliverers  of  health 


care  that  the  time  is  now  to  decide  how  and  where  they 
will  fit  into  the  market  strategy. 

Certainly,  many  questions  with  regard  to  these  pro- 
posals remain  to  be  answered.  Any  attempt  to  ration 
medical  care  (for  that  is,  essentially,  what  is  being 
proposed)  will  adversely  affect  some  people  and,  thus, 
it  may  seem  inhumane  or  amoral  to  many.  But  failure 
to  move  now  will  only  bring  us  closer  to  more  serious 
financial  difficulties. 

There  are  no  ideal  solutions:  our  resources  are  finite 
but  medical  needs  infinite.  . ... 


\re  the  results  of 
►100  million  worth  of 
>overnment-funded  research 
)n  hypertension 
worth  reading  about? 
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Bulletin  Board 


New  Members 


BURKE 

Kilbride,  Kevin  Anthony,  (P)  Box  1 14,  Broughton  Hospital,  Mor- 
ganton  28655 

CARTERET 

Garrison,  Robert  Walter,  (U)  P.O.  Box  159,  3108  Arendell  Street, 
Morehead  City  28557 

CUMBERLAND 

Deramos.  Rafael  Kalaw,  (DR)  607  Argyle  Road,  Fayetteville  28303 

DAVIDSON 

Munt,  Robert  Lawrence,  ,lr..  (PD)  8 Medical  Park  Drive.  Lexington 
27292 

DURHAM-ORANGE 

Ballard,  David  Joseph,  (STUDENT)  9-C  Townhouse  Apartments, 
Chapel  Hill  27514 

Hardy,  James  Joseph,  (STUDENT)  507  Northampton  Plaza,  Air- 
port Road,  Chapel  Hill  27514 


Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 

Victor  B.  Taube 
Private  Ledger  Financial 

Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 


Reid.  Steven  Hunter.  (STUDENT)  14-K  Chapel  Tower  Apts.  1315 
Morreene  Road,  Durham  27705 

St.  Peter.  Robert  Francis,  (STUDENT)  Duke  Medical  Center,  Box 
2815.  Durham  27710 

FORSYTH-STOKES-DAVIE 

Brewer,  Daniel  Eugene,  (STUDENT)  1615  Northwest  Boulevard, 
Winston-Salem  27104 

Pollock,  Frank  Edward,  Jr.,  (STUDENT)  2300  Queen  Street, 
Winston-Salem  27103 

Proctor,  Stephen  Duane,  (STUDENT)  1310  Brookstown  Ave., 
Apt.  #4,  Winston-Salem  27101 

Walsh,  Thomas  Raymond.  (STUDENT)  704  S.  Hawthorne  Road, 
Winston-Salem  27103 

GUILFORD 

Bratton,  Teresa  Sue,  (PDA)  1217  Magnolia  St..  Ste.  #4.  Greens- 
boro 27401 

Geier,  Carl  David,  (PD)  701  Sunset  Drive,  High  Point  27262 

Newell,  McArthur,  (OBG)  P.O.  Box  21503.  1710  E.  Bessemer 
Avenue.  Greensboro  27420 

HALIFAX 

Sumpter,  Edwin  Allen.  (PD)  103  Forest  Hills  Manor,  Roanoke 
Rapids  27870 

HENDERSON 

Albers,  Charles  Allen,  (GS)  840  Fleming  St..  Ste.  #2,  Henderson- 
ville 28739 

Brown,  Frank  Mac,  (ORS)  800  Toxaway  Drive,  P.O.  Box  1878, 
Hendersonville  28739 

Jones,  Michael  Charles,  (GS)  840  Fleming  St.,  Ste.  #2,  Henderson- 
ville 28739 

MECKLENBURG 

Washington,  Edward  M.,  (AN)  6523  Pensford  Lane,  Charlotte 
28211 

MONTGOMERY 

Worf,  Richard  Charles,  (FP)  403  Wood  Street.  Troy  27371 

PITT 

Artis.  Isaac  Amos,  Jr..  (IM)  1 14  Roanoke  Place,  P.O.  Box  7304. 
Greenville  27834 

Newman.  Walter  Joseph.  (IM)  105  Kilby  Drive,  Greenville  27834 

UNION 

Nelson.  Richard  Allan.  (PD)  Box  337,  Wingate  28174 

WAKE 

Andrew.  Wallace  Franklin,  Jr.,  (ORS)  3515  Glenwood  Avenue, 
P.O.  Box  10707,  Raleigh  27605 

Forsyth,  Richard  James,  (FP)  3801  Computer  Dr..  Ste.  201 , Raleigh 
27609 

Gulledge,  Sidney  Loy,  III,  (OPH)  3400  Executive  Dr.,  Ste.  101, 
Raleigh  27609' 

Lambeth.  William  Arnold,  III,  (PS)  1112  Dresser  Court,  Raleigh 
27609 


What?  When?  Where? 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray.  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix.  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA's  Physician 
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Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  ‘place"  and  “sponsor"  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

In-State 

August  28-29 

“Dermatology  for  the  Non-Dermatologist” 

Place:  Wilmington 

Fee:  $75 

Credit:  7 hours  (AAFP  applied  for) 

Info:  W.  B.  Wood.  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine.  Chapel  Hill.  NC  27514.  919- 
962-2118 

September  8 

“Cancer  Day  1982” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe.  M.D..  PO  Box  7224.  Greenville,  NC 

27834,  919-758-5200 

September  10-11 

“Intraocular  Lens  Implantation  Workshop” 

Place:  Chapel  Hill 

Fee:  $50 


n 1977,  when 

he  Veterans  Administration 
:ompared  Step-2 
egimensin450mild 
lypertensive  patients, 

vhich  regimen  was 
proven  most  effective?' 


Credit:  16  hours 

Info:  W.  B.  Wood.  M.D..  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill.  NC  27514.  919- 
962-2118 

September  12-16 

“Family  Medicine  Review” 

Place:  Winston-Salem 

Fee:  $345 

Credit:  40  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education.  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem.  NC  27103,  919-748- 
4450 

September  23-26 

“Urologic  Malignancies" 

Place:  Pinehurst 

Credit:  16  hours 

Info:  Linda  Mace,  Assembly  Secretary,  Box  3707.  Duke  Hos- 

pital. Durham,  NC  27710 

September  24 

"Fourth  Annual  Health  Law  Forum” 

Place:  Greenville 

Fee:  $100 

Credit:  7 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224.  Greenville,  NC 

27834,  919-758-5200 
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September  28 

“The  Role  of  Physician  and  Minister  in  Patient  Care” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224.  Greenville,  NC 

27834.  919-758-5200 


Out-of-State-Southeastern  Region 
August  5-7 

"The  4th  Annual  MCV  Pediatric  Primary  Care  Conference: 
Pediatrics  at  the  Beach” 

Place:  Virginia  Beach,  Virginia 

Info:  Kathy  E.  Johnson,  Box  48,  MCV  Station.  Richmond,  VA 

23298,  804-786-0494 


October  6 

“Surgical  Update  for  Non-Surgeons” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe.  M.D.,  P.O.  Box  7224,  Greenville,  NC 

27834.  919-758-5200 


October  8 

“Seminar  in  Medicine” 

Info:  Emery  C.  Miller,  M.D..  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine.  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 


October  22-23 

“Nutrition  and  Cancer:  The  15th  Annual  Malignant  Disease 
Symposium" 

Place:  Chapel  Hill 

Fee:  $125 

Info:  Mimi  Minkoff,  Cancer  Research  Center,  Box  30,  Mac- 

Nider  Building.  Chapel  Hill.  NC  27514 


October  27 

“Calcium  Antagonists:  A New  Era  of  Therapy  for  Cardiovascular 
Diseases” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe.  M.D.,  P.O.  Box  7224,  Greenville,  NC 

27834.  919-758-5200 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


• Arterial  Blood 

Gases 

• Spirometry 
■ Diffusion  Testing 

• Lung  Volumes 


-FAST,  ACCURATE 

RESULTS 

-QUALIFIED  RESPIRATORY 

THERAPISTS 
1-PHYSICIAN  SUPERVISED 


For  more  information  call  '•  17041  332-8082 


August  2-7 

“Tenth  Annual  Beach  Workshop” 

Place:  Myrtle  Beach,  South  Carolina 

Fee:  $175 

Credit:  20  hours 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine.  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103.  919-748- 
4450 

August  13-14 

"EKG  Interpretation  and  Arryhthmia  Management” 

Place:  Nashville,  Tennessee 

Fee:  $245 

Credit:  13  hours,  Category  I:  13  hours,  AAFP 
Info:  IMEC,  Division  of  Postgraduate  Education,  64  Inverness 

Drive  East,  Englewood,  Colo  80112,  800-525-8651 

September  24-26 

“Southern  Medical  Association  Postgraduate  Meeting” 

Place:  New  Orleans,  LA 

Info:  Jeanette  Stone,  Southern  Medical  Association.  P.O.  Box 

2446.  Birmingham,  Ala  35201 

October  4-8 

' International  Symposium  of  Diagnostic  Imaging" 

Place:  Bermuda 

Fee:  $475 

Credit:  25  hours 

Info:  Donald  R.  Kirks,  M.D.,  Program  Director,  Department  of 

Radiology  — Box  3834,  Duke  University  Medical  Center, 
Durham.  NC  27710 

October  25-29 

“Dermatology  for  Non-Dermatologists" 

Place:  Bermuda 

Fee:  $325 

Credit:  14  hours,  AMA  Category  I and  AAFP 
Info:  “Dermatology  for  Non-Dermatologists,”  P.O.  Box  2987. 

Duke  Medical  Center,  Durham,  NC  27710,  919-684-2504 

October  30-November  2 

“76th  Annual  Scientific  Assembly” 

Place:  Atlanta,  GA 

Info:  Southern  Medical  Association,  P.O.  Box  2446,  Birming- 

ham, Ala  35201.  205-323-4400 

The  items  listed  in  the  above  column  are  for  the  three  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box 
27167.  Raleigh  2761 1 . two  months  prior  to  the  month  in  which  they 
are  to  appear.  A “request  for  listing"  form  is  available  upon  re- 
quest. 


North  Carolina 
Medical  Society  Auxiliary 

THE  AUXILIARY’S  ROLE  IN 
COMBATTING  THE  FINANCIAL 
CRISIS  IN  MEDICAL  EDUCATION 

It  has  been  predicted  by  the  American  Medical  As- 
sociation that  proposed  cutbacks  or  even  cancellation 
of  the  Guaranteed  Student  Loan  program  for  medical 
students  will  have  “ ...  a drastic  effect  upon  the 
future  financing  of  medical  education.” 
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Testifying  before  the  House  Appropriations  sub- 
committee on  health,  the  American  Medical  Associa- 
tion representatives  said  that  elimination  of  the 
Guaranteed  Student  Loan  program  would  take  away 
$190  million  in  aid  granted  to  more  than  40.000  medical 
students  in  the  1980-81  academic  year.  This  accounts 
for  about  half  of  the  financial  aid  available  to  medical 
students.  James  H.  Sammons,  M.D..  AMA  executive 
vice-president,  expressed  the  fear  that  medical  edu- 
cation would  be  out  of  the  financial  reach  of  some  of 
the  most  capable  students  if  such  aid  is  curtailed.  If  it 
does  happen,  how  can  aid  be  obtained  for  worthy 
students? 

One  program  in  existence,  since  1951 , is  the  Ameri- 
can Medical  Association  Education  and  Research 
Foundation  (AMA-ERF),  a non-profit  organization 
established  to  support  medical  education  through  fi- 
nancial assistance  to  students  as  well  as  to  award 
funds  for  research  grants  and  rural  community- 
oriented  pilot  health  projects.  AMA-ERF  is  the  AMA 


Auxiliary’s  only  philanthropic  endeavor.  Since  1951 
the  auxiliary  has  raised  over  $32  million  for  AMA- 
ERF,  with  over  $1.6  million  raised  last  year  alone. 
Funds  have  been  contributed  largely  by  physicians 
and  their  spouses  through  projects  sponsored  by  local 
county  auxiliaries  and  personal  donations.  Con- 
tributors may  specify  a particular  medical  school,  if 
desired,  to  receive  their  donations. 

With  other  sources  of  aid,  both  for  students  and 
medical  schools,  diminishing,  the  role  of  the  volunteer 
organization  has  never  been  so  vital.  The  North  Caro- 
lina auxiliary  has  a splendid  record  in  supporting 
AMA-ERF:  members  donated  $26,834.57  in  1980-81. 
North  Carolina  auxiliary  members  also  support  a Stu- 
dent Foan  Fund.  Loans  up  to  $1,000  are  available  to 
worthy  North  Carolina  residents  who  have  completed 
at  least  two  years  in  a North  Carolina  medical  school. 
Preference  is  given  to  sons  and  daughters  of  physi- 
cians. but  all  aid  is  based  on  need.  Mrs.  Charles  P. 
Ford.  Jr.,  is  chairman  of  the  Student  Loan  Fund  com- 


n 1979,  when  results  were  published 
or  the  five-year, 10,000-patient 
Hypertension  Detection  and 
ollow-up  Program  (HDFP  study), 

vriich  Step-2  regimen  was  preferred 
ind  was  deemed  effective 
vithout  significant  adverse  effects?2 
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mittee  and  may  be  contacted  at  Route  1,  Box  855-M, 
5216  Emerald  Drive,  Morehead  City,  N.C.  28557,  for 
further  information.  Other  funds  administered  by 
Mrs.  Ford's  committee  are  the  Stevens  Yoder  McCain 
Cooper  Education  Foundation  Fund  (SYMCEF 
Fund)  and  the  Mental  Health  Research  Endowment 
Fund,  both  offering  aid  to  students  in  the  health  pro- 
fessions. 

Anita  D.  Taylor 
Winston-Salem,  N.C. 


News  Notes 


Duke  University 
Medical  Center 

The  Cancer  Information  Service  at  Duke’s  Com- 
prehensive Cancer  Center  will  continue  at  least 
another  three  years  thanks  to  a $678,000  contract  just 
renewed  by  the  National  Cancer  Institute. 

North  Carolina  residents  can  call  the  service  with- 
out charge  from  any  phone  in  the  state  by  dialing 
1-800-672-0943.  Specially  trained  staff  members  and 
volunteers  answer  the  phones  from  9 a.m.  until  4:30 
p.m.  weekdays.  At  other  times,  a caller  can  leave  his 


or  her  name  and  phone  number  on  an  answering  de- 
vice; someone  from  the  Cancer  Information  Service 
will  call  back. 

“The  purpose  of  the  telephone  service  is  to  transfer 
and  translate  cancer  research  findings  to  the  commu- 
nity — both  the  public  and  health  professionals,”  said 
Dr.  Diane  McGrath,  director  of  the  Cancer  Education 
and  Communication  Program  at  the  cancer  center. 


A distinguished  professorship  has  been  established 
in  honor  of  a former  medical  center  obstetrician  and 
gynecologist.  Dr.  James  M.  Ingram.  The  chair  will 
support  a professor  at  Duke  who  is  involved  in  cancer 
research  or  treatment  at  the  Department  of  Obstetrics 
and  Gynecology. 

The  Ingram  Chair  was  established  primarily 
through  the  generosity  of  a St.  Petersburg.  Fla., 
couple.  In  the  mid-1960s,  Richard  and  Fuceil  Vansant 
provided  in  their  wills  for  contributions  to  the  Ingram 
Fund  at  Duke.  At  that  time,  Ingram  was  in  private 
practice  in  Tampa.  Fla.,  and  was  Fuceil’s  personal 
physician. 

Ingram  was  graduated  from  Duke’s  School  of  Medi- 
cine in  1943.  After  completing  a residency  in  obstet- 
rics and  gynecology  at  Duke,  he  was  a private  ob-gyn 
practitioner  in  Tampa  for  20  years.  In  1971  he  ac- 
cepted the  chairmanship  of  obstetrics  and  gynecology 
at  the  newly  formed  medical  school,  the  University  of 
Southern  Florida  at  Tampa. 
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SOUTHERN  MEDICAL 
ASSOCIATION... 
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Dial  Access  is  Southern  Medical’s 
answer  to  problem-solving  CME. 

Dial  Access  is  a toll-free  continuing  medical  education  service  to 
physicians,  consisting  of  8-10  minute  recorded  messages 
explaining  the  most  recent  therapeutic  and  diagnostic  findings  on 
specialized  medical  problems.  Dial  Access  is  available  to  SMA 
members  for  only  $5.00  per  year  (non-members,  $25.00  per 
year)  Included  in  the  subscription  cost  are:  Ready  Reference 
Catalog  with  continual  updates  of  the  1 ,000  audio  tapes,  a 
guarterly  newsletter,  and  a 24-hour  a day,  7-day  a week  toll-free 
number  providing  you  with  complete  information  in  eight 

disciplines: 

• Arthritis  & Rheumatism  • Gastroenterology 
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Dr.  Samuel  L.  Katz,  chairman  of  Duke's  Depart- 
ment of  Pediatrics,  was  one  of  two  physicians  leading 
an  "International  Symposium  on  Measles  Immuniza- 
tion" in  Washington.  D.C.,  which  included  physicians 
and/or  public  health  officials  from  every  nation  in  the 
world. 

Katz  was  chosen  as  one  of  the  leaders  of  the  sym- 
posium because  his  laboratory  work  in  the  late  1950s 
led  to  the  production  of  the  measles  vaccine.  The 
measles  vaccine  has  eliminated  99.9%  of  the  reported 
cases  of  measles  in  the  U.S. 


Two  brain  cancer  specialists  at  the  medical  center 
were  selected  to  receive  an  international  award  for 
young  researchers  in  the  neurosciences.  The  award 
was  presented  at  the  First  World  Congress  of  "The 
Brain  in  Health  and  Disease." 

Dr.  Dennis  Bullard,  an  assistant  professor  of  sur- 
gery and  pathology,  and  Dr.  Clifford  Schold  Jr.,  an 
assistant  professor  of  medicine  and  pathology,  were 


honored  March  31  in  Lausanne,  Switzerland.  Both  are 
members  of  the  Comprehensive  Cancer  Center. 

Bullard,  31,  is  a neurosurgeon  interested  in  new 
ways  of  detecting  and  treating  brain  tumors.  He  has 
worked  with  other  Duke  researchers  on  a new  method 
for  pinpointing  tumors  in  the  brain  before  surgery. 

Schold,  34,  specializes  in  drug  treatments  for  brain 
cancers.  He  supervises  the  treatment  of  brain  tumor 
patients  at  Duke  needing  chemotherapy,  and  he  is 
testing  new  ways  of  selecting  drugs  that  might  be 
useful  against  brain  cancers. 


In  a move  designed  to  cut  costs,  time  and  anxiety  for 
patients,  Duke  Hospital  opened  the  first  compact 
Cardiac  Diagnostic  Unit  (CDU)  in  this  part  of  the 
country. 

The  CDU  is  a collaborative  enterprise  of  the  Duke 
departments  of  surgery,  medicine,  radiology' and 
biomedical  engineering,  according  to  the  director  of 
the  unit.  Dr.  Joseph  A.  Kisslo  Jr. 
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“The  CDU  is  the  result  of  a cooperative  effort  that 
few  hospitals  the  size  of  Duke  have  been  able  to 
achieve,”  Kisslo  said.  “We’re  much  more  than  a col- 
lection of  labs  that  happen  to  be  in  one  geographic 
area.  We  offer  patients  with  suspected  heart  disease  a 
central  location  for  a complete,  one-day  evaluation 
and  thus  enhance  patient  care  and  physician  effec- 
tiveness.” 

He  said  all  cardiac  tests,  including  standard  EKGs, 
treadmill  exercise  tolerance  testing,  nuclear  cardiol- 
ogy studies  and  echocardiographies,  are  performed  in 
a self-contained  area  on  the  second  floor  of  the  south 
division. 

Kisslo  said  Duke  inpatients  and  outpatients  can  be 
referred  to  the  CDU,  go  through  the  complete  reper- 
toire of  testing  and  be  through  in  about  two-and-one- 
half  hours.  To  make  the  testing  process  time-effective, 
Kisslo  said  attending  physicians  should  include  a 
complete  list  of  the  tests  needed  in  the  initial  schedul- 
ing. 

The  doctor  added  that  people  seeking  cardiology 


testing  don't  have  to  be  Duke  patients.  He  said  one 
phone  call  to  the  CDU  can  book  a patient  for  a selec- 
tion or  all  of  the  tests.  The  number  to  call  for  schedul- 
ing is  (919)  684-3100. 


An  endowment  established  by  a cardiovascular  re- 
searcher in  Washington,  D.C.,  will  allow  students 
from  Duke  and  other  institutions  to  spend  their  third 
year  doing  cardiovascular  research. 

The  Stanley  J.  Sarnoff  Endowment  for  Cardiovas- 
cular Science,  Inc.  awards  scholarships  to  third-year 
medical  students  for  12  months  of  study  at  an  institu- 
tion other  than  where  they  are  enrolled,  according  to 
Dr.  Galen  Wagner,  associate  professor  of  medicine 
and  director  of  Duke’s  Cardiac  Care  Unit. 

He  said  Duke  is  one  of  several  charter  institutions 
that  will  control  the  endowment  through  a board  of 
directors. 

“It's  a very  important  program  and  I'm  very 
pleased  that  Dr.  Sarnoff  has  chosen  to  support  it.  It 
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demonstrates  the  kind  of  innovative  thinking  we're 
going  to  need  for  the  quantity  and  quality  of  inves- 
tigators needed  to  develop  new  areas  of  medicine.” 
Wagner  said. 


Duke  physicians  have  begun  using  sclero-therapy  to 
treat  patients  with  variceal  bleeding.  The  non-surgical 
therapy  is  offered  through  Duke’s  endoscopy  service, 
headed  by  Dr.  John  T.  Garbutt.  In  the  procedure, 
physicians  use  an  endoscope  to  inject  a blood-clotting 
medication  directly  into  the  veins. 

Garbutt  said  the  sclero-therapy  costs  a fraction  of 
the  surgery  traditionally  done  to  stop  the  bleeding 
veins,  and  patient  recovery  time  is  much  shorter,  usu- 
ally only  requiring  a two-day  hospitalization. 

Dr.  Robert  L.  Heacock.  an  associate  in  medicine 
and  fellow  in  gastroenterology  said.  ”so  far  results  in 
medical  literature  indicate  that  this  procedure  reduces 
rebleeding  by  about  60%. ” That  figure  is  significant, 
he  said,  because  the  risk  of  death  from  continued 


bleeding  from  varices  (dilated  veins  in  the  esophagus) 
is  very  high. 

‘'Normally  about  half  of  variceal  bleeding  patients 
will  rebleed  within  a year.”  Heacock  said.  “This  pro- 
cedure reduces  the  number  of  rebleeders  so  that  only 
about  one-fifth  will  bleed  again.” 

Heacock  said  the  procedure  also  has  been  used  for 
acute  bleeding  from  varices,  and  preliminary  results 
indicate  a 90%  success  rate. 


Dr.  F.  Stephen  Vogel,  professor  in  the  Department 
of  Pathology,  became  president-elect  of  the  U.S.- 
Canadian  division  of  the  International  Academy  of 
Pathology  April  1.  He  will  assume  presidency  of  the 
academy  in  April.  1983. 

Vogel  has  been  a member  of  the  academy  for  20 
years.  For  the  past  four  years,  he  was  chairman  of  the 
academy’s  Education  Committee.  He  joined  Duke  as 
a professor  of  pathology  in  1961. 


And  there’s  more  proof  on  the  way! 

1982  will  see  the  completion  of  the  Multiple  Risk 
Factor  Intervention  Trial  (MRFIT)— a six-year, 
12,000-patient  study  assessing  the  factors  that 
increase  risk  of  cardiovascular  disease.  For  the 
management  of  hypertension,  the  preferred  | 
Step-2  regimen  in  this  study  is  reserpine-thi azide,  f 
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In  1978,  in  a preliminary  report  presented  to  the 
Epidemiology  Section  of  the  American  Fleart  | 
Association  (Dallas,  Nov  1978),  after  12  months  f 
of  the  trial,  fewer  patients  (5.3%)  treated  with 
reserpine  suffered  depression  than  even  the 
untreated  control  group  (7.7%)! 
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Dr.  Charles  E.  Putman,  professor  and  chairman  of 
the  Department  of  Radiology,  has  been  chosen  the 
hospital's  clinical  chairman.  Putman  replaces  Dr. 
James  B.  Wyngaarden,  former  chairman  of  the  De- 
partment of  Medicine,  who  has  been  nominated  to 
direct  the  National  Institutes  of  Health. 

As  chief  of  staff,  Putman  will  be  a "valuable  link 
between  the  clinical  departments,  the  medical  staff 
and  the  hospital,”  said  Dr.  Andrew  G.  Wallace,  as- 
sociate vice  president  for  health  affairs.  Putman  also 
will  serve  as  a liaison  between  the  medical  staff,  the 
chancellor  and  the  university’s  board  of  trustees. 

Putman  joined  the  Duke  staff  in  1977  after  leaving 
the  position  of  clinical  director  of  diagnostic  radiology 
at  Yale  University  School  of  Medicine.  He  earned  his 
M.D.  degree  at  the  University  of  Texas,  Medical 
Branch  in  Galveston,  and  served  his  residency  in 
internal  medicine  there  after  serving  an  internship  at 
the  University  of  Iowa.  He  completed  a radiology 
residency  at  the  University  of  California,  San  Fran- 
cisco. 

He  is  the  author  or  co-author  of  more  than  80  publi- 
cations and  15  chapters  in  a variety  of  texts.  He  is 
co-editor  of  "Intensive  Care  Radiology:  Imaging  of 
the  Critically  111,”  and  the  editor  of  "Pulmonary  Diag- 
nosis Imaging  and  Other  Techniques.” 


Taking  more  vitamins  than  your  body  needs  is  a 


waste,  says  a medical  center  professor  of  biochemis- 
try, Dr.  Henry  Ramin. 

Kamin,  who  is  chairman  of  the  National  Academy 
of  Sciences-Food  and  Nutrition  Board's  committee  on 
dietary  allowance,  explained  the  myths  and  realities  of 
vitamins  to  about  150  people  at  a "health  night  out” 
lecture  in  April  at  the  medical  center.  The  talk  was  the 
eighteenth  in  a series  of  free  monthly  programs  spon- 
sored by  the  medical  center’s  public  relations  office. 

"Taking  in  more  vitamins  than  your  body  needs  is 
like  trying  to  add  a fifth  or  sixth  wheel  on  your  car,” 
Kamin  said.  "There's  no  axle  to  hold  them,  and  it 
doesn't  make  it  work  better.” 

The  biochemist  devoted  a significant  portion  of  his 
lecture  to  setting  the  record  straight  about  the  function 
of  vitamins.  He  also  discussed  the  use  of  vitamin 
supplements  and  who  should  use  them,  as  well  as 
recommended  dietary  allowances. 


Ralph  E.  Smith,  professor  of  microbiology,  re- 
ceived a $63,565  research  grant  from  the  National 
Cancer  Institute  to  study  the  biochemistry  of  RNA 
tumor  virus  replication. 

Stanley  C.  Schold  Jr.,  assistant  professor  of  pathol- 
ogy, received  a $29,108  new  investigator  research 
award  from  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke  to  study  growth 
and  treatment  of  human  gliomas  in  athymic  mice. 
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John  M.  Falleta,  associate  professor  of  pediatrics, 
received  an  $86,433  clinical  cooperative  grant  from 
the  National  Cancer  Institute  for  the  Southeast  On- 
cology Group. 

Patrick  A.  McKee,  professor  in  the  Department  of 
Medicine,  received  $89,422  for  research  from  the  Na- 
tional Heart,  Lung  and  Blood  Institute  to  study 
“Structure-Function  Studies  of  Human  Factor  VIII/ 
VWF.” 

Bruce  A.  Freeman,  medical  research  associate  in 
the  Department  of  Medicine,  received  a $30,000  re- 
search grant  from  the  American  Lung  Association  to 
support  his  project,  “Oxygen  Radical  Production  and 
Antioxidant  Defenses  of  Lung  Endothelial  Cells.” 

Frederick  H.  Schachat,  assistant  professor  of 
anatomy,  received  an  $85,683  research  grant  from  the 
National  Institute  of  Neurological  and  Communica- 
tive Disorders  and  Stroke.  He  is  studying  “Patterns  of 
Gene  Expression  in  Mammalian  Muscle  Fibers.” 

Dr.  Allen  R.  Dyer  and  Dr.  Suydam  Osterhout  re- 
ceived a $47,774  grant  from  the  National  Fund  for 
Medical  Education  to  support  their  project,  “An 
Investigation  of  Non-Cognitive  Criteria  (Primarily 
Moral  Reasoning)  in  the  Medical  School  Admissions 
Process.”  Dyer  is  an  assistant  professor  of  commu- 
nity and  family  medicine  and  Osterhout  is  associate 
dean  for  medical  school  admissions. 

Jeffrey  R.  Dawson,  associate  professor  of  im- 
munology, received  a $77,356  research  grant  from  the 


National  Cancer  Institute.  He  is  studying  “Immunity 
to  Human  Cancer-Functional  Components.” 

Dr.  James  R.  Urbaniak,  professor  of  orthopaedic 
surgery,  received  a $100,250  research  award  from  the 
National  Institute  of  General  Medicine  Sciences. 
Urbaniak  is  studying  tissue  injury,  revascularization 
and  transplantation. 

Sharyn  A.  Endow,  assistant  professor  of  microbiol- 
ogy, received  a $38,426  grant  from  the  National  Insti- 
tute of  Child  Health  and  Human  Development  to 
study  genetic  mechanisms  affecting  gene  copy  num- 
bers. 

Robert  H.  Harris,  associate  professor  in  the  divi- 
sion of  nephrology,  received  a $63,287  research  grant 
from  the  National  Institute  of  Arthritis,  Diabetes,  Di- 
gestive and  Kidney  Diseases.  Harris  is  studying  uri- 
nary factors  influencing  renal  function  and  growth. 

David  J.  Madden,  assistant  medical  research  pro- 
fessor of  medical  psychology,  received  a $40,390 
award  from  the  National  Institute  on  Aging.  Madden 
is  researching  age  and  selective  attention  in  visual 
search. 

D.  Bernard  Amos,  professor  of  immunology  and 
experimental  surgery,  received  a research  grant  of 
$6, 144  from  the  National  Cancer  Institute.  The  title  of 
Amos’  study  is  “F.A.C.S.  of  Immunologic  Compo- 
nents.” 

Jacob  J.  Blum,  James  B.  Duke  Professor  of  physi- 
ology, received  a $102,977  research  grant  from  the 
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National  Institute  of  Child  Health  and  Human  Devel- 
opment to  study  the  control  of  metabolism  in  tetrahy- 
mena  and  hepatocytes. 

Paul  L.  Modrich.  associate  professor  in  the  De- 
partment of  Biochemistry,  received  a $175,363  re- 
search grant  from  the  National  Institute  of  General 
Medical  Sciences  for  an  NIGMS  shared  instrumenta- 
tion grant. 

Ronald  B.  Corley,  assistant  professor  in  the  division 
of  immunology,  received  a $60,092  grant  from  the 
National  Institute  of  Allergy  and  Infectious  Diseases. 
The  title  of  his  research  project  is  “Helper  T Cells: 
Comparison  of  T-T  and  T-B  Interaction.” 

J.  Victor  Nader  in  the  Department  of  Pharmacology 
received  a $32,138  research  grant  from  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke  to  study  excitatory  amino  acid  trans- 
mitters in  CNS. 

Harold  P.  Erickson,  associate  professor  in  the  De- 
partment of  Anatomy,  received  an  $85,021  grant  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
electron  microscopy  of  plasma  and  cell  surface  pro- 
teins. 

George  L.  Maddox,  director  of  the  Center  for  the 
Study  of  Aging,  received  $154,682  from  the  National 
Institute  of  Aging  to  fund  research  support  services 
for  the  gerontology  center. 


Tao-Shih  Hsieh.  assistant  professor  of  biochemis- 
try. received  a $58,620  research  grant  from  the  Na- 
tional Institute  of  General  Medical  Sciences  to  sup- 
port his  project,  ”DN  A Topoisomerase:  Function  and 
Mechanism.” 

Alan  D.  Magid,  assistant  medical  research  profes- 
sor of  anatomy,  received  a $64,841  research  grant 
from  the  National  Institute  of  Arthritis,  Diabetes, 
Digestive  and  Kidney  Diseases  to  study  the  third 
filament  of  striated  muscle. 

James  E.  Lowe,  assistant  professor  of  surgery,  re- 
ceived $65,340  from  the  American  Heart  Association 
for  a two-year  funding  of  his  project,  “Identification 
of  Ischemic  Injury  During  Cardiac  Operations.” 

Stuart  Handwerger.  professor  of  pediatrics  and  as- 
sociate professor  of  physiology,  received  a $1 18,547 
research  grant  from  the  National  Institute  of  Child 
Health  and  Human  Development  to  study  the  physi- 
ology of  placental  lactogen.  He  also  received  a $64,495 
grant  to  study  decidual  prolactin  in  normal  and 
pathologic  pregnancies. 

Michael  A.  Hamilton,  clinical  assistant  professor  in 
the  Department  of  Community  and  Family  Medicine 
and  director  of  the  Physician’s  Assistant  Program, 
received  a $174,095  grant  award  from  the  division  of 
medicine  for  continuation  of  the  Physician's  Assistant 
Program. 


IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  Joc^e 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
Telephone  (804)  543-6888*  Barbara  Fay,  Director 

Accredited  by  the  JCAH  • Approved  for  coverage  by  Blue  Cross, 
CHAMPUS  and  other  health  insurance  programs. 
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Daniel  B.  Menzel.  professor  of  pharmacology  and 
associate  professor  of  medicine,  received  a $96,680 
research  grant  from  the  National  Institute  of  En- 
vironmental Health  Sciences  to  study  “Sulfur  Dioxide 
and  Pulmonary  Detoxification  Mechanisms." 


The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

The  Frank  R.  Lock  Chair  in  Obstetrics  and  Gyne- 
cology has  been  established  at  the  Bowman  Gray 
School  of  Medicine.  Dr.  Frank  C.  Greiss  Jr.,  chairman 
of  the  Department  of  Obstetrics  and  Gynecology,  has 
been  selected  for  the  endowed  professorship  which 
was  established  in  memory  of  the  medical  school's 
first  chairman  of  obstetrics  and  gynecology. 

The  chair  was  created  through  contributions  from 
Dr.  Lock’s  former  residents,  patients,  colleagues  and 
friends. 

Lock  was  named  chairman  of  the  department  in 
1941  and  held  that  position  for  25  years.  He  died  in 
1979.  He  was  the  only  person  ever  to  serve  simultane- 
ously as  president  of  the  American  College  of  Obste- 
tricians and  Gynecologists  and  the  American  Associ- 
ation of  Obstetricians  and  Gynecologists.  He  also 
served  as  president  of  the  American  Gynecological 
Society. 

Greiss,  who  was  appointed  to  the  Bowman  Gray 
faculty  in  1960,  has  been  chairman  of  the  department 
for  the  past  10  years.  He  has  achieved  national  recog- 
nition for  his  research  on  factors  controlling  blood 
flow  to  the  pregnant  and  non-pregnant  uterus.  For  his 
work  he  was  awarded  the  Foundation  Prize  of  the 
American  Association  of  Obstetricians  and  Gynecol- 
ogists. 

Greiss  is  a past  president  of  the  Southern  Gyneco- 
logical and  Obstetrical  Society  and  a former  member 
of  the  council  of  the  American  Gynecological  Society. 


Research  at  the  Bowman  Gray  School  of  Medicine 
has  shown  that  many  cases  of  age-associated  impo- 
tence may  be  the  result  of  atherosclerotic  obstruction 
of  blood  vessels  serving  the  genital  area. 

The  study  was  conducted  by  a team  headed  by  Dr. 
Michael  R.  Adams,  assistant  professor  of  comparative 
medicine,  who  reported  the  results  at  the  66th  meeting 
of  the  Federation  of  American  Societies  for  Experi- 
mental Biology. 

Observations  of  atherosclerotic  and  control  adult 
male  monkeys,  matched  for  age  and  sexual-social  ex- 
perience, indicated  that  sexual  performance  was  im- 
paired significantly  in  the  atherosclerotic  monkeys 
despite  the  fact  that  those  monkeys  were  7- 1 1 years  of 
age.  That  age  range  is  close  to  the  prime  breeding  age 
for  male  macaque  monkeys. 

Behavioral  studies  showed  no  difference  between 
the  atherosclerotic  and  normal  monkeys  in  sexual 


interest  or  general  sociability.  But  there  were  statisti- 
cally significant  differences  between  the  two  monkey 
groups  in  the  frequency  of  erection  and  ejaculation. 

Incomplete  erections  were  common  among  the 
atherosclerotic  animals. 


Results  of  Bowman  Gray  research  have  implicated 
psychosocial  stress  as  a significant  factor  in  the  de- 
velopment of  atherosclerosis. 

Adult  male  cynomolgus  monkeys  living  in  either 
stable  or  unstable  social  environments  were  studied. 
The  monkeys  were  fed  low-cholesterol,  low-fat  diets. 

A research  team  headed  by  Dr.  Jay  Kaplan,  assis- 
tant professor  of  comparative  medicine,  found  that  the 
extent  and  severity  of  coronary  artery  atherosclerosis 
developed  by  the  monkeys  in  the  unstable  environ- 
ment was  far  greater  than  that  found  in  monkeys  in  the 
stable  groups.  That  occurred  in  the  absence  of  tra- 
ditional risk  factors  such  as  high  cholesterol  levels  and 
high  blood  pressure. 

Thirty  monkeys  were  randomly  assigned  to  six 
groups  of  five  monkeys  each.  Three  of  the  groups 
were  designated  as  unstable  and  had  their  membership 
altered  periodically  through  the  transfer  of  monkeys 
among  them.  Membership  in  the  other  three  groups 
remained  stable  throughout  the  22-month  study. 

The  social  reorganization  plan  was  used  to  induce 
stress. 

Among  the  animals  in  the  unstable  groups,  the 
arteries  of  dominant  monkeys  had  more  severe  lesions 
than  those  of  subordinates.  Dominant  monkeys  in  un- 
stable groups  also  had  more  severe  artery  disease  than 
dominant  monkeys  in  stable  groups.  Dominant  and 
subordinate  animals  in  the  stable  groups  did  not  differ 
in  atherosclerosis  severity  or  extent. 


A former  graduate  student  at  Bowman  Gray  has 
developed  a 10-minute  procedure  that  allows  testing 
for  rubella  and  inoculation  against  the  disease.  And 
the  process  can  be  done  in  a doctor’s  office. 

Dr.  Preston  Dorsett  of  Salisbury,  N.C.,  who  earned 
the  Ph.D.  degree,  in  microbiology  at  Bowman  Gray, 
developed  the  test,  called  the  Rubascan. 

The  Rubascan  test  resulted  from  work  Dorsett  has 
done  at  the  University  of  Tennessee  Center  for  Health 
Sciences  in  Memphis  where  he  is  a faculty  member. 
According  to  Dorsett,  he  wanted  a study  for  immunity 
which  was  quick,  reliable,  simple  and  involved  a 
minimum  of  machinery. 

The  Rubascan  concept  involves  plastic  beads 
coated  with  rubella  virus  proteins.  When  the  beads  are 
mixed  with  either  serum  or  blood  plasma,  the  beads 
will  clump  together  if  the  individual  is  immune.  If  the 
individual  is  not  immune,  the  beads  remain  dispersed. 

Another  advantage  of  Rubascan  is  that  it  is  porta- 
ble, and  can  be  carried  to  people  in  areas  where  health 
delivery  is  poor. 
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Palmer  A.  Dalesandro  has  been  appointed  to  head 
the  computer  center  of  the  Bowman  Gray/Baptist 
Hospital  Medical  Center. 

He  holds  the  titles  of  vice  president  of  Baptist  Hos- 
pital and  associate  dean  of  the  medical  school  for 
information  services. 

He  comes  to  the  medical  center  from  Maryland, 
where  he  was  manager  of  information  services  at  the 
Baltimore  Airfoil  Co.,  Inc.,  a subsidiary  of  Merck  and 
Co.,  Inc. 

In  his  new  position,  he  will  administer  the  computer 
center  and  will  promote  the  development  of  computer 
technology. 


Three  Bowman  Gray  faculty  members  have  been 
presented  Facidty  Foreign  Travel  Awards  to  support 
their  participation  in  international  meetings  this  sum- 
mer. 

They  are  Dr.  Jon  S.  Abramson,  assistant  professor 
of  pediatrics;  Dr.  M.  Gene  Bond,  assistant  professor 
of  comparative  medicine;  and  Dr.  William  D.  Wagner, 
associate  professor  of  comparative  medicine. 

The  awards  are  made  on  the  basis  of  the  scientific 
merit  of  the  faculty  member's  work  and  the  potential 
of  his-her  proposed  travel  for  career  development. 

Abramson  will  present  a paper  during  the  Second 
International  Symposium  on  Infections  in  the  Im- 


munocompromised Host  at  Sterling  University  in 
Scotland. 

Bond  and  Wagner  both  will  speak  at  the  6th  Inter- 
national Symposium  on  Atherosclerosis  in  West  Ber- 
lin. Wagner  also  will  present  a paper  in  Berlin  during  a 
meeting  on  Arterial  Wall  Connective  Tissue  and  will 
participate  in  the  International  Conference  on  Chro- 
matography and  Mass  Spectrometry  in  Biomedical 
Sciences  in  Bordighera,  Italy. 


Dr.  Michael  L.  Barringer,  house  officer  in  surgery, 
has  received  the  “Best  All-Around  Presentation  Cer- 
tificate" in  the  Gold  Medal  Forum  at  the  Southeastern 
Surgical  Congress.  The  paper,  entitled  “Effectiveness 
of  High-Frequency  Jet  Ventilation  in  Management  of 
an  Experimental  Bronchopleural  Fistula,”  was  writ- 
ten by  Barringer  and  by  Dr.  Jesse  Meredith,  professor 
of  surgery;  Dr.  Donald  S.  Prough,  assistant  professor 
of  anesthesia;  Dr.  Robert  L.  Gibson,  associate  pro- 
fessor of  anesthesia;  and  Rick  Blinkhorn,  fourth-year 
medical  student. 


Dr.  A.  Robert  Cordell,  professor  of  surgery  (car- 
diothoracic),  has  been  elected  president-elect  of  the 
Southern  Association  for  Vascular  Surgery. 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


-A  private,  psychiatric  hospital  serving  adults 
and  adolescents 

An  open  medical  staff  with  22  Psychiatrists 

-A  consulting  medical  staff  representing  all 
specialties 

•Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient's 
needs 

■Psychiatric  consultation  and  hospitalization 
on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 


Mary  Donnelly,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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Dr.  Frank  R.  Johnston,  professor  of  surgery  (car- 
diothoracic),  has  been  elected  president-elect  of  the 
Southern  Surgical  Congress. 


Dr.  George  D.  Rovere,  associate  professor  of 
orthopedic  surgery,  has  been  re-appointed  to  a three- 
year  term  on  the  Sports  Medicine  Advisory  Commis- 
sion by  the  Superintendent  of  the  North  Carolina 
Department  of  Public  Instruction. 


Dr.  Velma  G.  Watts,  instructor  in  medical  educa- 
tion and  director  of  the  Office  of  Minority  Affairs,  has 
been  appointed  a member  of  the  North  Carolina 
Health  Manpower  Advisory  Council.  The  council’s 
purpose  is  to  provide  support  services  to  the  North 
Carolina  Health  Manpower  Development  Program. 


University  of  N.C. 

School  of  Medicine  & 

N.C.  Memorial  Hospital 

North  Carolina  Memorial  Hospital  has  opened  a 
new  19-bed  neurosurgery  unit. 

“For  the  first  time,  all  neurosurgery  patients  except 
children  and  those  involved  in  research  programs  will 
be  in  one  area,”  said  Dr.  Stephen  Mahaley,  chief  of 
neurosurgery.  “This  will  enable  us  to  expand  our 
treatment  capacity  and  provide  care  more  efficiently.” 

With  the  opening  of  the  new  unit,  the  hospital’s  total 
inpatient  capacity  has  been  increased  by  eight. 

Patients  are  referred  to  N.C.  Memorial’s  neurosur- 
gery service  by  physicians  all  over  the  state,  and  the 
number  of  patients  treated  has  increased  sharply  in 
recent  years.  The  number  of  neurosurgery  operations 
performed  here  went  from  280  in  1 974  to  625  last  year. 
During  that  same  period,  neurosurgery  outpatient 
visits  increased  from  1,100  to  2,800. 

Mahaley  said  the  new  unit  is  needed  because  of  the 
rapid  expansion  of  neurosurgery  services  in  the  past 
few  years.  Among  the  new  services  are:  arterial  by- 
pass surgery  for  stroke  victims;  an  innovative  tech- 
nique for  removing  pituitary  gland  tumors;  implanting 
electrodes  in  the  brain  or  spinal  cord  to  relieve  severe 
pain,  particularly  in  cancer  patients;  treatment  of  chil- 
dren with  hydrocephalus  and  severe  birth  defects;  and 
combinations  of  radiation  therapy,  chemotherapy  and 
immunotherapy  for  people  with  brain  tumors. 

The  nurses  in  the  neurosurgery  unit  go  through  an 
extensive  internship  program  in  which  they  receive 
special  training  in  assessing  neurological  problems. 
They  are  experienced  in  working  with  both  acute  care 
and  intensive  care  patients. 

“This  unique  training  program  will  not  only  be  good 
for  the  nurses’  professional  development,”  Mahaley 
said,  “but  should  result  in  better  care  and  more  con- 
tinuity of  care  for  our  patients.” 


Dr.  James  F.  Newsome,  a member  of  the  Depart- 
ment of  Surgery  since  1956,  was  presented  the  Distin- 
guished Faculty  Award  at  the  annual  awards  banquet 
of  the  Medical  Alumni  Association  April  4. 

Newsome,  professor  of  surgery,  received  the  award 
from  Dr.  Shahane  R.  Taylor,  president  of  the  Medical 
Alumni  Association. 

Taylor  cited  the  extensive  impact  of  Newsome’s 
teaching  and  his  active  involvement  in  the  prevention 
and  treatment  of  cancer. 

“Dr.  Newsome  has  been  active  in  the  education  of 
medical  students  and  housestaff,”  Taylor  said,  “as 
well  as  continuing  medical  education  programs.  He 
was  instrumental  in  the  development  of  a clinic  for 
cancer  and  a computerized  cancer  data  bank.” 

Newsome  received  an  A.B.  and  a Certificate  in 
Medicine  from  UNC-CH  and  his  M.D.  from  Vander- 
bilt University.  He  specializes  in  surgical  oncology 
with  a particular  interest  in  benign  and  malignant 
breast  diseases. 


Dr.  Avram  Gold,  a member  of  the  UNC-CH  Cancer 
Research  Center,  is  investigating  how  the  molecular 
structure  of  certain  compounds  can  be  used  to  predict 
whether  those  compounds  might  cause  cancer.  The 
research  may  enable  scientists  to  predict  on  the  basis 
of  molecular  structure  whether  or  not  a given  chemical 
can  be  metabolized  into  a carcinogen  in  the  body. 

“Basically,”  Gold  said,  “what  I’m  trying  to  do  is 
relate  the  structure  of  xenobiotic  compounds  — com- 
pounds from  the  environment  — to  carcinogenic  ac- 
tivity. 

“It  is  now  known  that  a large  proportion  of  com- 
pounds shown  to  be  carcinogenic  must  be  activated  by 
metabolism,  and  that  a particular  enzyme.  Cyto- 
chrome P450,  is  largely  responsible  for  this  activation 
by  the  addition  of  an  oxygen  atom  to  the  compound  in 
question. 

“This  study  will  focus  on  the  mechanism  by  which 
the  oxygen  transfer  takes  place.” 

More  specifically.  Gold  explained,  the  study  will 
seek  to  deduce  the  detailed  steps  by  which  the  enzyme 
works. 

“Knowledge  of  the  detailed  mechanism  of  the  en- 
zymic reaction  will  provide  the  basis  for  prediction  of 
the  metabolic  products  of  any  chemical  compound,” 
he  said,  “based  on  its  molecular  and  electronic  struc- 
ture. The  possibility  of  metabolism  of  any  specific 
compound  to  unstable,  biologically  active  products 
would,  in  turn,  be  recognized. 

“The  ability  to  predict  biological  activity  reliably 
will  make  possible  screening  of  new  and  untested 
chemicals  for  carcinogenicity  by  reducing  the  number 
that  must  be  subjected  to  rigorous  testing  by  various 
bioassay  tests.” 

The  two-year  study  began  Jan.  1 with  $120,000  in 
American  Cancer  Society  funding.  Gold  also  is  princi- 
pal investigator  of  a second,  related  project,  funded  by 
a $136,000  grant  from  the  National  Institutes  of 
Health. 
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“In  the  NIH  project,”  he  said,  “we  are  trying  to 
draw  inferences  on  how  the  enzyme  functions  by 
identifying  the  products  resulting  from  metabolism  of 
our  synthetic  molecules. 

“We  hope  that  the  complementary  approaches  to 
understanding  mechanisms  of  bioactivation  will  speed 
progress  in  the  area  of  structure-activity  relation- 
ships.” 

An  assistant  professor  of  environmental  sciences 
and  engineering  in  the  UNC-CH  School  of  Public 
Health,  Gold  will  collaborate  in  his  research  with 
colleagues  both  at  the  university  and  the  genetic 
toxicology  branch  of  the  U.S.  Environmental  Protec- 
tion Agency. 

Dr.  Russell  F.  Christman,  chairman  of  the  Depart- 
ment of  Environmental  Sciences  and  Engineering, 
noting  that  Gold  had  received  grants  from  both  the 
primary  agencies  funding  cancer  research,  called  that 
funding  a reflection  of  the  work  being  done  by 
UNC-CH  faculty  members. 

“The  proliferation  of  synthetic  chemicals  that  in- 
evitably accompanies  technological  progress  will  lend 
increasing  urgency  to  research  on  mechanisms  of  ac- 
tivation of  mutagenic  and  carcinogenic  compounds,” 
he  said.  “Environmental  sciences  and  engineering  is 


looking  forward  to  being  able  to  make  a significant 
contribution  to  basic  research  in  this  field.” 


John  H.  Schwab,  professor  of  bacteriology  and 
immunology,  was  one  of  four  University  of  North 
Carolina  faculty  members  to  be  appointed  Cary  C. 
Boshamer  professors. 

The  professorships  honor  industrialist  and  philan- 
thropist Cary  C.  Boshamer,  a UNC-CH  alumnus  and 
trustee  who  died  in  1973. 

Schwab  has  been  involved  in  numerous  research 
projects,  including  a study,  at  the  Institute  for  Ex- 
perimental Gerontology  in  the  Netherlands,  of  how 
bacteria  influence  aging.  He  conducted  the  study  after 
being  named  a faculty  scholar  for  1975-76  by  the 
Josiah  Macy  Jr.  Foundation. 

In  1968-69.  he  was  visiting  scholar  at  the  Rheuma- 
tism Research  Unit  in  Taplow,  England,  and  in  1967 
he  was  awarded  an  NIH  fellowship  to  study  at  the 
Lister  Institute  of  Preventive  Medicine  in  London, 
England. 

He  received  his  B.A.,  M.  A.  and  Ph.D.  degreesfrom 
the  University  of  Minnesota.  He  is  a member  of  the 
American  Society  of  Microbiologists,  the  American 
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Association  of  Immunologists,  the  Association  for  the 
Advancement  of  Science  and  Sigma  Xi  scientific  hon- 
orary society. 


Gustavo  S.  Montana,  professor  and  director  of 
radiation  therapy  division,  attended  the  American 
Radium  Society  meeting  and  presented  a paper  titled, 
“Carcinoma  of  the  Cervix  Stage  IB:  Results  of  Treat- 
ment with  Radiation,”  at  the  Sixty-fourth  Annual 
meeting.  March  17,  in  San  Antonio,  Texas. 

Co-authors  of  the  paper  included  Drs.  Wesley  C. 
Fowler,  Mahesh  A.  Varia,  Leslie  A.  Walton  and  Mark 
Kirsch,  and  Bonnie  McCafferty.  M.S.,  of  the  Depart- 
ments of  Radiology  and  Obstetrics  and  Gynecology. 
The  program  stressed  the  multi-modality  aspects  of 
cancer  management  and  new  approaches. 


Robert  McLelland,  professor  of  radiology,  was  on 
the  faculty  of  the  20th  National  Conference  on  Breast 
Cancer.  He  presented  papers  titled,  “Can  Mammog- 
raphy Predict  Breast  Cancer  Risk?”  and  “Breast 
Cancer  Development  as  seen  by  the  Radiologist.”  He 
also  held  a workshop  titled,  “Mammography  Work- 
shop for  the  Non-Radiologist”;  and  moderated 
“Panel  3 — Diagnosis,”  held  at  the  Hyatt  Regency 
Hotel  on  March  15-19  in  New  Orleans. 


Frederic  B.  Askin,  director  of  surgical  pathology  at 
North  Carolina  Memorial  Hospital  and  professor  of 
pathology  in  the  School  of  Medicine,  is  the  co-author 
with  Anna-Luise  A.  Katzenstein,  M.D.,  of  Washing- 
ton University  in  St.  Louis  of  a book  titled  Surgical 
Pathology  of  Non-Neoplastic  Lung  Disease.  The 
book  is  Volume  13  in  the  series  titled  Major  Problems 
in  Pathology  whose  consulting  editor  is  James  Ben- 
nington, M.D. 

East  Carolina  University 
School  of  Medicine 

Dr.  pdwin  W.  Monroe,  senior  associate  dean  at  the 
East  Carolina  University  School  of  Medicine,  has  also 
been  appointed  executive  director  of  the  Eastern  Area 
Health  Education  Center. 

Monroe  is  assuming  responsibilities  formerly  held 
by  Dr.  F.  M.  Simmons  Patterson,  who  retired  last 
December  after  directing  Eastern  AHEC  and  the 
medical  school’s  Office  of  Continuing  Medical  Edu- 
cation since  those  offices  were  established  in  the 
mid-70s. 

Patterson  intends  to  continue  to  reside  in  Greenville 
and  will  serve  the  medical  school  and  Eastern  AHEC 
programs  as  consultant  for  continuing  medical  educa- 
tion. 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 
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Monroe  was  instrumental  in  the  development  of  the 
regional  AH  EC  program.  He  was  president  of  the 
Eastern  AHEC  board  of  directors  from  1974  until 
accepting  the  appointment  as  executive  director. 

John  C.  Blanton,  president  of  the  Eastern  AHEC 
board  of  directors,  has  assumed  the  responsibilities  of 
acting  president. 

Eastern  AHEC  is  responsible  for  23  counties  in 
Eastern  North  Carolina,  the  largest  geographic  area 
served  by  a single  AHEC  in  the  state.  East  Carolina 
University  is  the  primary  university  affiliate  of  the 
Eastern  AHEC. 


Dr.  Samuel  S.  Spicer  has  been  named  assistant 
professor  of  emergency  medicine. 

Spicer  formerly  was  emergency  room  physician  at 
Broward  General  Medical  Center,  Fort  Lauderdale, 
Fla.  He  has  also  been  an  emergency  physician  in  Eus- 
tis,  Va.,  and  Gloucester,  Va. 

He  received  his  undergraduate  degree  from  Emory 
University  and  his  medical  degree  from  the  Medical 
University  of  South  Carolina.  He  completed  resi- 
dency training  at  the  Bowman  Gray  School  of  Medi- 
cine and  the  Medical  College  of  Virginia. 


Several  faculty  members  from  the  School  of  Medi- 
cine presented  their  research  studies  at  the  66th  An- 
nual Meeting  of  the  Federation  of  American  Societies 
for  Experimental  Biology  held  April  15-23  in  New 
Orleans. 

Department  of  Pharmacology  faculty  member  Dr. 
S.  Jamal  Mustafa,  associate  professor,  and  Dr.  Ab- 
dallah O.  Askar,  research  associate,  presented  two 
papers  to  the  federation.  The  papers  are  entitled  “Ef- 
fect of  Magnesium  on  the  Adenosine  Induced  Relaxa- 
tion of  Bovine  Coronary  Arteries”  and  “Effect  of 
Calcium  Antagonists  on  the  Adenosine  Induced  Re- 
laxation of  Bovine  Coronary  Arteries.” 

Dr.  M.  Saeed  Dar,  instructor,  and  Dr.  Wallace  R. 
Wooles,  professor  and  chairman  of  the  Department  of 
Pharmacology,  also  attended  the  meeting  and  pre- 
sented “Changes  in  Dopamine  (DA),  DA-Metabo- 
lites.  Norepinephrine  (NE)  and  GABA  in  Specific 
Brain  Areas  of  Ethanol  Dependent  Mice.” 

Five  members  of  the  Department  of  Physiology  also 
traveled  to  New  Orleans  for  the  federation  meeting 
and  presented  two  poster  sessions. 

A session  entitled  “Hemodynamic  Events  and 
Metabolic  Factors  During  Exposure  of  Rats  to  Oxy- 
gen at  High  Pressure”  was  presented  by  Dr.  David  L. 
Beckman,  professor.  Dr.  S.  Gregory  lams,  assistant 
professor,  and  Dr.  John  C.  Yeager,  assistant  profes- 
sor. 

Dr.  G.  Richard  Athey,  assistant  professor.  Dr. 
Beckman,  and  Dr.  Daniel  J.  Crittenden,  research  as- 
sociate, presented  a session  studying  “Gastric  Stress 
Ulceration  During  Exposure  to  Oxygen  at  High  Pres- 
sure.” 

Dr.  Alvin  Volkman.  professor  of  pathology  and  lab- 
oratory medicine,  and  research  associate  Dr.  Nan-chi 


A.  Chang,  also  from  the  Department  of  Pathology  and 
Laboratory  Medicine,  presented  a paper  at  the  meet- 
ing entitled  “Mononuclear  Phagocyte  Formation 
Following  Bone  Marrow  Depression  with  89  Stron- 
tium.” 

Chang  collaborated  with  Dr.  J.  Y.  Alice  Chang, 
research  associate  in  the  Department  of  Microbiol- 
ogy, and  presented  a paper  entitled  “Partial  Charac- 
terization of  a Crystallizable  Secretory  Protein  (CSP) 
Synthesized  by  Activated  Murine  Peritoneal  Macro- 
phages.” 

Three  members  from  the  medical  school’s  Depart- 
ment of  Anatomy  also  attended  the  meeting.  Dr. 
Hubert  W.  Burden,  professor,  presented  research 
on  the  “Extrinsic  Sensory  Intervention  of  the  Rat 
Ovary.” 

Dr.  Thomas  M.  Louis,  associate  professor,  and  Dr. 
Lamar  T.  Blankenship,  research  associate,  made  a 
presentation  entitled  “Maternal  Plasma  Estrogen  and 
Progesterone  Profiles  During  Pregnancy  and  Neonatal 
Physical  Measurement  in  Dolichotis  Patagona  Mara.” 


Dr.  Zubie  W.  Metcalf,  director  of  the  Center  for 
Student  Opportunities,  recently  received  two  grants. 

The  National  Fund  for  Medical  Education  awarded 
a $23,670  grant  for  a special  summer  program  for 
medical  students  and  the  Public  Health  Service  pro- 
vided a $4,500  grant  for  a minority  high  school  student 
research  apprentice  program. 


Dr.  Paul  D.  Mozley,  professor  of  obstetrics  and 
gynecology,  attended  the  13th  Annual  American  Col- 
lege of  Obstetrics  and  Gynecology  conference  held 
April  24-29  in  Dallas. 

During  the  meeting,  Mozley  presented  a paper  for 
discussion  entitled  “Recto-Vaginal  Fistulae:  Causes; 
the  Effect  on  Doctor-Patient  Relationships;  the  Effect 
on  Living;  and  Surgical  Repair.”  Mozley  also  pre- 
sented a workshop  on  the  “Emotional  Parameters  of 
Infertility.” 

In  addition,  Mozley  recently  was  appointed  to  the 
steering  committee  of  the  American  Society  of  Psy- 
chosomatic Obstetrics  and  Gynecology. 


Dr.  Theodore  Kushnick,  professor  of  pediatrics  and 
director  of  the  Developmental  Evaluation  Clinic,  has 
received  $36,904  from  the  N.C.  Department  of  Human 
Resources  to  support  “Genetic  Evaluations  and  Re- 
currence Risk  Counseling  of  Families  Suspected  of 
Having  a Genetic  Condition.” 

In  addition,  Kushnick,  in  collaboration  with  Dr. 
Kathleen  Rao,  instructor  of  pediatrics  and  director  of 
the  cytogenetics  laboratory,  and  Elizabeth  A.  Gettig, 
clinical  instructor  of  pediatrics  and  genetic  counselor, 
presented  two  papers  at  the  Carolinas  Genetics  Con- 
clave held  at  the  University  of  South  Carolina  School 
of  Medicine.  The  papers  were  “9p  Trisomy”  and 
“Unusual  Translocation  Down  Syndrome.” 
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Three  members  of  the  Department  of  Anatomy  pre- 
sented papers  at  the  American  Association  of  Anat- 
omy meeting  in  Indianapolis  held  during  April. 

Dr.  Jack  E.  Brinn,  Jr.,  associate  professor,  pre- 
sented a study  entitled  "Spontaneous  Recovery  from 
an  Alloxan  Diabetes  Mellitus  in  the  Rat  Due  to  Prolif- 
eration of  B-Cells.” 

Dr.  Hubert  Burden,  professor,  and  Dr.  Irvin  E. 
Lawrence,  professor,  presented  "The  Effects  of 
Six-Hydroxydopamine  Administration  During  the 
Prepubertal  on  the  Guinea  Pig  Ovary”  during  a poster 
session. 


Dr.  Max  C.  Poole,  assistant  professor  of  anatomy, 
has  received  a $44,680  grant  from  the  National  In- 
stitutes of  Health  to  study  the  "Morphometry  of 
Gonadotropes  During  Hyperprolactinemia.” 


The  Department  of  Emergency  Medicine  sponsored 


its  Third  Annual  Emergency  Medical  Services  Semi- 
nar at  Pitt  County  Memorial  Hospital  March  27-28. 
More  than  160  emergency  care  professionals  from 
throughout  eastern  North  Carolina  attended  the  con- 
ference conducted  by  School  of  Medicine  faculty. 


Dr.  Edward  M.  Lieberman,  professor  of  physiol- 
ogy, has  received  a grant  totaling  $16,400  from  the 
National  Science  Foundation  for  a project  entitled 
"Neuron-Glia  Interactions  at  Nerve  Fibers  and  Their 
Synapses.”  Collaborating  with  Lieberman  is  Dr. 
Jorge  Villegas  from  the  Venezuelan  Institute  for  Sci- 
entific Research. 


Dr.  Sadhana  Debnath,  instructor  in  the  Department 
of  Biochemistry,  attended  the  N.C.  Academy  of 
Science  meeting  in  March  and  presented  a paper  en- 
titled "Macromolecular  Pigment-Peptides  Secreted 
by  Pseudomonad  Cultured  on  Single  Amino  Acids.” 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  o JCAH  Accredited  ^ (912)  764-6236 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

<*>  anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 


Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


The  great  masquerader 
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In  Memoriam 


THEO  HOWELL  MEES,  M.D. 

In  October  1981,  Lumberton,  Robeson  County,  and 
the  neighboring  counties  lost  a staunch  friend  and 
physician.  Theo  Howell  Mees.  His  life  was  given  to 
these  people  through  service,  and  his  reward  was  their 
respect  and  gratitude. 

Dr.  Mees  was  born  in  Charlotte,  North  Carolina,  on 
November  27,  1916,  the  son  of  the  late  Erich  A.  and 
Myrtle  Howell  Mees. 

Dr.  Mees  graduated  from  Capital  University,  Co- 
lumbus, Ohio,  in  1938,  and  received  his  M.D.  degree 
from  Duke  University  Medical  School  in  1942.  He 
served  his  internship  at  Emory  University  School  of 
Medicine.  Atlanta,  Georgia.  1942-1943.  From  1943  to 
1946.  he  served  in  the  Medical  Corps,  U.S.  Army.  His 
overseas  service  was  in  the  European  Theater  during 
the  Normandy  invasion  and  the  breakout  from  the 
peninsula. 

Dr.  Mees  came  to  Lumberton  in  1946.  following 
discharge  from  the  Army,  to  enter  the  practice  of 
Internal  Medicine  with  Dr.  Frank  Ward  and  Dr.  Hugh 
McAllister. 

In  1950-1952  Dr.  Mees  returned  to  Duke  University 
Hospital  to  complete  his  residence  training  in  Internal 
Medicine.  In  1955  he  became  a Diplomate  of  The 
American  Board  of  Internal  Medicine. 

From  1952  until  the  time  of  his  death  in  1981,  he 
served  as  Chief  of  Staff,  Chief  of  Medicine,  and  all 
offices  available  at  Robeson  County  Memorial  Hos- 
pital and  Southeastern  General  Hospital.  He  served  as 
president  of  the  Robeson  County  Medical  Society  in 
1957  and  on  many  committees  for  the  North  Carolina 
Medical  Society. 

“Bud"  Mees  was  loved  by  many,  respected  by  all, 
and  admired  by  his  fellow  physicians.  His  early  train- 
ing was  under  Dr.  Eugene  Stead,  who  permanently 
imprinted  his  life  with  a sense  of  dedication  to 
thoroughness,  self  discipline,  exactness,  and  inquisi- 
tiveness in  the  search  for  truth  and  perfection.  Bud 
was  a “doctor’s  doctor"  as  well  as  a sympathetic, 
compassionate,  untiring  servant  to  his  patients.  All  his 
energy  was  spent  on  his  practice  and  his  family.  He  did 
not  compete  in  the  market  place,  but  spent  his  time 
and  concentration  on  ministering  to  the  sick  and  pro- 
viding for  the  welfare  of  his  family  and  loved  ones. 

In  his  final  illness  he  left  a legacy  of  courage,  for- 
titude, and  faith  to  all  who  knew  him.  He  graciously 
accepted  what  help  could  be  afforded  him  without 
ever  a complaint  or  a question  as  to  God’s  wisdom,  a 
most  fitting  end  to  a life  of  integrity  and  service. 

Words  cannot  express  our  feelings  toward  the  loss 
of  Dr.  Mees,  but  they  are  dedicated  to  his  memory. 

Dr.  Mees  married  Rubye  Ledford  of  Newport.  Ten- 
nessee. With  Mrs.  Mees  there  survive  the  follow- 


ing children:  Theo  H.  Mees,  Jr.,  Denver.  Colorado, 
Patricia  A.  Mason.  Raleigh,  and  Susan  S.  Heater, 
Raleigh.  He  is  also  survived  by  four  grandchildren,  a 
sister,  Mrs.  D.  H.  Elsass  of  Columbus,  Ohio,  two 
brothers,  Thomas  L.  Mees  of  Altamonte  Springs, 
Florida,  and  William  A.  Mees  of  Longwood,  Florida. 

JOSEPH  B.  ALEXANDER.  M.D.,  F.A.C.P. 

ROBESON  COUNTY  MEDICAL  SOCIETY 

HAL  STANFIELD  FLOYD,  M.D. 

On  February  28.  1982,  Dr.  Hal  Stanfield  Floyd  died 
after  35  years  of  medical  practice  in  South  Robeson 
County.  His  life  had  been  devoted  to  the  care  of  his 
patients  and  family. 

A native  Robesonian,  Dr.  Floyd  was  born  on  Au- 
gust 12.  1916,  one  ofeleven  children  ofthe  late  Graddy 
Herring  and  Beulah  Vista  Floyd.  He  received  his  B.S. 
Degree  from  Duke  University  in  1939,  and  his  medical 
degree  from  the  Medical  College  of  Virginia  in  Rich- 
mond in  1943. 

He  served  an  eighteen-month  internship  at  Char- 
lotte Memorial  Hospital,  Charlotte,  North  Carolina, 
before  entering  the  United  States  Army  as  a Captain  in 
October  1944.  He  was  stationed  with  the  Medical 
Corps  in  France  and  Belgium  from  January  1945  to 
1946. 

On  January  13.  1947,  he  began  a family  medical 
practice  in  Fairmont.  North  Carolina.  The  next 
thirty-five  years  were  given  in  service  to  the  needs  of 
his  fellow  man.  In  return  he  was  admired  and  re- 
spected by  those  he  served  so  well. 

Dr.  Floyd  was  known  affectionately  as  “Dr.  Hal” 
by  three  generations  of  students  at  Fairmont  High 
School,  where  he  served  as  the  athletic  team  physician 
for  many  years.  The  high  school  athletic  stadium  is 
named  in  his  honor,  “The  Hal  S.  Floyd  Stadium." 

In  1979  he  was  honored  by  friends  for  his  outstand- 
ing service  to  the  citizens  of  the  community.  In 
January  of  1982  he  was  given  a life  membership  in  the 
North  Carolina  Medical  Society  by  the  Robeson 
County  Medical  Society. 

The  death  of  Dr.  Floyd  leaves  a large  void,  but  our 
memory  of  his  tireless  service,  keen  wit,  and  devotion 
to  family,  friends,  and  church  will  live  on. 

He  is  survived  by  his  widow  Mrs.  Dorothy  Oliver 
Floyd,  one  daughter  Mrs.  .letter  W.  (Carol  Anne) 
Lewis  of  Fairmont,  three  grandchildren,  three 
brothers.  W.  Linwood  Floyd.  Harry  F.  Floyd,  and  Dr. 
Dan  Floyd,  all  of  Fairmont,  and  three  sisters,  Mrs. 
J.  S.  (Marie)  Oliver  of  Marietta,  Mrs.  William 
(Lucille)  McKinley  of  Roswell,  New  Mexico,  and 
Mrs.  Charles  (Vista)  Jackson  of  Shelby. 

CHARLES  E.  INMAN,  M.D. 

ROBESON  COUNTY  MEDICAL  SOCIETY 
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Classified  Ads 


PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix.  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street.  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65.000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

OB-GYN  needed  for  6-man  multispecialty  group  in  Crossville,  a 
progressive  city  and  vicinity  of  30,000  population  in  East  Tennes- 
see, located  on  Cumberland  Plateau,  along  Interstate  40.  Drawing 
area  of  75,000.  Modern  Clinic  building  adjacent  to  250  bed  accred- 
ited community  hospital.  No  investment  necessary.  Guaranteed 
salary  and  fringe  benefits.  Abundant  recreational  facilities.  CON- 
TACT: Mrs.  Louise  Taylor,  Business  Manager,  Cumberland 
Clinic  Foundation,  301  Hayes  Street,  Crossville,  Tn.  38555  (615) 
484-5171. 

BC  PEDIATRICIAN,  32,  finishing  military  obligation,  seeks  affilia- 
tion with  pediatric  or  multispecialty  group  in  NC.  Available  July 
1983.  Joseph  Pringle,  4356  Cheviot  Drive,  Charleston,  SC  29405. 


OPENING  FOR  CERTIFIED  FAMILY  PRACTITIONER  to  join 
busy  solo  practitioner  in  Piedmont  North  Carolina.  Excellent  hos- 
pital facilities.  Respond  to  P.O.  Box  271,  Garner,  NC  27529. 

PULMONARY  INTERNIST,  FLEX  ABIM,  30  y.o.  completing  fel- 
lowship July  1982.  Willing  to  do  some  internal  medicine.  Seeks 
private  practice  opportunity.  All  locations. 

EMERGENCY  CENTERS  in  Charlotte,  North  Carolina,  seeking 
U.S.  trained  physicians  for  immediate  openings.  F.P./E.M.  with 
BCLS,  ACLS  preferred.  Competitive  compensation,  flexible 
scheduling.  Send  complete  C.V.  to:  Minor  Emergency  Centers, 
P.O.  Box  221024,  Charlotte,  NC  28222  or  call  (704)  527-4497. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

FAMILY  PRACTICE — Excellent  full-time  opportunities  available  in 
Charlotte  and  Winston-Salem,  North  Carolina  for  Board  Certified 
Family  Practitioners.  Reply  to  Susan  Tolliver,  Primary  Physicians 
Medical  Group:  Norwood  Office  Park,  7410  LaGrange  Road,  Suite 
300,  Louisville,  KY  40222;  or  call  1-800-626-5833. 

MEDICAL  OFFICE  AND  EQUIPMENT  — 2200  sq.  ft.  office  space 
with  apartment  and  garage.  Located  convenient  to  hospital.  Exam 
and  waiting  room  furnishings,  microscope,  autoclave  and  other 
equipment.  919-786-7393.  Mrs.  Renzo  Sutter,  169  Johnson  Creek 
Rd.,  Mt.  Airy,  N.C.  27030. 


Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  w ords 
or  less  for  members,  25 <jt  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  forthe 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL  me 

R O.  Box  6929  • Greensboro,  N C.  27405  • 919-621-3381 

Located  off  U S Hwy  No  29  at  Hicone  Road  Exit,  6V2  miles 
north  of  downtown  Greensboro.  N C Convenient  to  1-85,  1-40 
U S.  421,  U S 220.  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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Candidates  for 

nutritional  therapy.., 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgict 

patients.  Nutritional  star 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp 
tion  of  food.2 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca*  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate).  30  IU 
vitamin  E (as  r//-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin).  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  Bb 
(as  pyridoxine  HC1),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B,2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide). 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B |2  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  Bl2  deficiency  who  receive 
supplemental  folic  acid  and  who  arc  inade- 


quately treated  with  B|2. 

Precautions:  General  Certain  condition 
may  require  additional  nutritional  suppl 
mentation  During  pregnancy,  supplcmi 
tation  with  vitamin  D and  calcium  may 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient  Toxic  reactions  have  bee 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Kec| 
out  of  reach  of  children  Drug  and  Treat 
merit  Interactions  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  ol 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy 
Adverse  Reactions:  Adverse  reactions  h: 
been  reported  with  specific  vitamins  anc 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


000,000  hospital 
itients  with 

fections.4  Many  are  ano- 
de and  may  have  a markedly 
uced  food  intake.  Supplements 
often  provided  as  a prudent 
asure  because  the  vitamin  sta- 
of  critically  ill  patients  cannot 
readily  determined.3 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1 Shaw  S,  Lieber  CS.  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME  Philadelphia,  Lea  & 
Fcbiger,  1980,  pp  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p.  781.  3.  Shils  ME,  Ran- 
dall 111:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980,  p.  13. 


irals,  but  generally  at  levels  substan- 
i higher  than  those  in  Berocca  Plus, 
’ever,  allergic  and  idiosyncratic  reac- 
. are  possible  at  lower  levels  Iron. 

at  the  usual  recommended  levels, 
teen  associated  with  gastrointestinal 
erance  in  some  patients, 
ige  and  Administration:  Usual  adult 
ge:  one  tablet  daily.  Not  recom- 
ded  for  children.  Available  on  pre- 
ition  only. 

Supplied:  Golden  yellow,  capsule- 
ed  tablets — bottles  of  100. 

HE  LABORATORIES 
sion  of  Hoffmann-La  Roche  Inc. 
ey.  New  Jersey  07110 


candidates  for 


Rx  ONLY 


THE  MULTIVITAMIN/MINERAL  FORMULATION 


ALL  FOR  ONE 
ONE  FOR  ALL 


ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight.* 
Obviates  need  to  calculate  individual  dosages. 


A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX  tablek 


a 


JANSSEN 

PHARMACEUTICA 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 


mebendazole) 


CHEWABLE 

TABLETS 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  pg/ml  and  0.09  pg/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  iri- 
chiura  (whipworm),  Enterobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necator  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

— 

— 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 

Committed  to  research... 
because  so  much  remains  to  be  done. 
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WHO  KNOWS  A 
PHYSICIAN’S 
PROFESSIONAL 
LIABILITY  NEEDS  BETTER? 


Another  physician,  of  course. 

That  is  why  Medical  Mutual 
Insurance  Company  of  North 
Carolina  (MMIC),  is  a physician 
owned  and  directed  company.  Our 
Board  of  Directors  consists  of  18 
physicians,  all  members  of  the  North 
Carolina  Medical  Society.  Currently 
MMIC  insures  approximately  80%  of 
North  Carolina’s  physicians  and 
surgeons  in  private  practice. 

We  offer  our  insured  physicians: 

• limits  of  up  to  $5,000,000 

• active  risk  management  program 
providing  seminars  throughout 
the  state 

• experienced  judicious  claims 
service 

• participation  in  the  company 
through  a Board  of  Directors 
elected  entirely  by  policyholders 
and  guaranty  capital  holders 


i 

Medical  Mutual  Insurance  Company  of  North  Carolina 
and  Medical  Insurance  Agency 

222  N.  Person  Street,  P.O.  Box  27444  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 
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Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  Third  Street  Phone  No.  704-332-1217 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Outstanding  Features: 

- 

Options  Available: 

• Now  up  To  $3000  Monthly  Income 

• Waiting  Periods 

• Choice  of  Plans  and  other  options 

• Residual  Benefits 

• Renewal  Guarantee  to  Age  70 

• Hospital  Benefits 

• New  Lower  Rating  due  to  favorable  group 

• Recovery  Benefits 

experience 

• Personal  Claim  Service  from  Durham 

FOR  ENROLLMENT  DETAILS 


J.  L.  & J.  SLADE  CRUMPTON,  INC. 

ACADEMY  CENTER,  3001  ACADEMY  ROAD 
P.O.  BOX  8500 
DURHAM,  N.C.  27707 
(919)  493-2441 
Toll  Free  1-800-672-1674 
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Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 

David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 

James  O.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M D 
Edward  H Weaver.  M.D 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 
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NOW  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


iNTERO- ITST  “ Adult,  and  Pediatric, 
i nylon  line  coiled  inside  of  a gelatin 
apsule.  The  Pediatric  string  is  90cm 
ind  the  Adult  string  is  140cm.  Both 
apsules  are  designed  to  retrieve 
luodenal  contents  without  intubation. 


ENTERO-TEST " has  the  following 
idvantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
itudies  have  confirmed  the  following 
rpplications  for  the  Entero-Test: 

PARASITES: 

rhose  parasites  that  live  primarily  in 
he  duodenum  or  bile  ducts  often  are 
nore  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 
nclude  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
larvae  and/or  eggs  in  advanced 
tages  of  development),  Clonorchis 
inensis  (eggs).  Fasciola  hepatica 
eggs),  Trichostrongylus  oiientalis 
eggs),  and  Isospora  (cocridia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
:edures.The  Entero-Tfest  is  as  efficient 
is  intubation  but  simpler  and  more 
:omfortable.  New  studies  have  further 
ronfirmed  superior  applicability  over 
ither  procedures. 

SMALL  INTESTINAL 
V1ICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diairiiea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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HP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (10028IR1 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae ). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  m patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  tor  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 


Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules*.  250  and  500  mg 


Medical  Technology: 

An  Examination  of  the  Advantages  of 
Standardization  and  Costs  of  Patient 
Monitoring  Equipment  for  an  Anesthesia  Service 

Enid  R.  Kafer,  M.D. 


ABSTRACT  We  have  examined  selection  and  purchase  of  patient  monitoring  equipment  for  an  anesthesia  service 
for  the  operating  rooms  and  associated  areas  of  a tertiary  medical  care  hospital.  The  effects  on  total 
cost  of  standardization,  cost  of  ownership  which  depends  on  the  reliability  of  instrumentation,  cost  of 
service  and  the  duration  of  downtime,  and  the  cost  of  replacement  were  considered.  We  concluded  that 
the  advantages  of  standardization  on  acceptable  instrumentation  and  devices  are  overwhelming, 
resulting  in  better  training,  use  and  service,  and  decreased  administrative  costs,  misuse  and  malprac- 
tice, and  that  greater  attention  should  be  paid  to  the  quality  and  reliability  of  instrumentation,  and  the 
quality  of  service  and  long-term  support  by  a manufacturer.  Failure  of  standardization  and  purchase 
of  poor  quality  instruments  with  unacceptable  service  will  adversely  affect  both  the  cost  of  medical 
care  and  the  quality  of  patient  care.  These  arguments  are  relevant  not  only  to  patient  monitoring 
equipment  for  an  anesthesia  service  but  to  planning  and  purchasing  by  other  services. 


ADVANCES  in  practice  have  im- 
proved the  safety  of  anesthesia 
and  allowed  the  performance  of  com- 
plex surgery  on  high  risk  patients. 
These  advances  are  dependent  on 
technological  progress  and  include 
continuous  monitoring  and  record- 
ing of  such  variables  as  electrocar- 
diogram, systemic  and  pulmonary 
artery  pressures  and  measurement 
of  cardiac  output.  However,  the  in- 
creasing cost  of  medical  care  as  a 
result  of  such  advances,  the  com- 
plexity of  health  care  and  adminis- 
trative costs  together  with  inflation 
have  resulted  in  concern1-3  and 
measures  to  restrain  the  escalation 
of  costs.4  The  tendency  for  those 
who  develop  and  apply  the  technol- 
ogy and  of  governmental  and  other 
agencies  who  pay  for  health  care  to 
take  adversarial  positions  makes 
analysis  of  the  total  costs  of  patient 


From  the  Departments  of  Anesthesiology  and  Physiology, 
University  of  North  Carolina  School  of  Medicine,  Chapel 
Hill,  N.C.  27514 


monitoring  equipment  difficult.5 
Moreover,  the  policy  of  state  in- 
stitutions to  control  costs  by  rate- 
setting programs4  or  preference  given 
to  “low  bid”  substitutes  short-term, 
low-cost  solutions  with  long  term 
problems  for  long-term,  cost-effec- 
tive programs  (Table  I).  This  is  ex- 
pressed by  the  phrase  “pay  now  or 
pay  later,”  which  may  mean  pay 
now  or  pay  much  more  later. 

Long-range  planning  and  the  pur- 
chase of  patient  monitoring  equip- 
ment for  an  anesthesia  service  for 
operating  rooms  and  the  associated 
critical  care  areas  in  large  teaching 
hospitals  demand  consideration  of 
the  physiological  variables  to  be 
monitored  and  recorded.  The  accu- 
racy, resolution,  frequency  of  re- 
sponse and  range  of  measurement 
as  well  as  the  variables  selected  will 
depend  on  the  current  and  antici- 
pated anesthetic  practice,  type  of 
surgery  and  the  patient  population. 
However,  in  order  to  provide  cost- 
effective,  safe,  efficient  and  ade- 


quate patient  care,  consideration 
must  be  given  to:  1 ) standardization 
to  facilitate  safe  and  efficient  use  by 
staff,  minimize  cost  and  time  of  in- 
service  training  of  medical,  nursing, 
technical  and  clinical  engineering 
staff,  and  reduce  administrative  and 
storage  costs;  2)  compatibility  and 
standardization  where  appropriate 
for  transducers,  thermodilution  cath- 
eters and  other  devices  needed  for 
good,  cost-effective  patient  care;  3) 
reliability  and  low  cost  of  mainte- 
nance during  the  useful  life  of  an 
instrument;  4)  availability  of  satis- 
factory service  and  parts;  5)  dura- 
tion of  availability  of  components 
and  support  by  manufacturer;  and 
6)  compatibility  with  advances  in 
monitoring,  central  station  and  pa- 
tient data  management  systems. 

A thorough  analysis  of  the  costs 
of  patient  monitoring  equipment 
should  include  the  purchase  price, 
cost  of  maintenance  (ownership)  and 
replacement,  together  with  their 
“hidden”  professional  and  adminis- 
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trative  costs.  The  cost  of  purchasing 
these  monitoring  systems  through  a 
state  purchasing  system  is  not  in- 
significant and  therefore  should, 
where  appropriate,  be  included  in 
these  analyses. 

Our  goals  are  therefore  to  exam- 
ine the  arguments  for  standardiza- 
tion. and  analyze  the  costs  of  own- 
ership and  replacement  of  patient 
monitoring  equipment. 

These  considerations  arose  from 
the  establishment  in  1977  of  an 
Anesthesiology  Equipment  Com- 
mittee for  the  North  Carolina  Me- 
morial Hospital  to  plan  the  purchase 
of  patient  care  equipment  for  the 
clinical  services  of  the  Department 
of  Anesthesiology  and  to  achieve 
appropriate  standardization  within 
the  operating  room  and  non-operat- 
ing room  anesthesia  service  areas. 
During  1977-1981  there  was  a 40% 
expansion  of  the  main  operating 
suite,  recovery  room  and  associated 
areas;  development  of  a critical  care 
area  adjacent  to  the  recovery  room; 
addition  of  a day-operating  surgical 
suite  with  its  own  recovery  room; 
expansion  of  the  operative-delivery 
area  (obstetrics)  and  the  develop- 
ment of  a burn  center  with  facilities 
for  anesthesia.  It  was  therefore  crit- 
ical and  appropriate  to  establish 
criteria  of  function  and  performance 
of  patient  monitoring  equipment  to 
fulfill  our  needs,  for  standardization 
and  for  long-range  comprehensive 
planning. 

STANDARDIZATION 

While  it  may  appear  that  argu- 
ments for  standardization  on  a man- 
ufacturer’s patient  monitoring  sys- 
tems which  includes  compatibility 
with  specific  peripheral  devices  (phy- 
siological pressure  transducers  and 
thermodilution  catheters)  and  pa- 
tient data  management  systems  are 
self-evident,  contrary  arguments 
have  to  be  addressed  (Tables  II, 
III).  For  example,  a manufacturer 
might  assume  that  its  product  is  now 
“standard”  for  an  institution  and  no 
longer  determines  the  price  by  the 
cost  of  manufacture  or  the  need 
to  be  competitive.  Standardization 
could  then  inhibit  the  free  and  com- 
petitive enterprise. 

However,  if  a manufacturer’s  de- 
vice or  system  fulfills  specified  needs. 


TABLE  I 

North  Carolina  Administrative  Code 
Title  1 

Department  of  Administration 
Chapter  5 

Purchase  and  Contract 

SECTION  0.0300:  ADVERTISED  FORMAL  BID  PROCEDURE 

0.0309  EVALUATION 

In  determining  the  award  of  contracts,  bona  fide  proposals  will  be  considered  and 
evaluated  as  provided  by  statute  and  applicable  rules  and  regulations.  Non- 
acceptance  of  a proposal  is  not  to  be  construed  as  an  outright  rejection  or  that  it  lacks 

merit  but  that  another  is  deemed  advantageous Page  5-11. 

Statutory  authority  G.S.  143-52,  143-49 
Effective  February  1,  1976 
Readopted  effective  February  27,  1979 

SECTION  0.0500:  REJECTION  OF  BIDS 
0.0501:  BASIS  FOR  REJECTION 

In  requesting  proposals,  any  and  all  offers  received  may  be  rejected  in  whole  or  in 
part.  Basis  for  rejection  shall  include,  but  not  be  limited  to,  the  proposal  being 
deemed  unsatisfactory  as  to  quantity,  quality,  delivery,  price  or  service  offered;  the 
proposal  not  complying  with  the  conditions  of  the  institution  or  with  the  intent  of  the 
proposed  contract;  lack  of  competitiveness  by  reason  of  collusion  or  otherwise  or 
knowledge  that  reasonably  available  competition  was  not  received;  ‘‘error(s)”  in 
specifications  or  indication  that  revision(s)  would  be  to  the  state’s  advantage;  can- 
cellation of  or  changes  in  the  intended  project  or  other  determination  that  the 
proposed  requirement  is  no  longer  needed;  limitation  or  lack  of  available  funds; 
circumstances  which  prevent  determination  of  the  lowest  responsible  or  most  ad- 
vantageous bid;  any  determination  that  rejection  would  be  in  the  best  interests  of  the 
state. 

Statutory  authority  G.S.  143-53;  143-53 
Effective  February  1,  1976 
Readopted  effective  February  27,  1979 


TABLE  II 

Criteria  for  Standardization  on  a Manufacturer’s  Patient  Monitoring  Systems 

1.  Measures  and  records  required  variables 
Example:  Electrocardiogram 

Systemic  artery  pressures 
Pulmonary  artery  pressures 
Body  temperature 
Cardiac  output  (thermodilution) 

Dual  channel  annotating  recorder 

2.  Quality  of  measurement  and  recording 

Example:  Acceptable  accuracy  and  frequency  response  of  systemic  artery 
pressure  monitor  and  recorder 

3.  Compatibility  with  peripheral  devices 

Example:  Direct  compatibility  of  thermodilution  cardiac  output  computers  with 
Edwards  Laboratory  Swan  Ganz  thermodilution  pulmonary  artery 
catheters.  Therefore  the  cardiac  output  can  be  measured  in  a patient  in 
different  areas  (Holding  Area  for  OR,  OR,  Recovery  Room  and  Intensive 
Care  Unit)  without  changing  the  pulmonary  artery  catheter  because  the 
cardiac  output  computers  in  all  areas  are  compatible  with  the  catheter. 
The  cardiac  output  computer  is  a microprocessor  having  an  algorithm 
for  calculation  of  cardiac  output  from  a specific  type  of  thermodilution 
catheter. 

Example:  Compatibility  with  quartz  type  physiological  pressure  transducers 
which  current  evaluation  demonstrates  a longer  life  span  in  the 
operating  room  than  the  strain  gauge  type  of  transducer. 

4.  Quality  of  product  and  documented  cost  of  ownership. 

5.  Availability  of  in-service  training  for  user  and  clinical  engineering  staff. 

6.  Availability  of  replacement  components  for  direct  sale  to  institution  and/or  service 
with  documentation  acceptable  to  Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

7.  Duration  of  support  by  manufacturer. 

Example:  Availability  of  components  and  manufacture  of  system  compatible 
units  for  10  years  from  date  of  purchase. 

Example:  How  long  before  our  monitor  system  is  obsolete? 

8.  Compatibility  with  patient  data  management  systems. 
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TABLE  III 

Standardization  Advantages 

A.  USER 

1.  Familiarity  with  function,  calibration  and  controls 

2.  Recognition  of  malfunction 

3.  Minimization  of  misuse 

4.  Minimization  of  malpractice 

5.  Availability  of  functional  instrumentation  with  correct  accessories  and  con- 
sumables 

6.  Time  effective  user  training  programs 

7.  Job  satisfaction 

B.  CLINICAL  ENGINEERING 

1.  Minimization  of  user  errors 

2.  Optimization  of  quality  and  efficiency  of  preventive  maintenance  and  repair 

3.  Minimization  of  dollar  value  and  storage  of  components 

4.  Minimization  of  downtime 

5.  Dollar  value  based  reduction  in  partial  or  comprehensive  extramural  service 
contracts 

6.  Time  effective  training  programs 

7.  Job  satisfaction 

C.  HOSPITAL  ADMINISTRATION:  PURCHASING,  RISK  MANAGEMENT  AND  LEGAL 

1.  Reduction  in  administrative,  user  and  clinical  engineering  time  and  facilities  in 
preparation  of  specifications  and  requisitions 

2.  Reduction  in  errors,  dollar  value  and  storage  of  accessories,  components  and 
consumables 

3.  Dollar  value  discount  purchases  of  standardized  consumables,  accessories 
and  components 

4.  Minimization  of  downtime  and  therefore  of  planned  “redundancy”  in  instru- 
mentation and/or  reduced  operating  room  utilization 

5.  Reduction  in  problems  of  misuse  and  malpractice 

6.  Maintenance  of  optimal  operating  room  efficiency  and  utilization 

7.  Maintenance  of  good  employee  morale  and  reduction  of  staff  shortages 

8.  Maintenance  of  patient  satisfaction,  and  good  community  relations 

D.  PATIENT 

1.  Safe  instrumentation 

2.  Competent-user 

3.  Availability  of  operating  room 

4.  Availability  of  material  support  for  optimal  patient  management 

5.  Minimization  of  patient  charges 

V J 


and  functions  effectively  and  reliably 
and  adequate  technical  support  is 
provided,  arguments  for  standardiza- 
tion are  overwhelming  (Table  II,  III). 

Familiarity  with  function  where 
maximal  time  should  he  spent  with 
patient  and  minimal  time  with  ma- 
chine: In  many  anesthesia  services 
patient  care  is  provided  by  attend- 
ing staff,  residents  and  certified  regis- 
tered nurse  anesthetists  in  the  ope- 
rating rooms  and  by  nursing  staff  in 
recovery  rooms.  All  must  be  familiar 
with  the  calibration,  use  and  “trou- 
ble shooting”  of  monitoring  equip- 
ment. However,  the  presence  of  a 
variety  of  equipment,  and  of  differ- 
ent models  makes  familiarity  with 
such  equipment  difficult.  Supervi- 
sion is  impeded  by  the  delivery  of 
anesthesia  service  at  separated  sites 
within  one  institution.  Neverthe- 
less, in  order  to  function  efficiently 
the  staff  must  prepare  and  use  moni- 
toring equipment  and  care  for  the 
patient  simultaneously.  The  risk  of 
improper  patient  care  and  of  mal- 
practice is  increased  as  a result 
of  unfamiliarity  with  patient  care 
equipment. 

Time  effective  user  training  pro- 
grams: Time  spent  by  physicians, 
clinical  engineers,  nursing  super- 
visors and  manufacturers’  field  ser- 
vice engineers  and  users  participat- 
ing in  training  programs  will  increase 
in  proportion  to  the  variety  and  type 
of  equipment  in  use.  The  quality  and 
efficiency  of  patient  care  and  job 
satisfaction  depend  on  the  compe- 
tence of  the  staff  in  using  equip- 
ment. On  the  other  hand,  unfamil- 
iarity with  equipment  will  reduce 
the  quality  and  effectiveness  of  pa- 
tient care,  contribute  to  the  lack  of 
job  satisfaction  and  aggravate  the 
serious  shortage  of  nursing  staff.6 

Efficiency  of  clinical  engineering 
staff:  Standardization  of  monitoring 
equipment  will  reduce  the  time  and 
cost  of  training  and  supervision  of 
clinical  engineering  technicians,  im- 
prove their  efficiency  and  reduce 
the  dollars  and  space  required  for 
replacement  components. 

Minimizing  hospital  administra- 
tive costs:  Standardization  reduces 
the  number  of  different  instruments, 
accessories,  replacement  compo- 
nents and  consumables,  and  re- 
duces administrative  costs,  errors 


in  ordering,  receiving,  distribution 
and  shortage.  Standardization  should 
also  facilitate  dollar  value  based  dis- 
count on  purchases.  Purchase  of  the 
wrong  accessories  and  consumables 
seriously  impairs  cost  effective  pa- 
tient care.  Similarly  standardization 
should  minimize  the  time  spent  in 
preparation  and  documentation  for 
hospital  administration  and  state 
purchasing  systems. 

The  goals  of  standardization  are 
to  provide  efficient  and  high  quality 
patient  care,  minimize  risk  of  mal- 
practice, maximize  effectiveness  of 
training  programs,  and  to  minimize 
service,  administrative  and  mal- 
practice insurance  and  legal  costs. 
These  can  be  met  if  the  instruments 
function  as  required  for  patient  care, 
and  manufacturer  support  is  readily 
available.  The  ultimate  beneficiary 
of  standardization  is  the  patient  who 


is  managed  by  competent  staff  using 
safe  instrumentation  in  an  efficient 
operating  room. 

COSTS  OF  PATIENT 
MONITORING  EQUIPMENT 

The  cost  of  patient  monitoring 
equipment  includes  the  purchase 
price,  cost  of  ownership,  and  cost  of 
replacement,  together  with  their 
attendant  professional  and  admin- 
istrative costs  (Table  IV). 

Cost  of  ownership:  Although  the 
purchase  price  of  capital  equipment 
receives  the  greatest  scrutiny,  the 
cost  of  maintenance  together  with 
the  effect  of  unsatisfactory  equip- 
ment on  the  quality  and  efficiency  of 
patient  care  should  receive  closer 
examination.  To  illustrate  this  cost 
of  maintenance  the  data  presented 
in  Table  V have  been  modified  from 
an  actual  bid  for  patient  monitoring 
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TABLE  IV 

Analysis  of  the  Cost  of  Patient  Monitoring  Systems 

1.  Purchase  price 

2.  Ownership:  material  and  personnel 

a.  Preventive  maintenance  and  repair 

b.  Consumables,  accessories  and  transducers 

c.  Absence  of  appropriate  standardization 


3.  Cost  of  premature  replacement 
Factors:  Inadequate  standardization 
Unreliable  equipment 

Failure  of  manufacturer  to  provide  service/components 
Failure  of  manufacturer  to  provide  long-term  support 
Incompatibility  with  advances  in  monitoring,  transducers  and  patient 
data  management  systems 


systems  for  intensive  care  units  of  a 
county  hospital  system  near  a large 
city.  The  costs  of  maintenance  were 
based  on  the  service  contract  quoted 
by  each  manufacturer.  The  range 
and  coefficient  of  variation  (SD  as 
percent  of  mean)  of  purchase  price 
and  cost  of  maintenance  are  wide 
but  there  is  an  approximate  inverse 
relationship  between  the  purchase 
price  and  the  cost  of  ownership  and 
as  a result  the  total  price  (purchase 
price  plus  cost  of  service  for  3-5 
years)  had  a smaller  coefficient  of 
variation.  In  other  words,  “pay  now 
or  pay  later.”  However,  the  real 
cost  of  ownership  of  unreliable  equip- 
ment exceeds  that  estimated  from 
service  contracts  and  may  include: 
1)  institutional  maintenance  or  ex- 
ternal service  contracts  which  will 
increase  because  of  the  effect  of  in- 
flation on  salaries,  fringe  benefits, 
travel  and  spare  parts.  (Institutional 
maintenance  or  service  contracts 
will  therefore  consume  an  increas- 


ing and  unpredictable  proportion  of 
an  institution’s  revenue);  2)  admin- 
istrative and  professional  staff  and 
potential  legal  costs;  3)  impairment 
of  the  efficiency  of  an  operating 
room  and  of  the  performance  of 
staff  in  the  management  of  patients; 
4)  deterioration  of  the  quality  of  pa- 
tient care  and  teaching  of  residents 
and  other  staff;  and  5)  postpone- 
ment of  surgery  with  increasing  cost 
to  patient  and  society,  or  transfer  to 
another  institution. 

Availability  of  technical  training, 
parts  and  service.  Many  hospitals, 
particularly  those  with  more  than 
400  beds,  have  clinical  engineering 
departments7  which  provide  pre- 
ventive maintenance  and  repair  pa- 
tient monitoring  equipment.  The 
availability  of  technical  training  by 
the  manufacturer  for  clinical  engi- 
neering staff  and  of  parts  for  direct 
sale  to  the  institution  are  essential. 
However,  the  maintenance  of  a com- 
petent clinical  engineering  depart- 


ment in  a hospital  may  not  be  cost 
effective  or  the  department  may  not 
be  able  to  provide  adequate  service. 
In  spite  of  growing  interest  in  clini- 
cal engineering,  the  ability  of  their 
technical  personnel  to  provide  ser- 
vice is  frustrated  by  insufficient 
staff  for  the  total  workload,  failure 
of  standardization,  inadequate  train- 
ing, insufficient  space  and  the  failure 
to  provide  service  at  night,  on  week- 
ends and  during  vacations.  These 
problems  are  compounded  by  the 
increasing  sophistication  of  equip- 
ment. 

Therefore,  there  is  growing  recog- 
nition of  the  importance  of  quality 
and  cost  of  partial  or  comprehen- 
sive service  contracts  by  the  manu- 
facturer. 

Nevertheless,  manufacturers  vary 
substantially  in  the  quality  and  re- 
liability of  service,  the  availability 
of  parts  and  the  adequacy  of  in- 
house  instruction  for  clinical  engi- 
neers. The  range  of  quality  of  ser- 
vice reported  in  the  above  example 
was  from  a telephone  answering 
service  to  24-hour  availability  of  en- 
gineers competent  to  repair  patient 
monitoring  equipment  with  adequate 
supply  of  parts.  The  vendor  with  the 
answering  service  would  not  guar- 
antee the  availability  of  a competent 
technician  in  less  than  24  hours  from 
the  time  of  the  request  for  service. 
In  addition,  a manufacturer  or  ven- 
dor may  “promise”  adequate  ser- 
vice and/or  the  availability  of  parts 
but  fail  to  meet  expectations.  Medi- 
cal equipment  manufacturers  are 
not  alone  in  such  failures.8  There- 


TABLE  V; 

Analysis  of  cost  of  patient  monitoring  equipment  including  purchase  price,  cost  of  maintenance 

and  repair*  and  cost  of  administration  of  maintenance  and  repair  to  an  Institution  for  five  years  of  ownership 


Cost  of  Maintenance  and  Repair 

Service  Contract  10%  Adminis- 

Year  3 Year  4 Year  5 Cost  of  tration  Cost  of 


Purchase 

% 

% 

% 

M and  R 

Maintenance 

Total 

Manufacturer 

Price 

Purchase 

Purchase 

Purchase 

3-5  Years 

and  Repair 

Cost 

$ K 

$ K 

Price 

$ K 

Price 

$ K 

Price 

$ K 

$ K 

$ K 

A 

584 

36.8 

6.3 

36.8 

6.3 

36.8 

6.3 

110.4 

11.0 

705.4 

B 

547 

42.7 

7.8 

42.7 

7.8 

53.1 

9.7 

138.5 

13.9 

699.4 

C 

737 

21.4 

2.9 

22.9 

3.1 

24.3 

3.3 

68.6 

6.9 

812.5 

D 

594 

44.6 

7.5 

48.1 

8.1 

51.7 

8.7 

144.4 

14.4 

752.8 

E 

654 

26.2 

4.0 

29.4 

4.5 

32.7 

5.0 

88.3 

8.8 

751.1 

MEAN 

623 

34.3 

5.7 

36.0 

6.0 

39.7 

6.6 

110.0 

11.0 

744.2 

SD 

74 

10.2 

2.2 

10.1 

2.1 

12.4 

2.6 

32.3 

3.2 

45.5 

CV% 

11.9 

29.7 

38.0 

28.0 

35.7 

31.3 

39.8 

29.4 

29.3 

6.1 

'Cost  of  maintenance  and  repair  based  on  each  manufacturer's  service  contract  for  the  specified  monitoring  equipment.  The 
analysis  assumes  a two-year  warranty. 
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fore,  a manufacturer's  “track  rec- 
ord" should  be  a major  factor  in 
evaluation  of  equipment. 

COST  OF  REPLACEMENT 

As  a result  of  the  need  to  measure 
more  variables  in  critically  ill  pa- 
tients, monitoring  equipment  may 
have  to  be  replaced  sooner  than 
contemplated  if  the  required  infor- 
mation cannot  be  obtained.  Mea- 
surement must  be  accurate  and  moni- 
toring and  recording  should  have 
acceptable  frequency  response.  Re- 
placement may  also  be  required  be- 
cause of  high  cost  of  maintenace 
and  repair,  non-compatibility  with 
other  devices  or  with  patient  data 
managemnt  systems  or  because  the 
manufacturer  has  discontinued  the 
model  and  will  no  longer  provide 
support  ("premature  replacement”). 

Therefore,  to  demonstrate  the 
high  costs  of  replacement  of  basic 
patient  monitoring  equipment  for  an 
anesthesia  service  in  a 16-room  ope- 
rating room  at  a tertiary  institution 
five  years  after  purchase  the  re- 
placement cost  was  examined.  We 
conservatively  estimated  the  cost  in 
1980  to  be  $500,000.  added  10%  ad- 
ministration and  associated  costs 
and  applied  the  current  inflation 
rate  of  12.5%.  The  administrative 
and  associated  costs  include  profes- 
sional. clinical  engineering,  admin- 
istrative, clerical  staff  time  and  fa- 
cilities required  to  review  available 
monitoring  systems,  preparation  of 
justification  and  specifications  for 
requisitions  and  examination  of  bids. 
These  costs  if  properly  assessed 
may  exceed  the  estimated  10%  of 
the  purchase  price.  Based  on  the 
inflation  rate  of  12.5%  and  not  in- 
cluding technical  advances  and  re- 
quirements as  a result  of  changing 


COST  OF  REPLACEMENT  $500,000 
PATIENT  MONITORING  EQUIPMENT 


Figure  1:  “Cost  of  replacement  of  $500,000 
patient  monitoring  equipment  after  five  years 
of  use  with  an  annual  inflation  rate  of  12.5%. 
The  total  cost  includes  purchase  (solid),  ad- 
ministrative costs  estimated  as  10%  of  pur- 
chase price  (striped),  and  purchase  through 
state  purchasing  system  (5%)  (striped).”  The 
purchase  price  does  not  include  increases  due 
to  technical  advances  or  increased  functional 
and  performance  requirements  as  a result  of 
advances  in  patient  care  or  changes  in  the 
institution’s  patient  population  or  surgical 
practices.  Basic  patient  monitoring  equipment 
for  an  anesthesia  service  in  a 16  room  operat- 
ing suite  in  a teaching  hospital  may  be  esti- 
mated to  cost  $400,000-$500,000  in  the  1980- 
1981  fiscal  year. 

anesthetic  practice  or  patient  popu- 
lation, the  total  purchase  price  of 
patient  monitoring  equipment  in- 
creased by  82%  from  $550,000  to 
$1,001,000  over  a period  of  five 
years  (Fig.  1).  It  is  self  evident  that 
proper  and  effective  long-range  plan- 
ning is  required  to  minimize  the 
escalating  costs  of  medical  care. 

Additional  costs  arise  in  certain 
state  institutions  where  purchases 
must  be  made  through  a state  office 
of  purchase  and  contract.  Although 
the  problems  and  the  associated 
costs  of  such  a system  vary  between 
states,  between  institutions  within  a 
state,  and  between  types  of  equip- 
ment and  date  of  purchase,  these 


processes  may  impose  additional 
administrative  and  other  costs.  We 
estimated  these  costs  to  average  5% 
of  the  purchase  price  (Fig.  1).  How- 
ever, under  some  circumstances  it 
may  far  exceed  5%  and  be  associ- 
ated with  the  expenditure  of  a very 
substantial  amount  of  faculty,  ad- 
ministrative and  support  staff  time 
to  prepare  documentation  and  nego- 
tiate with  a state  purchasing  system. 
This  results  in  a reduction  or  aboli- 
tion of  the  cost  effectiveness  of  the 
state  purchasing  system.  However, 
the  problems  of  purchase  through  a 
state  purchasing  system  are  further 
aggravated  by  emphasis  on  1 ‘low  bid," 
refusal  to  recognize  the  overwhelm- 
ing importance  of  standardization, 
and  the  difficulty  of  validating  the 
poor  quality  of  the  manufacturer’s 
products  or  service  performance  or 
nonavailability  of  parts  during  the 
preceding  decade.  There  is  an  ur- 
gent need  to  place  greater  emphasis 
on  the  total  costs  of  patient  moni- 
toring equipment  which,  in  addition 
to  purchase  price,  includes  service, 
lack  of  parts,  poor  performance  and 
unreliability  of  the  product  and  the 
manufacturer  or  vendor,  and  all  the 
associated  administrative  and  pro- 
fessional time  and  effort  and  secre- 
tarial support  facilities. 
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GALEN  [fl.  2nd  Cent.] 

Hunger  is  not  a fitting  reason  to  fill  one’s  belly  greedily  and  to  excess,  nor  does  thirst  justify 
draining  the  whole  cup  in  a single  gulp.  ...  be  on  our  guard  in  order  that  we  may  take  less  to 
eat  than  those  who  are  dining  with  us  and  that  we  may  keep  away  from  the  dainty  foods  while 
we  eat  the  healthful  foods  in  moderation. 

De  Cognoscendis  Curandisque  Animi Morbis,  Ch.  6 (tr.  by  P.  W.  Harkins 
as  On  the  Passions  and  Errors  of  the  Soul) 
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A New  Approach 

To  Evaluating  Impotence  in  Outpatients 

L.  E.  Wesson,  M.D.,  R.  P.  Sessions,  P.A.,  and  F.  A.  Fried,  M.D. 


ABSTRACT  An  outpatient  evaluation  for  distinguishing  between  organic  and  psychogenic  impotence  has  been 
developed.  It  involves  a detailed  psychosocial  history,  and  penile  monitoring  using  a newly  developed 
paper  device  as  well  as  a conventional  tumescence  monitor  while  the  patient  is  viewing  sexually  explicit 
materials.  The  results  in  more  than  20  patients  indicate  that  this  evaluation  can  be  reliably  accom- 
plished in  an  outpatient  setting. 


AS  a new  openness  concerning 
sexual  matters  has  developed 
in  society,  more  patients  with  sex- 
ual problems  are  feeling  freer  to 
discuss  these  with  physicians.  Urol- 
ogists are  seeing  many  of  these  pa- 
tients. Because  it  has  become  ap- 
parent that  many  sexual  problems 
have  an  organic  basis,  an  accurate, 
simple  approach  for  determining  the 
etiology  of  these  problems  is  needed 
now  more  than  ever. 

The  traditional  approach  to  the 
workup  of  patients  experiencing 
impotence  has  relied  on  some  tech- 
niques which  require  hospitaliza- 
tion.1,2 An  example  is  the  mercury 
strain  gauge  method  of  detecting 
nocturnal  penile  tumescence,  which 
requires  two  to  three  nights  of  in- 
patient monitoring.3  A portable  tu- 
mescence monitor  is  available  for 
at-home  use4  but  obviously  can  be 
used  only  with  reliable  patients. 
Barry5  has  recently  developed  a 
technique  for  detecting  nocturnal 
tumescence  using  a band  of  stamps 
placed  around  the  penis.  Some  other 
new  techniques  are  invasive  and  not 
available  to  all  urologists,  such  as 
pelvic  arteriography,6,7  bulbocav- 
ernosus  reflex  latency  time,8  and 
penile  plethysmography.8  Evalua- 
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tions  tend  to  be  costly  to  the  patient. 
In  addition,  there  is  no  technique 
available  to  objectively  determine 
firmness  of  erection,  a factor  which 
may  be  important  in  assessing  se- 
verity and  etiology. 

Herein  is  described  a method  of 
evaluation  which  we  find  satisfies 
the  following  objectives: 

( 1 ) It  can  be  done  in  an  outpatient 
setting; 

(2)  It  is  relatively  inexpensive; 

(3)  It  involves  no  invasive  tech- 
niques; 

(4)  All  techniques  used  are  avail- 
able to  most  urologists, 

(5)  It  allows  assessment  of  the 
firmness  of  erections. 

METHODS 

Patients  were  obtained  by  referral 
from  other  physicians  or  self-refer- 
ral. Controls  were  healthy  males 
who  applied  for  entry  in  the  study  in 
response  to  advertisements  placed 
in  local  newspapers.  Informed  con- 
sent was  obtained.  All  studies  were 
performed  by  the  investigators  them- 
selves. We  proceeded  from  the  stand- 
point that  psychogenic  as  well  as 
organic  etiologies  should  be  sought, 
and  that  all  organic  impotence  is 
mediated  through  either  neurologic, 
vascular,  endocrine,  or  genital  sys- 
tems.10-21 

The  history  taken  from  each  pa- 
tient is  comprehensive.22  Questions 
about  the  symptom  itself  are  asked. 


such  as:  onset  and  progression,  any 
precipitating  factors,  description  of 
presence  and  firmness  of  the  morn- 
ing erections.  The  presence  of  erec- 
tion with  masturbation,  while  view- 
ing erotic  material,  or  during  sexual 
activities  with  other  partners  is  also 
ascertained.  Information  concern- 
ing libido,  ejaculatory  function,  and 
sexual  problems  of  the  partner22,23 
is  additionally  obtained.  A full 
medical  history  is  taken,  including 
illnesses,  medications,  surgery, 
trauma,  psychiatric  history,  and 
habits  (tobacco,  alcohol,  drugs), 
and  a full  review  of  systems  is  ob- 
tained. An  extensive  social  history 
is  taken,  with  questions  specifically 
about  childhood  (parents,  siblings, 
religion,  significant  events),  adoles- 
cence (onset  of  nocturnal  emissions, 
masturbation  and  sexual  activity), 
and  adulthood  (present  sexual  rela- 
tionship, sexual  orientation,  self- 
image,  and  work  pressures). 

A complete  physical  examination 
is  performed  with  emphasis  placed 
on  the  vascular  system  (fundiscopic 
exam,  distal  pulses  and  bruits,  ex- 
tremity hair,  and  detection  of  aortic 
aneurysm),  neurologic  systems  (sen- 
sory. motor  and  reflex  function  in 
the  lower  extremities  and  saddle 
areas,  including  bulbocavernosus 
reflex,  and  detection  of  spinal  de- 
formities). endocrine  system  (hair 
distribution,  gynecomastia),  and 
genital  system  (detection  of  corpo- 
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real  plaques,  prostate  tenderness, 
and  testicular  size  and  consistency). 
During  the  exam,  simultaneous  bra- 
chial and  penile  systolic  pressures 
are  measured  (the  latter  using  a 
digital  cuff  about  the  penile  shaft 
and  5.3  MHz  Doppler  stethoscope 
over  the  dorsum  of  the  glans)24 
(Fig.  1). 

Screening  laboratory  studies  in- 
clude urinalysis,  spot  serum  glucose, 
and  serum  testosterone.  Later,  glu- 
cose tolerance  and  liver  function 
tests  may  be  performed  and  pitui- 
tary hormone  levels  and  creatinine 
obtained  if  indicated.17’25,26 

Diagnostic  tests  include  detection 
of  penile  tumescence  during  expo- 
sure to  sexually  provocative  mate- 
rials (henceforth  called  provocative 
testing).  This  is  accomplished  by 
use  of  the  strain  gauge  tumescence 
monitor*  with  placement  of  one 
lead  at  the  base  and  one  at  the 
corona  of  the  penis,  and  placement 
of  a newly  developed  paper  device 
around  the  penile  shaft,  while  the 
patient  watches  20  to  30  minutes  of  a 
sexually  explicit  film.  The  paper 
strip  is  made  of  glassine  paper  and  is 
placed  as  shown  in  Fig.  1 by  secur- 
ing at  overlap  with  cellophane  tape. 

*PTM-1®.  Events  Systems 


Fig.  1.  Correct  placement  of  paper  strip  and 
mercury  strain  gauges. 


After  viewing  the  film,  the  patient  is 
queried  to  determine  if  the  film  was 
stimulating  to  him  and  if  an  erection 
occurred,  whether  it  would  have 
been  adequate  for  intercourse. 

The  detection  of  nocturnal  erec- 
tions was  accomplished  by  using  the 


paper  device  described  above.  The 
investigator  has  previously  instructed 
the  patient  how  to  correctly  affix  the 
paper  device  during  the  provocative 
testing.  He  is  given  a detailed  in- 
struction sheet  and  short  question- 
naire, four  strip  devices,  and  a 
stamped  return  envelope.  For  each 
of  three  nights  the  patient  is  to  use 
the  strip  and  on  the  following  morn- 
ing answerthree  questions:  (1)  “Did 
the  strip  break?”;  (2)  “Did  you 
awaken  when  the  strip  broke?”; 
and  (3)  “Did  you  have  alcohol  or 
sex  prior  to  using  strip?”  After 
completing  the  three  nights  of  tests, 
the  patient  returns  the  question- 
naire and  used  strips  by  mail. 

RESULTS 

There  were  10  sexually  normal 
controls,  ranging  in  age  from  21  to 
50  (average  age,  35.7)  and  29  pa- 
tients with  an  age  range  of  22  to  74 
(average  49).  Detailed  clinical  data 
for  each  patient  are  shown  in  Table  1 . 

Use  of  Overall 

History  in  Diagnostic  Process 

Patients  were  categorized  as  fit- 
ting into  a pattern  of  vascular,  neu- 
rologic, or  psychogenic  impotence 


TABLE  I 

DETAILED  CLINICAL  INFORMATION  FOR  EACH  PATIENT 


Serum 

Testosterone 

Level 

Penile: 

Brachial 

Final 

Sexual 

Preexisting 

Symptom 

Pertinent  Abnormal 

(Normal  300- 

AM 

Pressure 

Dysfunction 

Age 

Diagnosis 

Complex 

Physical  Findings 

1200  ng/dl) 

Erections 

Ratio 

Diagnosis1 

34 

Marital  Problems 
Depression 

Psychogenic 

Small,  soft  testes 

388 

Normal 

0.95 

Psychogenic 

Impotence2 

35 

None 

Psychogenic 

None 

731 

Normal 

0.99 

Premature 

Ejaculation 

Psychogenic 

Impotence 

64 

Hypertension 
Arteriosclerotic 
Cardiovascular 
Disease  (Postop 
Coronary  Artery 
Bypass) 

Psychogenic 

i Peripheral  pulses4 
Pulsatile  abdominal 
mass 

616 

Normal 

0.87 

Psychogenic 

Impotence 

Abdominal 

Aortic 

Aneurysm3 

24 

None 

Psychogenic 

None 

— 

Normal 

0.86 

Psychogenic 

Impotence 

65 

Asthma 

Psychogenic 

i Peripheral  pulses4 

409 

Normal 

0.84 

Psychogenic 

Impotence 

43 

Depression 

Hypertension 

Psychogenic 

None 

1017 

Normal 

0.71 

Retarded 

Ejaculation 

Psychogenic 

Impotence 

22 

None 

Psychogenic 

None 

817 

Normal 

1.0 

Psychogenic 

Impotence 

38 

None 

Psychogenic 

Soft  testes 

591 

Absent 

1.06 

Psychogenic 

Impotence 

48 

V 

Emphysema 

Psychogenic 

None 

Normal 

0.80 

Psychogenic 

Impotence 

J 
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^TABLE  1,  (Continued) 

Serum 

Testosterone 

Level 

Penile: 

Brachial 

\ 

Final 

Sexual 

Preexisting 

Symptom 

Pertinent  Abnormal 

(Normal  300- 

AM 

Pressure 

Dysfunction 

Age 

Diagnosis 

Complex 

Physical  Findings 

1200  ng/dl) 

Erections 

Ratio 

Diagnosis1 

40 

None 

Psychogenic 

None 

539 

Normal 

0.85 

Psychogenic 

Impotence 

47 

Peripheral  Vascular 
Disease 

Vascular 

| Peripheral  pulses4 

889 

Absent 

0.73 

Vascular 

Impotence 

62 

Arteriosclerotic 
Vascular  Disease 
Rheumatoid  Arthritis 
Hypertension 
Cerebrovascular 
Accident 

Vascular 

4 Peripheral  pulses4 
Surgically  absent 
right  testis 

375 

Diminished 

0.69 

Vascular 

Impotence2 

55 

Diabetes  mellitus 
Arteriosclerotic 
Vascular  Disease 
Hypertension 
Obesity 

Vascular 

4 Peripheral  pulses4 

241 

Absent 

0.58 

Vascular 

Impotence2 

47 

Renal  transplant 
Chronic  hemodialysis 

Vascular 

4 Peripheral  pulses4 

947 

Diminished 

0.68 

Vascular 

Impotence 

53 

Hypertension 
Renal  calculi 
Depression 

Vascular 

None 

476 

Diminished 

0.68 

Vascular 

Impotence 

47 

Rheumatoid  Arthritis 

Vascular 

4 Peripheral  pulses4 

561 

Absent 

0.78 

Vascular 

Impotence 

43 

Atheriosclerotic 

Cardiovascular 

Disease 

Vascular 

4 Peripheral  pulses4 

413 

Absent 

0.79 

Vascular 

Impotence 

62 

Diabetes  mellitus 
Hypertension 
Arteriosclerotic 
Vascular  Disease 
Bilateral  below  knee 
amputation 

Vascular 

None 

455 

Diminished 

0.61 

Vascular 

Impotence 

60 

Rheumatoid  Arthritis 
Urethral  Stricture 

Mixed 

4 Peripheral  pulses4 

704 

Absent 

0.79 

Vascular 

Impotence 

57 

Meniere's  Disease 
Parkinsonism 

Mixed 

None 

566 

Absent 

0.79 

Premature 

Ejaculation 

Vascular 

Impotence 

Psychogenic 

Impotence 

40 

Obesity 

Mixed 

4 Peripheral  pulses4 

375 

Diminished 

0.79 

Vascular 

Impotence2 

59 

Depression 

Mixed 

| Peripheral  pulses4 

474 

Absent 

0.0 

Vascular 

Impotence 

64 

None 

Mixed 

4 Peripheral  pulses4 

519 

Subnormal 

0.83 

Vascular 

Impotence 

40 

Diabetes  mellitus 
Hypertension 
Schizophrenia 
Post  Prostatectomy 

Mixed 

4 Peripheral  pulses4 
Weak  bulbocaverno- 
sus  reflex 

428 

Diminished 

1.10 

Psychogenic 

Impotence 

Neurologic 

Impotence 

59 

Post  Prostatectomy 

Mixed 

| Peripheral  pulses4 

348 

Diminished 

0.75 

Vascular 

Impotence2 

51 

Obesity 

Mixed 

None 

852 

Diminished 

0.99 

Psychogenic 

Impotence 

56 

Rheumatoid  Arthritis 
Mild  Congestive 
Heart  Disease 

Mixed 

4 Peripheral  pulses4 
Weak  bulbocaverno- 
sus  reflex 

61 

Diminished 

0.78 

Endocrinologic 

Impotence 

Vascular 

Impotence 

74 

Diabetes  mellitus 
Arteriosclerotic 
Vascular  Disease 
Post  TUR-P 

Mixed 

4 Peripheral  pulses4 
Absent  bulbocaverno- 
sus  reflex 

511 

Diminished 

0.65 

Neurologic 

Impotence 

Vascular 

Impotence 

32 

Quadriplegia 

Neurologic 

Absent  bulbocaverno- 
sus  reflex  C-5 
Neurologic  level 

469 

Reflex 

Erections 

1.20 

Neurologic 

1 The  diagnosis  of  psychogenic  impotence  requires  history  consistent  with  this  and  demonstrated  erectile  ability  by  nocturnal 
strips  or  provocative  test. 

2 Given  trial  of  methyl  testosterone  with  no  improvement  in  impotence. 

3 After  aorto-iliac  surgery,  patient  now  has  no  morning  erection,  penile:brachial  pressure  ratio  of  0.75,  and  no  nocturnal  erections 
by  paper  strip  study. 

4 Peripheral  pulse:  popliteal,  dorsalis  pedis  and  posterior  tibial  arteries. 


564 


Vol.  43.  No.  8 


on  the  basis  of  the  following  criteria: 

Vascular  — gradual  progression 
of  decreasing  firmness  of  erection, 
generally  associated  with  other  vas- 
cular symptoms. 

Neurologic  — intermittent  pro- 
gression of  decreasing  firmness  of 
erection  or  of  periods  of  such,  or 
any  known  neurologic  injury  or  dis- 
ease associated  with  other  neuro- 
logic deficits.  These  two  categories 
are  similar  to  type  III  as  classified 
by  Magee.27 

Psychogenic  — any  sudden  onset 
of  impotence,  usually  with  an  iden- 
tifiable psychogenic  problem,  such 
as  premature  ejaculation,  marital 
problems,  or  severe  depression,  or 
with  a history  of  significant  past 
psychic  trauma22  (similar  to  types 
I,  II,  or  IV  of  Magee’s  classifica- 
tion).27 Patients  with  histories  con- 
sistent with  combinations  of  the 
above,  or  not  fitting  any  of  the  cate- 
gories, are  classified  as  “Mixed.” 
See  Table  II. 

Patient’s  Assessment 
of  Morning  Erection 

Regular  presence  of  a firm  morn- 
ing erection  is  considered  normal. 
“Subnormal”  is  defined  as  pres- 
ence of  a soft  or  partial  erection.  See 
Table  III. 

Penile-Brachial  Artery 
Pressure  Ratios 

Opening  systolic  pressures  ob- 
tained simultaneously  were  used. 
Because  of  findings  in  the  controls, 
a cut-off  of  0.80  was  used  as  defining 
adequate  penile  blood  flow  for  ade- 
quate erectile  function  (Table  IV). 

Provocative  Testing 

Table  V lists  changes  in  circum- 
ference of  penis,  whether  the  paper 
strip  was  broken,  and  the  patient’s 
own  assessment  of  the  erection  ob- 
tained and  whether  he  found  the 
film  stimulating. 

Nocturnal  Testing  by  Paper  Strips 

The  results  are  tabulated  as  per- 
centage of  nights  used.  (One  strip 
used  per  night.)  Any  bands  torn  are 
considered  evidence  of  a firm  noc- 
turnal erection,  as  we  saw  that  in- 
creases in  size  without  firmness 
(during  provocative  testing)  did  not 
break  the  strips  (Table  VI).  The 


TABLE  II 


TABLE  II 

Diagnoses  by  Symptom 

Complex  Alone 

N = 29 
Psychogenic 

10 

(34%) 

Vascular 

8 

(28%) 

Neurogenic 

1 

(3.4%; 

Mixed 

10 

(34%) 

TABLE  III 

Presence  of  Morning  Erections  by  Final  Diagnosis 

Controls  Psychogenic  Vascular 

Normal  (firm) 

erections  9 9 0 

Diminished  erections  0 1 7 

No  erections  1 1 6 


Neurogenic*  Mixed 


‘1  Reflex  erection 

(Except  for  quadriplegic  patient,  all  other  patients  with  neurogenic  impotence  were 
also  found  to  have  other  factors  causing  impotence  and  are  included  in  “mixed” 
category.) 


TABLE  IV 

Diagnosis  and  Penile:Brachial  Artery  Systolic  Pressure  Ratios 


Final  Diagnosis 

Penile:Brachial  Artery  Ratio 
0.80 

Normal  Controls 

(10) 

10 

Psychogenic 

(ID 

10 

Vascular 

(13) 

1 

Neurologic 

(D 

1 

Mixed 

(4) 

1 

TABLE  V 

Results  of  Provocative  Testing  by  Final  Diagnosis 

Controls  Psychogenic  Vascular 


f Circumference 
s-  2.0  cm 
t Circumference 
3-  1 .0  cm 

Any  f Circumference 
(s=  0.5  cm) 

Any  bands  broken  on 
paper  strip 

Found  film  stimulating 
Felt  erection 
functionally  adequate 


(10)* 

2/9 

7/9 

9/9 

4 

8 


(11) 


(13) 


Neurologic 

(D 


Mixed 

(4) 


0 

12 


'Machine  malfunction  with  one  control,  N = 9 for  strain  gauge  results. 


TABLE  VI 
Nocturnal  Penile 

Tumescence  Monitoring  With  Paper  Strip  Results  by  Final  Diagnosis 

Controls  Psychogenic  Vascular  Neurogenic 
(N  = (N  = 

18  nights)  21  nights) 

9 (50%)  1 (5%) 


Any  bands  broken 
Awoke  when  bands 
broke 

Opened  at  tape 


(N 

18  nights) 

14  (78%) 


(N  = 

3 nights) 

1 (33%) 


Mixed 
(N  = 

9 nights) 

0 

0 

0 
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numbers  of  patients  who  awoke 
when  the  strip  broke  are  also  listed. 
Sex  or  alcohol  usage  prior  to  using 
the  strips  were  found  to  have  no 
effect  on  the  testing. 

Serum  Testosterone  Levels 

These  were  not  obtained  for  con- 
trols, but  were  obtained  for  27  of 
29  impotent  patients.  The  normal 
range  at  our  institution  is  300-1200 
ng/dl.  Only  2/29  patients  had  ab- 
normal results  (61,  241)  while  the 
other  25  ranged  from  348  to  1017, 
with  an  average  at  580.  No  abnor- 
mal pituitary  hormonal  levels  (LH. 
FSH,  prolactin)  were  found  in  the 
two  patients  with  low  testosterone. 

DISCUSSION 

Diagnosis  of  a specific  etiology  of 
impotence  is  extremely  difficult, 
probably  because  of  the  influence 
psychological  factors  have  even  on 
normal  sexual  function.  Therefore, 
it  is  doubtful  that  any  single  test  will 
ever  be  developed  which  can  be 
used  for  that  purpose. 

The  tirst  question,  and  probably 
the  most  crucial,  is  in  differentiating 
between  psychogenic  and  organic 
impotence.  We  have  found  an  over- 
all symptom  complex  consistent 
with  a psychogenic  pattern  to  be 
present  in  90%  of  the  patients  we 
eventually  diagnosed  as  having 
psychogenic  impotence. 

In  addition,  the  history  of  normal 
morning  erections  is  present  in  82% 
of  them.  A normal  penile:brachial 
artery  pressure  ratio  was  also  pres- 
ent in  91%  of  these,  while  firm  noc- 
turnal erections  were  demonstrated 
in  50%  by  the  paper  strip.  During 
the  provocative  testing,  55%  found 
the  film  stimulating,  82%-  had  some 
increase  in  circumference  on  tumes- 
cence monitor,  and  36%  felt  they 
had  a functionally  adequate  erec- 
tion. None  of  these  demonstrated 
significant  vascular  or  neurologic 
abnormality  on  physical  exam. 

Compare  this  with  all  patients 
eventually  diagnosed  as  having  or- 
ganic impotence  (all  types  com- 
bined). In  these  patients,  none  had  a 
symptom  complex  which  was  con- 
sistent with  psychogenic  impotence; 
none  had  normal  morning  erections; 
17%  had  normal  penile  to  brachial 
artery  pressure  ratios;  and  6%  dem- 


onstrated firm  nocturnal  erections 
by  paper  strip.  In  the  provocative 
testing,  while  83%  found  the  film 
stimulating  and  67%  showed  some  f 
circumference  with  the  tumescence 
monitor,  none  felt  that  the  erection 
was  firm  enough  to  be  used  in  inter- 
course. 

Differentiating  between  various 
types  of  organic  impotence  (vascu- 
lar, neurologic,  endocrine,  genital) 
may  turn  out  to  be  of  lesser  impor- 
tance than  differentiating  between 
organic  and  psychogenic  impotence. 
At  present,  the  results  of  reversal  of 
vascular  impotence  by  revasculari- 
zation procedures  are  poor7,28-29 
when  compared  to  the  results  of 
penile  prosthetic  surgery.  Whether 
this  can  be  improved  upon  remains 
to  be  seen,  so  at  present  the  need  for 
phalloarteriography  is  questionable. 
Reversal  of  neurologic  causes  of 
impotence,  except  perhaps  in  the 
cases  of  nerve  compression  by  discs 
or  tumor  or  spontaneous  remission 
in  multiple  sclerosis,  is  not  possible. 
The  only  truly  reversible  organic 
etiology  seems  to  be  endocrine.17 
All  other  types  of  organic  impo- 
tence at  present  are  probably  best 
treated  by  penile  prosthetic  im- 
plants, which  have  excellent  re- 
sults.3"-35 

In  our  experience,  the  penile/ 
brachial  artery  pressure  ratio  was 
abnormal  in  93%  of  those  eventually 
diagnosed  as  having  vascular  im- 
potence, while  it  was  abnormal  in 
only  40%  of  those  with  mixed  or 
other  types  of  organic  impotence. 
The  testosterone  level  was  abnor- 
mal in  only  one  of  those  diagnosed 
as  having  vascular  impotence,  and 
there  were  no  neurologic  abnor- 
malities on  physical  examination 
found  in  this  group. 

We  earlier  mentioned  the  ex- 
pense ot  the  use  of  the  strain  gauge 
tumescence  monitor  and  the  fact 
that  no  tests  previously  existed  to 
assess  firmness  of  erection.  An  in- 
teresting finding  was  discovered 
during  provocation  testing  with  our 
controls.  It  has  been  reported  that 
an  | of  2.0  cm  in  penile  circumfer- 
ence is  the  average  on  penile  tumes- 
cence monitoring  and  that  1.6  cm  \ 
is  needed  for  adequate  erection.3 
However,  we  noted  that  although 
80%  of  our  controls  felt  they  had 


functionally  adequate  erections 
during  provocative  stimuli,  only 
22%  had  2 cm  increase  in  penile 
circumference,  and  only  55%  had  an 
increase  of  ^ 1.5  cm.  In  addition, 
one  patient  with  vascular  impotence 
demonstrated  this  degree  of  in- 
crease in  penile  circumference  with 
a functionally  inadequate  erection. 
Also,  as  stated  previously,  67%  of 
the  organically  impotent  patients 
demonstrated  some  increase  in 
penile  circumference  during  provo- 
cative testing.  Therefore,  we  feel 
that  detection  of  nocturnal  penile 
tumescence  by  measuring  only  the 
increase  in  penile  circumference  is 
not  a reliable  method  of  differen- 
tiating between  organic  and  psy- 
chogenic impotence  if  used  alone. 

CONCLUSION 

At  the  outset  five  objectives  were 
set  forth  for  this  study.  The  first  four 
of  the  objectives  have  been  met 
in  that  our  method  for  evaluating 
impotence  can  be  done  on  an  out- 
patient basis,  is  inexpensive,  is  non- 
invasive,  and  involves  widely  avail- 
able techniques.  The  fifth  objective, 
assessment  of  firmness  of  erection, 
has  been  made  possible  by  the  paper 
strip  technique,  although  this  needs 
some  refinement  to  decrease  what 
are  probably  a certain  number  of 
false  negatives  (i.e..  firm  erections 
which  do  not  break  the  strips).  One 
disadvantage  of  our  method  has 
been  the  time  involved,  for  at  least 
two  hours  are  required  for  a com- 
plete patient  evaluation.  However, 
this  may  be  minimized  by  judicious 
use  of  other  professionals  (nurses, 
physicians  assistants)  and  by 
blocking  out  certain  appointment 
times  when  only  these  patients  are 
to  be  seen. 

In  conclusion,  we  have  noted  at 
least  three  useful  findings.  First, 
there  is  no  one  test  which  is  the  be- 
all  and  end-all  in  the  impotence 
workup.  All  findings  must  be  taken 
together  in  arriving  at  the  most 
likely  diagnosis.  Second,  the 
change  in  penile  circumference  de- 
tected by  strain  gauge  tumescence 
monitoring  does  not  reflect  change 
in  firmness,  and  probably  results  in 
over  diagnosis  of  psychogenic  im- 
potence. Third,  if  we  ask  the  right 
questions  and  listen  to  our  patients. 
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they  may  just  tell  us  their  diagnosis, 
as  the  symptom  complex  and  de- 
scription of  the  morning  erection 
seem  to  correlate  highly  with  the 
final  diagnosis. 

It  is  our  hope  that,  as  more  work 
is  done  in  this  area,  the  diagnosis  of 
etiologies  of  impotence  will  become 
even  simpler,  resulting  in  truly  bet- 
ter care  for  our  patients. 
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ERRATUM.  Vol.  43,  No.  5:  In  the  arti- 
cle “Hooper  Memorial  Lecture:  Vistas 
in  the  Management  of  Bleeding  Esopha- 
geal Varices”  the  photo  on  page  354  was 
incorrectly  identified  as  Dr.  Joseph 
Ward  Hooper.  It  is  Nathan  Womack. 
Dr.  Joseph  Ward  Hooper  is  pictured  at 
left. 
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SPECIAL  ARTICLE 


Message  of  the  President 
To  the  House  of  Delegates 

Josephine  E.  Newell,  M.D. 

May  6,  1982 


IN  May  1981,  the  North  Carolina 
Medical  Society  did  me  great 
honor  by  my  election  as  President 
of  the  North  Carolina  Medical  So- 
ciety, entrusting  this  Society  to 
my  leadership  during  the  ensuing 
twelve  months.  I promised  you  my 
best  effort  in  behalf  of  the  Society. 

I commend  to  you  the  six  busiest 
commissioners  ever  known  to  or- 
ganized medicine,  the  twenty  most 
conscientious  councilors  and  vice- 
councilors, and  fifty-one  of  the 
hardest  working  committee  chair- 
men in  the  whole  world.  1 shall 
never  forget  the  500  men  and  women 
who  served  on  these  committees 
and  who  responded  so  quickly  and 
well  to  my  battle  cry  — “Partici- 
pate!” Believe  me  — they  have  all 
participated  — eagerly  and  well.  I 
am  grateful  to  each  and  every  one. 

In  June,  [1981]  the  chairman  of 
the  Committee  on  Legislation,  the 
Commissioner  of  Public  Relations, 
the  chairman  of  the  Committee  on 
Social  Services,  and  I spent  an  en- 
tire day  visiting  Governor  James  B. 
Hunt,  Jr.;  our  colleague,  Sarah  T. 
Morrow,  Secretary  of  the  Depart- 
ment of  Human  Resources;  and 
Barbara  D.  Matula,  Director  of  the 
North  Carolina  Division  of  Medi- 
cal Assistance.  We  were  successful 
in  establishing  an  open  avenue  of 
communication  and  liaison  which 
has  continued  throughout  the  year. 
During  this  uncertain  time  of  infla- 
tion, budget  reductions,  and  a new 
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federal  administration,  the  North 
Carolina  Medical  Society  has  en- 
joyed a reciprocal,  cooperative, 
friendly  relationship  with  Governor 
Hunt,  his  Cabinet  members,  and 
staff. 

Later  in  June,  the  Society  proudly 
hailed  the  election  of  Past-President 
and  AMA  Delegate  James  E.  Davis 
to  the  office  of  Vice-Speaker  of  the 
American  Medical  Association.  In 
his  usual  manner,  Jim  Davis  is  carry- 
ing out  the  duties  of  his  new  office  to 
perfection,  and  we  are  justly  proud 
of  him.  In  June  1982,  just  one  month 
away,  we  shall  vigorously  support 
the  candidacy  of  John  Glasson  for 
election  to  the  Board  of  Trustees  of 
the  American  Medical  Association. 
Also  a past-president  of  our  society 
and  an  AMA  Delegate.  John  has 
long  served  on  the  AMA  Council  on 
Medical  Services,  which  he  now 
chairs.  The  North  Carolina  Medical 
Society  can  well  be  proud  of  these 
two  deserving  physicians  whom  we 
offer  for  service  to  the  American 
Medical  Association. 

Just  as  with  any  other  large  or- 
ganization, the  needs  and  services 
of  the  North  Carolina  Medical  Soci- 
ety have  undergone  the  changes  of 
time,  society  and  technological  ad- 
vance. At  the  urging  of  the  mem- 
bership and  headquarters  staff  in 
1981.  the  executive  council  voted 
to  contract  a management  study  by 
a nationally  known  firm.  Booz- 
Allen  and  Hamilton,  Inc.  The  report 
was  received  in  June,  carefully  re- 
viewed by  the  Committee  on  Per- 
sonnel and  Headquarters  Opera- 


tion, and  reported  to  the  executive 
council  at  its  September  meeting. 
The  council  voted  to  file  the  Booz- 
Allen  report,  appointed  a search 
committee  to  search  for  a person 
capable  of  assuming  the  respon- 
sibilities of  the  executive  director 
(whose  announced  retirement  is 
eminent  in  the  next  2 to  3 years),  and 
directed  the  Personnel  Committee 
to  begin  to  implement  the  recom- 
mendation of  the  Booz-Allen  report 
at  its  earliest  opportunity.  These  di- 
rections from  the  executive  council 
have  been  implemented. 

Our  good  friend,  representative 
Wilma  Woodard,  chairman  of  the 
House  Corrections  Committee  of 
the  North  Carolina  General  Assem- 
bly, requested  that  a committee  of 
physicians  be  appointed  to  evaluate 
health  care  in  North  Carolina  pris- 
ons over  a two  year  period  and  that 
the  committee  submit  a written  re- 
port to  the  legislature  at  the  end  of 
that  period  of  time.  This  committee, 
chaired  by  past-president  Jesse  Cald- 
well. Jr.,  has  already  visited  Central 
Prison,  Women’s  Prison,  and  Cale- 
donia on  schedule  and  will  be  pre- 
pared to  submit  its  report  to  the 
legislature  at  the  appointed  time. 

In  October,  the  Committee  on 
Legislation  sponsored  an  extremely 
successful  Legislative  Symposium 
at  Myrtle  Beach.  Well  attended  by 
the  Society’s  membership,  the  Sym- 
posium featured  a panel  of  well  in- 
formed North  Carolina  legislators 
and  Senator  John  East  as  the  ban- 
quet speaker.  Our  members  learned 
a great  deal  from  the  legislators,  and 
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we  believe  that  we  were  able  to 
convey  to  them  our  interest  in  leg- 
islation pertaining  to  the  quality 
health  care  of  North  Carolinians. 

During  the  1981  legislative  ses- 
sion we  were  unsuccessful  in  our 
efforts  to  secure  repeal  of  the  Op- 
tometry Drug  Use  Law  but,  un- 
daunted. we  shall  try  again.  A panel 
of  speakers  has  visited  many  county 
medical  societies  to  inform  our  mem- 
bership of  the  impending  drive  by 
North  Carolina  chiropractors  to  re- 
define the  practice  of  chiropractic 
through  statute.  The  response  of  the 
society’s  membership  has  been  en- 
thusiastic. 

The  Committee  on  Ethics  and  Reli- 
gion, chaired  by  Gloria  F.  Graham, 
presented  an  outstanding  Ethics  Re- 
treat at  Quail  Roost  in  June.  The 
retreat,  attended  by  physicians, 
ministers,  and  sociologists,  featured 
our  good  AMA  friend,  Tom  Bal- 
lentine  of  Boston,  as  the  keynote 
speaker.  Dr.  Ballentine  was  so  im- 
pressed that  he  vowed  to  duplicate 
the  retreat  in  Boston. 

On  July  22,  1981 , Secretary  Mor- 
row and  Medicaid  Director  Barbara 
Matula  met  with  four  representa- 
tives of  each  major  health  profes- 
sional organization  to  discuss  im- 
pending reductions  in  the  North 
Carolina  Medicaid  budget.  During 
its  October  short  session,  the  Gen- 
eral Assembly  passed  its  amended 
Appropriations  Act,  designating  the 
reductions  in  covered  Medicaid  ser- 
vices with  which  you  are  all  familiar. 
The  Appropriations  Act  mandated 
the  Division  of  Medical  Assistance 
of  the  Department  of  Human  Re- 
sources to  develop  plans  by  May  1 , 
1982,  for  prepaid  contracts  for  medi- 
cal services  and  medical  devices,  as 
well  as  a statewide  fee  schedule  for 
physicians,  dentists,  chiropractors, 
optometrists,  podiatrists  and  clinics. 
DHR  was  instructed  to  consult  with 
“the  providers  of  such  services  and 
their  respective  professional  asso- 
ciations.” 

Subsequently,  I appointed  an  ad 
hoc  committee  to  consult  with  the 
Department  of  Human  Resources 
on  this  matter.  The  ad  hoc  commit- 
tee was  comprised  of  the  elected 
chairman  of  each  of  the  twenty  spe- 
cialty sections  of  the  North  Carolina 
Medical  Society.  This  ad  hoc  com- 


mittee has  submitted  four  reports 
which  will  be  considered  today  by 
this  House  of  Delegates.  I commend 
the  chairmen  of  the  specialty  sec- 
tions for  their  enthusiastic  partici- 
pation in  these  committee  meetings 
which  turned  out  to  be  the  worst 
weather  days  of  the  entire  winter. 

Some  have  said  that  Vice-Presi- 
dents of  the  Society  have  little  to 
do.  Ask  John  Foust,  our  First  Vice- 
President.  I asked  John  Foust  to 
chair  a continuing  Committee  on 
Membership.  Has  he  ever  done  it. 
With  his  ever-present  helper,  Deanna 
Godwin,  administrative  assistant. 
Membership,  John  has  punched  and 
probed  every  dark  nook  and  cranny 
of  the  state  of  North  Carolina  to 
produce  the  fantastically  successful 
new  membership  drive  of  the  North 
Carolina  Medical  Society. 

Although  such  matters  are  hard  to 
evaluate,  probably  the  society's 
hardest  working  and  most  con- 
scientious committee  is  the  Com- 
mittee on  Physicians’  Health  and 
Effectiveness,  chaired  by  Ted  Clark 
of  Pinehurst.  Ted  and  I have  par- 
ticipated in  many  panels  together 
this  year.  Although  I have  never 
known  Ted  socially,  I count  him  and 
his  lovely  wife,  Gail,  among  my 
dearest  friends  because  of  my  great 
admiration  for  the  selfless  service 
they  have  shown  this  society.  The 
members  of  the  Committee  contrib- 
ute many  uncounted  hours  each 
year  in  behalf  of  our  membership. 
Their  time  is  devoted  to  working, 
one  on  one,  with  our  less  fortunate 
colleagues  who  have  fallen  victim  to 
alcohol,  drugs,  or  mental  illness. 
This  committee  has  recommended 
that  the  North  Carolina  Medical 
Society  encourage  contributions  to 
the  North  Carolina  Medical  Soci- 
ety Foundation,  Incorporated,  ear- 
marked for  assistance  to  physicians 
through  the  Committee  on  Physi- 
cians’ Health  and  Effectiveness.  All 
contributions  to  the  foundation  are 
tax-exempt.  The  executive  council 
concurred,  and  I commend,  this 
effort  to  you  when  considering  your 
charitable  donations  each  year. 

Many  of  our  members  are  ex- 
tremely concerned  with  North  Car- 
olina’s Right  to  Natural  Death 
Statutes.  Our  legal  counsels,  John 
Anderson  and  Beau  Bobbit,  and  I 


received  many  letters  and  telephone 
calls  from  individual  members  and 
three  county  society  requests  that 
this  state  society  study  this  issue.  At 
the  direction  of  the  Executive  Coun- 
cil, an  ad  hoc  committee,  chaired 
by  Julius  Howell  and  comprised  of 
the  specialty  section  chairmen  and 
representatives  of  both  the  Ethics 
Committee  and  the  Committee  on 
Legislation,  was  appointed.  After 
careful  deliberation,  a policy  state- 
ment was  developed  and  will  be 
considered  today  in  the  House  of 
Delegates. 

Because  of  ever  increasing  ten- 
sion concerning  medical  liability  in- 
surance, an  ad  hoc  Committee  on 
Risk  Management,  chaired  by  Ira 
M.  Hardy,  II,  was  appointed.  With 
the  cooperation  of  this  ad  hoc 
Committee,  Medical  Mutual  Insur- 
ance Company  developed  a three- 
hour  risk  management  program, 
Malpractice  Awareness  Stat.  Com- 
pletion of  this  excellent  program  as- 
sured each  attendee  of  3 Category  1 
hours  of  CME  credit.  If  the  attendee 
is  insured  by  Medical  Mutual,  he  or 
she  will  receive  a 5%  discount  in 
premium  in  each  of  three  years. 

At  its  February  meeting  the  ex- 
ecutive council  devised  a question- 
naire concerning  evaluation  of  the 
effectiveness  of  the  society’s  cur- 
rent operations  and  its  publications. 
The  Executive  Committee  was  in- 
structed to  distribute  the  question- 
naire to  the  entire  membership, 
evaluate  its  results,  and  report  the 
evaluation  to  this  House  of  Dele- 
gates. Six  thousand  and  one  hun- 
dred questionnaires  were  mailed 
out.  An  overwhelming  45%  were 
completed  and  returned  for  eval- 
uation. I am  advised  that  a 45% 
response  is  excellent  and  certainly 
indicates  that  the  Society’s  mem- 
bership is  alert  and  interested.  The 
report  of  the  evaluation  is  in  your 
packet. 

I greatly  appreciate  the  coopera- 
tion of  the  entire  headquarters  staff, 
who  kept  a stiff  upper  lip  and  tried 
to  smile  at  the  thought  of  this  com- 
pulsive old  maid  as  president.  They 
have  performed  their  tasks  efficiently 
and  well,  as  is  their  custom.  They 
are  fine,  dedicated  people  of  whom 
we  can  be  proud. 

There  are  not  sufficient  words  in 
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the  English  language  to  express  my 
gratitude  to  the  Society’s  officers 
and  Executive  Council  for  their 
conscientious  work.  1 shall  never 
forget  the  chairmen  of  the  specialty 
sections,  who  came  so  willingly  and 


who  proved  that  specialty  societies 
are  so  vital  to  the  main  body  — the 
umbrella  organization  — organized 
medicine.  Most  important  is  my 
sincere  gratitude  and  love  for  the 


membership  who  heard  my  desper- 
ate call  to  action  — who  did  pick  up 
the  gauntlet  and  race  to  the  battle 
front.  Indeed,  you  are  my  friends 
and  my  family. 


GALEN  |fl.  2nd  Century) 

Instruction  in  medicine  is  like  the  culture  of  the  productions  of  the  earth.  For  our  natural 
disposition  is,  as  it  were,  the  soil;  the  tenets  of  our  teacher  are.  as  it  were,  the  seed; 
instruction  in  youth  is  like  the  planting  of  the  seed  in  the  ground  at  the  proper  season;  the 
place  where  the  instruction  is  communicated  is  like  the  food  imparted  to  vegetables  by  the 
atmosphere;  diligent  study  is  like  the  cultivation  of  the  fields;  and  it  is  time  which  imparts 
strength  in  all  things  and  brings  them  to  maturity. 

Dc  Cogroseendis  Curandisque  Animi  Mortis , 
Ch.  6 (tr.  by  P.W.  Harkins  as  On  the  Passions 
and  Errors  of  the  Son! ) 
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AT  no  time  in  the  history  of  civili- 
zation has  it  been  more  im- 
portant for  physicians  to  be  united 
in  heart,  mind,  and  action.  Amer- 
ica’s existence  is  threatened  by  an 
unstable  economy.  Unemploy- 
ment, changing  morality,  and  a 
great  deal  of  uncertainty,  each,  in  its 
own  way,  has  exacted  a heavy  toll 
on  the  practice  of  medicine  and  the 
health  care  of  Americans. 

Important  terms  are  falling  from 
favor  in  our  health  care  system. 
Those  terms  are  “family  doctor” 
and  “private  physician.”  They  are 
being  replaced  by  terms  such  as 
“practitioner”  and  “health  care 
provider.”  What  happened  to  the 
world  of  shared,  mutual  respect 
between  physicians  and  their  pa- 
tients? Many  of  us  remember  when 
this  was  the  practice  of  medicine. 
To  some  of  us.  private  practice  is 
still  the  dream  world  which  incor- 
porates knowledge,  integrity  and 
caring  — in  an  individual  physi- 
cian/patient relationship.  It  is  a 
world  which,  ideally,  should  not 
change  — even  in  this  changing 
world. 

Why  is  the  private  doctor  concept 
being  lost?  Have  we  become  too 
specialized?  Is  it  due  to  change  in 
social  mores?  Third  party  interfer- 
ence? Or,  have  we  lost  our  ability  to 
care? 

Perhaps  it  is  because  of  increased 
mechanization.  Thirty  years  ago, 
we  had  to  rely  upon  “hands  on” 
examination  and  our  own  ability  to 
analyze  the  clinical  situation  in  the 
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diagnosis  and  treatment  of  our  pa- 
tients. However,  in  the  past  ten 
years,  medicine  has  become  a pro- 
cedurized  science.  Computers  and 
electronic  machines  have  begun 
doing  things  for  us  which  we  never 
dreamed  could  be  done.  They  have 
opened  diagnostic  and  treatment 
arenas,  into  some  of  which  we  now 
fear  to  tread. 

Perhaps  we  are  losing  this  con- 
cept because  of  increased  emphasis 
on  the  business  aspects  of  medicine. 
We  are  told  that  the  “health  care 
industry”  is  the  third  largest  indus- 
try in  the  nation.  Physicians  have 
incorporated  into  their  vocabulary 
strange  phrases  such  as  “alterna- 
tive health  care  delivery,”  “Health 
Maintenance  Organization,”  “In- 
dependent Practice  Association,” 
and  “for-profit”  hospitals. 

Then  again,  maybe  the  loss  of  the 
private  doctor  concept  is  due  to 
changes  in  social  mores.  Thirty 
years  ago,  our  patients  were  grate- 
ful for  the  care  which  we  were  able 
to  render,  and  ours  was  a close, 
cooperative  physician/patient  re- 
lationship. As  Medicaid  and  Medi- 
care have  made  access  to  medical 
care  easier,  medical  care  has  be- 
come a right  as  well  as  a privilege. 
The  public  has  become  more  de- 
manding, and  the  physician/patient 
relationship  has  often  become  ad- 
versarial. 

I do  not  believe  that  we  have  lost 
our  ability  to  care.  But,  it  is  no 
longer  enough  to  care  only  about 
our  individual  patients.  We  must 
care,  collectively,  about  the  system 
as  a whole.  The  deterioration  of  the 
physician/patient  relationship  did 
not  culminate  in  our  individual  of- 


fice, and  we  cannot  correct  it,  indi- 
vidually, in  our  offices.  We  must 
reclaim  our  role  as  the  physician 
who  ministers  to  the  sick,  both  indi- 
vidually and  collectively. 

I believe  that  government  is 
making  puppets  of  us  all  through  — 
suspense.  We  are  warned  of  cliff 
hangers  such  as  “impending 
changes  in  the  Medicare  and  Med- 
icaid program  and  health  care 
budget  reductions.”  I am  reminded 
of  a very  famous  Englishman  who 
attended  all  of  the  proper  English 
schools  during  his  youth  in  the  early 
20th  Century.  As  a boy,  he  was  shy 
and  introverted  but  somehow  man- 
aged to  break  a minor  rule  at  the 
beginning  of  one  day  at  his  prep 
school.  Any  infraction  of  the  rules 
brought  with  it  a severe  caning  — at 
the  end  of  the  school  day.  Having 
never  received  corporal  punish- 
ment before  this  time,  the  boy  be- 
came almost  hysterical  with  fear  by 
the  day’s  end.  One  look  at  the  boy, 
while  flexing  the  cane  in  both  hands, 
told  the  headmaster  that  this  lad  had 
suffered  enough.  He  gave  that  boy 
only  one  very  light  tap  with  the  cane 
— and  taught  him  a lesson,  which 
made  him  a multi-millionaire  and  a 
knight  of  the  realm.  Alfred  Hitch- 
cock learned,  then,  that  the  most 
frightening  thing  in  life  is  — sus- 
pense. Hitchcock  dedicated  his  life 
and  career  to  suspense. 

Yes,  the  government  agencies  are 
flexing  the  cane.  What  changes  will 
Congress  impose?  When  will  they 
vote?  When  will  the  changes  come? 
Will  they  greatly  affect  patient  care? 
Will  the  “holder  of  the  gold’’ 
change  the  face  of  medical  practice? 

President  Reagan  has  assured  us 
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that  his  administration  will  espouse 
“deregulation.”  Our  “suspense” 
now  centers  on  the  necessity  of 
knowing  just  how  the  President. 
Secretary  Schweiker,  and  the  Con- 
gress define  such  essential  words 
as  “deregulation.”  “competition.” 
and  “free  market.”  Industry  is 
picking  up  on  this  and  moving  into 
the  health  care  arena  — while  we 
stand  paralyzed. 

One  wonders  how  government 
viewed  physicians  when  it  began 
to  describe  us  as  “providers.”  A 
provider  is  “one  who  controls  a 
commodity  and  is  involved  in  its 
distribution  and  sale.”  Most  physi- 
cians have  an  aversion  to  the  con- 
cept that  medical  care  is  a commod- 
ity or  that  physicians  are  involved  in 
the  sale  of  a product.  How  can  the 
term  “provider”  possibly  enhance 
the  image  of  the  physician  or  the 
traditional  concept  of  the  physician 
as  one  who  ministers  to  the  sick? 
Healing  of  the  sick  invokes  a per- 
sonal relationship  of  concern  and 
caring.  We  are  constantly  told  that 
we  are  part  and  parcel  of  a “health 
care  industry”  which  brings  all 
physicians  together  for  easier  con- 
trol, of  an  industry  which  runs  on 
“health  care  dollars”  that  buy 
“health  services”  from  “health 
care  providers.”  What  are  we  doing 
to  dispute  this  concept  — will  we 
react  too  late?  Although  we  are  still 
the  physicians  for  our  patients,  gov- 
ernment and  industry  have  become 
the  “physicians,”  treating  the  dis- 
orders of  our  health  care  system. 

In  the  1950s  and  '60s,  the  nation 
was  told,  repeatedly,  that  a great 
health  manpower  shortage  existed 
and  that  this  situation  must  be  rem- 
edied. if  we  were  to  enjoy  a sound 
national  health  policy.  The  battle 
cry  became  “patient  access  to 
medical  care.”  Immediately,  gov- 
ernment set  about  to  increase  the 
output  of  physicians  by  supporting 
programs  of  financial  aid  to  medical 
students  and  capitation  payments  to 
medical  schools  for  expansion  of 
enrollment.  The  medical  schools  set 
out  to  double  their  enrollments.  The 
“physician  extender”  began  to 
emerge  in  the  medical  arena  — now 
said  to  be  overloaded  with  “health 
care  providers.”  And  what  are  we 
doing  to  correct  this? 


Physicians  must  unite  to  erase 
from  the  minds  of  government  of- 
ficials that  we  are  a “health  re- 
source” which  can  be  regulated  and 
distributed  in  whatever  manner 
government  believes  to  be  the  need 
of  the  population.  We  must  unite  as 
one  body  to  be  an  accepted,  firm 
voice  in  policy  determinations  as 
to  what  constitutes  the  “common 
good”  of  Americans.  But.  to  be  an 
accepted  voice,  we  must  do  more 
than  oppose  change.  We  must  work 
together  with  government  and  in- 
dustry to  find  solutions. 

We  must  face  — right  now  — the 
“cures”  which  are  being  proposed 
for  the  financial  ills  of  the  health 
care  system.  The  media  and  the 
public  have  cast  harsh  words  at 
physicians,  hospitals,  government 
and  almost  everyone  else  con- 
cerned with  health  care.  They  have 
us  preoccupied  with  trying  to  place 
the  blame  for  the  continuing  rise  in 
the  cost  of  health  care  during  the 
past  twenty  years.  While  we  are  still 
worrying  about  placing  blame,  gov- 
ernment, big  business,  and  the  in- 
surance industry  have  already  pre- 
scribed a treatment  for  the  problem 
which  they  may  pour  down  our 
throats  before  we  have  time  to  read 
the  label  on  the  bottle. 

We  have  been  told,  repeatedly, 
that  health  care  will  not  be  rationed. 
Not  true!  Health  care  is  rationed 
now.  North  Carolina  Medicaid  re- 
cipients are  limited  to  18  visits  to 
health  care  providers  each  year. 
They  are  limited  to  four  prescrip- 
tions each  month.  If  a truly  sick  pa- 
tient needs  more  care  than  allowed 
by  the  Medicaid  program,  our 
health  planners  are  confident  that 
you  will  give  it  without  charge  — or 
for  a token  fee.  After  all,  we  know 
that  lack  of  payment  is  not  a defense 
for  abandonment. 

I am  afraid  that  fee  schedules  will 
be  another  fact  of  life.  You  and  I will 
be  sent  a list  of  procedures  which 
we  may  perform  under  certain  cir- 
cumstances and  a list  of  “allowable” 
payments  for  those  procedures.  The 
deficits  in  state  and  federal  budgets 
and  the  falling  profits  of  health  in- 
surance companies  make  it  obvious 
that  those  payments  will  be  neither 
usual,  customary,  nor  generous. 

Although  already  regulated,  the 


use  of  hospital  beds  will  be  even 
more  tightly  controlled.  Pressure, 
which  has  been  exerted  in  the  form 
of  suggestion  by  PSROs,  will  be  re- 
placed by  retrospectively  denied 
payments  to  physicians  and  hospi- 
tals. If  a patient  is  judged  to  have 
been  inappropriately  hospitalized 
or  to  have  been  kept  there  too  long, 
hospitals  will  not  look  kindly  on  the 
staff  physician  who  fills  an  inpatient 
bed  for  which  there  will  be  no  pay.  It 
will  make  little  difference  to  the 
hospital  that  the  physician  also  was 
not  paid  for  those  inpatient  days. 

Many  of  our  patients  are  going  to 
have  to  reach  in  their  own  pockets 
to  pay  part  of  the  cost  of  an  office 
visit  or  a surgical  procedure.  While 
they  are  going  to  miss  those  liberal 
“good  old  days”  of  first  dollar  cov- 
erage, they  will  quickly  learn  to 
shop  around  for  medical  care.  The 
“bargain”  which  they  find  may  be 
less  care  — and  less  quality  — than 
they  need. 

So,  as  we  meet  here  again  to  de- 
bate the  evils  of  PSROs  and  the  wis- 
dom — or  lack  of  it  — in  supporting 
IPAs  and  HMOs,  we  are  simply  in- 
dulging in  meaningless  dialogue. 
Surely,  it  is  great  therapy  to  venti- 
late old  hatreds  or  to  make  a stirring 
speech  about  great  and  noble 
causes,  but  I fear  that  some  of  our 
individual  fervor  needs  to  be  re- 
placed with  group  determination. 
We  need  a willingness  to  talk  less 
and  listen  more  — and  to  cultivate 
a spirit  of  compromise  with  each 
other.  We  must  become  a totally 
unified  medical  society. 

Recently,  in  Medical  Economics, 

I read  an  article  entitled  “Specialty 
Societies  Vs.  the  AMA.”  Immedi- 
ately. I was  overwhelmed  with  dis- 
may that  six  nationally  known 
panelists  — all  physicians  — per- 
ceive specialty  societies  and  the 
American  Medical  Association  to 
be  antagonists.  At  least  the  article 
did  cause  me  to  carefully  review  the 
association  of  specialty  societies 
with  the  North  Carolina  Medical 
Society. 

My  initiation  into  state  society 
activities,  many  years  ago,  was  my 
appointment  as  chairman  of  the 
Committee  on  Exhibits.  Of  course, 
I was  required  to  attend  the  meeting 
of  the  Committee  on  Arrangements 
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at  Committee  Conclave.  With  great 
apprehension,  I stepped  into  the 
Terrace  Cottage  for  the  first  time. 
Another  great  ‘‘first"  occurred  at 
that  meeting.  I met  Jack  Hughes. 
Let  the  records  show  that  neither 
Jack  Hughes  nor  I have  missed  a 
single  meeting  of  the  Arrangements 
Committee  since  that  day.  Being 
more  old  maidish  than  I,  Jack  still 
sits  in  the  same  chair  — completely 
blocking  the  air  conditioner!  To  this 
very  day,  I remember  the  two  mo- 
tions made  by  that  gentleman  at 
that  meeting.  He  said,  with  great 
aplomb,  ‘‘Mr.  Chairman,  I shall 
enter  my  usual  motion  — that  we 
eliminate  the  annual  meeting!" 
Needless  to  say,  the  motion  failed 
for  lack  of  a “second,”  but  it  had 
already  knocked  the  breath  out  of 
the  brand  new  exhibits  chairman! 

His  second  motion  concerned  en- 
couraging the  specialty  societies  to 
meet  in  Pinehurst  concurrently  with 
the  annual  meeting  in  order  to 
“strengthen  the  ties  between  the 
organizations.”  It  was  a very  wise 
motion.  At  the  time,  1 was  stunned 
— because  I believed  the  bond  be- 
tween the  specialty  societies  and 
the  state  society  to  be  impregnable. 
I still  believe  it! 

Specialty  societies  are  repre- 
sented by  delegates  at  both  the 
AMA  and  the  North  Carolina  Medi- 
cal Society. 

The  specialty  societies  perform 
many  services  so  well  for  their 
membership.  There  is  no  question 
but  that  they  far  excel  any  state 
medical  society  in  continuing  medi- 
cal education.  Of  course,  they 
should.  Specialty  societies  look  at  a 
smaller  professional  field  and  re- 
spond to  a much  smaller  mem- 
bership. Specialty  societies  repre- 
sent the  “old  school  tie  club.”  Their 
meetings  equate  school  reunions  — 
reunions  of  resident  physicians  of 
yesteryear  — all  with  a centralized 
scientific  interest. 

Government  and  other  adver- 
saries have  long  since  considered 
the  specialty  societies  to  be  “splinter 
organizations,”  each  with  its  own 
perspective  and  agenda,  each  with  a 
lobbyist  for  its  own  constituency. 
Every  physician  understands  the 
intent  of  such  a theory.  We  will 
never  cast  our  lot  with  this  “craft 


union  approach."  We’re  quite 
familiar  with  the  old  battle  cry,  “di- 
vide and  conquer.”  We  will  not  be 
conquered. 

We  must  be  united  in  an  umbrella 
organization  which  can  and  will 
speak  for  all  North  Carolina  physi- 
cians. The  North  Carolina  Medical 
Society  must  be  responsive  to  each 
member’s  individual  needs  as  well 
as  to  the  collective  needs  of  each 
specialty  section.  On  the  other 
hand,  the  specialty  sections  should 
not  confine  themselves  to  “one 
issue"  interests  with  resultant 
confusion  of  conflicting  represen- 
tation at  the  legislative  level.  It  is  of 
paramount  importance  that  we,  as  a 
state  society,  concern  ourselves 
with  issues  of  great  importance  to 
any  one  of  our  particular  specialty 
organizations  and,  even  more  im- 
portantly, that  we  express  our  peer 
support  by  presenting  a united  front 
to  the  entire  world.  As  we  have 
seen,  a small  change  in  legislation, 
affecting  what  seems  to  be  a narrow 
specialty  area,  can  impact  directly 
or  indirectly  on  the  well-being  of  all 
our  patients.  We  must  not  be  di- 
vided and  we  will  not  be  conquered! 

During  the  past  year,  the  spe- 
cialty sections  proved  their  eager- 
ness to  participate  in  matters  of 
concern  to  all  physicians.  On  two 
separate  occasions,  the  elected 
chairmen  of  the  specialty  sections 
met  as  an  ad  hoc  committee  to  deal 
with  major  issues  of  medical  prac- 
tice. The  first  was  the  Medicaid 
statewide  fee  schedule;  the  second 
was  the  Right  to  Natural  Death 
legislation.  Their  recommendations 
have  been  presented  to  the  House  of 
Delegates. 

We  are  all  physicians  first  — be- 
fore we  acquire  a specialty  desig- 
nation. Just  as  one  of  your  arms, 
separated  from  your  body,  cannot 
function  at  all,  a specialty  society, 
separated  from  the  entire  body  of 
physicians,  cannot  function.  A 
brain  which  cannot  communicate 
with  the  appendages  is  of  little  use. 
It  stands  to  reason  that  the  North 
Carolina  Medical  Society  cannot 
function  without  the  specialty 
societies  any  more  than  they  can 
function  without  a unifying  organi- 
zation. I am  reminded  of  a well 
known  parable: 


A rabbi  spoke  with  the  Lord 
about  heaven  and  hell. 

“I  will  show  you  hell,”  said  the 
Lord,  and  they  went  into  a room 
which  had  a large  pot  of  stew  in 
the  middle.  The  aroma  was  deli- 
cious, but  around  the  pot  sat 
people  who  were  famished  and 
desperate.  All  were  holding 
spoons  with  very  long  handles 
which  reached  the  pot,  but,  be- 
cause the  handles  were  longer 
than  their  arms,  it  was  impossible 
to  get  the  stew  back  into  their 
mouths.  Their  suffering  was  ter- 
rible. 

“Now  I will  show  you  heaven,” 
said  the  Lord,  and  they  went  into 
an  identical  room.  There  was  a 
similar  pot  of  stew,  and  the  peo- 
ple had  identical  spoons,  but  they 
were  well  nourished  and  happy, 
talking  with  each  other.  The 
rabbi  did  not  understand. 

“It’s  simple,”  said  the  Lord. 

“You  see,  they  have  learned  to 
feed  each  other.” 

The  news  is  not  entirely  bad.  The 
North  Carolina  Medical  Society  has 
seen  what  is  coming  and  has  moved 
to  close  ranks.  We  are  in  the  middle 
of  a membership  drive  to  enlist  the 
aid  of  those  physicians  who  have 
not  seen  the  necessity  of  joining  our 
ranks.  We  spent  $25,000  on  a man- 
agement study  to  help  streamline 
and  make  more  effective  our  head- 
quarters personnel  and  operation. 
Those  changes  are  already  under- 
way. 

We  intend  to  tighten  our  budget 
and  get  the  maximum  use  of  every 
dues  dollar  you  send  us.  We  are 
building  a new  communications  de- 
partment and  looking  for  a well 
trained,  professional  director.  We 
plan  to  give  you  the  information  you 
need  to  cope  with  the  challenges  we 
face,  and  we  are  going  to  give  it  to 
you  on  a timely  basis.  It  will  be 
written  so  you  can  understand  it 
and,  perhaps,  even  enjoy  reading 
about  it.  We  are  tired  of  so  many  of 
our  communications  to  you  winding 
up  in  your  “round  file  #13.”  Part  of 
that  has  been  the  society’s  fault. 

We  want  you  to  help  us  plan  for 
the  future.  We  sent  you  a question- 
naire, and  45%  of  you  read  it,  com- 
pleted and  returned  it.  In  my  opinion. 
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this  proved  that  the  membership  has 
a great  deal  of  interest  in  what  the 
state  society  is  doing.  Some  of  you 
were  kind  enough  to  add  your  per- 
sonal comments.  Some  were  flat- 
tering. and  others  were  critical.  All 
were  directed  toward  what  you 
want  the  society  to  do  for  the  next 
five  years.  You  told  us  what  the 
membership  believes  the  society  is 
doing  which  is  a waste  of  time  and 
money.  Believe  me  — we  are 
listening,  and  we  plan  to  act  on  your 
suggestions. 

Please  do  not  stop  there,  how- 
ever. Write  the  President  of  this  so- 
ciety, or  to  your  councilor,  or  to  the 
headquarters  staff,  if  you  have  an 
axe  to  grind.  We  need  your  in- 
volvement — the  involvement  of 
every  physician  in  our  membership 
and  of  every  auxilian.  This  society 
need  not  fear  debate  and  disagree- 


ment. Disinterest  and  apathy  are  — 
and  always  have  been  — the  great- 
est enemies  of  democratic  institu- 
tions. 

1 told  you  one  year  ago  that  I 
planned  to  bring  the  membership  of 
the  North  Carolina  Medical  Society 
together.  Our  officers  and  staff  have 
not  been  to  every  county  society, 
but  we  haven't  missed  many.  1 have 
had  the  cooperation  of  an  excellent 
executive  council;  understanding, 
hard-working  commissioners;  dedi- 
cated officers  and  staff;  and  the 
benefit  of  the  wise  counsel  from 
many  of  our  past-presidents. 

Abraham  Lincoln  once  ruefully 
remarked  that  no  president  leaves 
office  with  the  reputation  which 
brought  him  there.  There  have  been 
days  of  frustration  and  frayed 
nerves,  and  most  of  my  associates 
have  been  kind  enough  to  under- 


stand and  make  allowances.  Like 
Mr.  Lincoln.  I have  been  less  con- 
cerned with  my  political  reputation 
than  with  the  union  of  this  Medical 
Society. 

My  year  is  over.  The  record  has 
been  written,  and  my  contribution 
— if  I have  made  one  — will  be 
judged  by  what  happens  in  the  next 
few  years.  I can  tell  you  this:  I have 
had  a marvelous  time,  had  the 
privilege  of  meeting  many  of  you 
whom  I did  not  know,  made  a lot  of 
new  friends  and.  1 hope,  very  few 
enemies.  The  warm  satisfaction  of 
having  you  choose  me  as  your 
president  will  stay  with  me  for  the 
rest  of  my  years.  For  that  1 shall 
forever  be  grateful.  And  now  — I 
close  my  book  of  memories,  for 
what  is  written  there  is  written  with 
the  pen  of  hope,  unblunted  with  de- 
spair. 


JOHN  MORGAN  (1735-1789) 

There  is  no  art  yet  known  which  may  not  contribute  somewhat  to  the  improvement  of 
Medicine;  nor  is  there  any  one  which  requires  more  assistance  than  that  of  Physic  from  every 
other  science.  Let  young  men  therefore,  who  would  engage  in  the  pursuit  of  Medicine  or 
Surgery,  make  use  of  all  their  industry,  to  possess  themselves  in  good  time  of  these 
acquisitions.  They  are  necessary  to  facilitate  a progress  in  the  healing  arts;  they  embellish  the 
understanding,  and  give  many  peculiar  advantages,  unattainable  without  them. 
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SPECIAL  ARTICLE 


An  Economic  Perspective 

John  G.  Medlin,  Jr. 


IT  was  last  fall  when  Charlie 
Cummings  invited  me  to  speak 
with  you  this  morning  about  the 
economy.  At  that  time,  the  general 
expectation  was  that  by  now  inter- 
est rates  would  be  down,  and  busi- 
ness activity  would  be  up.  I readily 
accepted  the  assignment  and  looked 
forward  to  the  prospect  of  being 
with  my  friends  from  the  medical 
profession  in  the  spring  at  this 
lovely  place  to  present  some  good 
news. 

Instead,  it  is  with  some  trepida- 
tion and  discomfort  that  I address 
you  today  under  less  favorable  cir- 
cumstances. First,  with  interest 
rates  still  so  high,  I am  not  sure  it  is 
safe  for  a banker  to  stand  unpro- 
tected before  so  many  borrowers. 
Second,  when  I tell  you  the  dis- 
turbing truth  about  the  precarious 
state  of  our  economic  system,  some 
of  you  may  break  out  in  a rash  and 
need  to  consult  a colleague. 

The  making  of  economic  prophe- 
cies is  especially  risky  in  these  tur- 
bulent times.  You  will  note  that  my 
remarks  are  titled,  “An  Economic 
Perspective”  and  not  “An  Eco- 
nomic Forecast.”  This  is  a subtle 
way  of  disclaiming  any  confidence 
in  being  able  to  predict  what  might 
happen  over  the  next  year,  the  next 
quarter,  or  even  the  next  week. 
About  all  I can  do  is  review  the 
major  forces  and  trends  which  in- 
fluence economic  life  and  provide 
an  impressionistic  view  of  the  out- 
look. 

What  are  the  reasons  for  the  cur- 
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rent  economic  dilemma  and  uncer- 
tainty about  the  future?  The  short 
answer  is  that  our  nation  has  for 
many  years  consumed  more  than  it 
has  produced  and  spent  more  than  it 
has  earned.  A more  detailed  expla- 
nation of  these  excesses  of  the  past 
can  be  found  largely  in  major  demo- 
graphic shifts,  explosive  federal 
spending,  misguided  tax  policy,  ex- 
cessive money  supply  growth, 
spiraling  energy  costs,  and  huge 
trade  deficits.  Let  us  briefly  exam- 
ine developments  in  these  areas 
over  the  last  decade  or  two. 

Between  the  mid- 1940s  and  early 
1960s  there  were  an  average  of 
about  four  million  births  per  year  in 
the  U.S.  compared  to  around  two 
million  annually  between  1930  and 
1945.  This  created  a huge  bulge  in 
the  population  curve  which  became 
known  as  the  post-World  War  II 
baby  boom.  It  caused  the  teenage, 
high  school,  college  and  young 
working  age  population  to  begin 
mushrooming  in  the  early  sixties. 
For  the  next  two  decades,  this  over- 
sized generation  of  change-oriented 
youths  had  a profound  effect  on  the 
economic,  social  and  political  life  of 
our  nation. 

In  1969,  at  the  time  of  the  last 
balanced  federal  budget,  the  total 
debt  of  the  U.S.  Treasury  was  $367 
billion.  Since  then  our  government 
has  spent  an  average  of  about  $50 
billion  per  year  more  than  it  took  in. 
Last  fall,  the  national  debt  passed 
the  $1  trillion  level.  Economists  call 
that  stimulative  fiscal  policy.  It  has 
a tendency  to  make  the  economy 
look  temporarily  better  than  un- 
derlying fundamentals.  Borrowing 
instead  of  raising  taxes  to  pay  for 


increased  spending  also  makes  it 
easier  for  politicians  to  get  re- 
elected. The  tax  comes  later  in  sub- 
tle but  painful  ways. 

The  higher  level  of  federal  bor- 
rowing increased  the  demand  for 
credit.  This  would  not  necessarily 
have  been  a problem  if  the  supply  of 
funds  generated  by  savings  and 
capital  formation  were  adequate  to 
meet  total  public  and  private  credit 
and  investment  needs.  However, 
for  many  years  Americans  tended  to 
save  and  invest  less  and  to  borrow 
and  spend  more.  Individuals  saw 
that  it  was  better  to  borrow  than  to 
save  since  earnings  on  savings  and 
investment  were  highly  taxed  while 
interest  paid  on  loans  was  deducti- 
ble. Generally,  taxes  took  an  in- 
creasing share  of  national  income 
through  direct  statutory  increases 
and  more  subtle  bracket  creep. 

The  result  over  a period  of  time 
was  an  accumulation  of  govern- 
ment, business  and  consumer  credit 
demand  that  exceeded  the  available 
supply  of  private  sector  savings. 
This  put  the  Federal  Reserve  Board 
in  a dilemma.  To  create  new  money 
in  an  amount  sufficient  to  meet  total 
credit  demand  and  hold  down  inter- 
est rates  would  cheapen  the  cur- 
rency and  cause  inflation  to  sky- 
rocket. To  restrain  the  growth  of 
money  would  cause  interest  rates  to 
skyrocket.  The  monetary  au- 
thorities took  the  easy  way  out  and 
during  most  of  the  seventies  in- 
creased the  money  supply  at  a pace 
sufficient  to  accommodate  rela- 
tively unrestrained  expansion  in 
credit  and  contain  rates. 

One  result  was  a gradual  erosion 
of  confidence  in  the  dollar  on  inter- 
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national  money  markets  and  the  be- 
ginning of  the  energy  problem.  As 
our  nation  grew  more  dependent  on 
imported  oil,  the  exporting  coun- 
tries became  wary  of  the  rapidly  de- 
preciating paper  dollar  from  which 
gold  backing  was  removed  in  the 
early  seventies.  The  per  barrel  price 
of  foreign  crude  was  raised  from 
about  $3  in  1971  to  over  $30  by  the 
early  eighties.  It  is  interesting  to 
note  that  the  market  price  of  gold 
has  also  increased  tenfold  over  the 
past  decade.  In  other  words,  OPEC 
is  still  basically  on  the  metal  stan- 
dard since  an  ounce  of  gold  valued 
at  around  $330  today  will  still  buy 
the  same  ten  to  twelve  barrels  of 
crude  oil  as  an  ounce  priced  at  $35 
back  in  1971. 

The  combination  of  price  and 
volume  increases  drove  the  U.S. 
foreign  oil  bill  from  approximately 
$3  billion  at  the  beginning  of  the  last 
decade  to  around  $60  billion  more 
recently.  This  is  the  principal  rea- 
son for  our  nation  experiencing  a 
foreign  trade  deficit  in  the  range  of 
$20  billion  to  $40  billion  annually 
beginning  in  the  latter  half  of  the 
seventies.  Also  contributing  to  the 
deficit  were  escalating  labor  costs 
and  declining  productivity  which 
increased  imports  and  reduced  the 
competitiveness  of  domestic  goods 
in  foreign  markets.  The  overseas 
dollar  holdings  of  foreigners  have 
grown  to  approximately  $1  trillion 
and  represent  an  ominous  over- 
hanging claim  against  our  interna- 
tional reserves  and  domestic  re- 
sources. 

These  powerful  forces  all  con- 
verged in  the  late  seventies  to  give 
us  the  stagnating  economic  condi- 
tions and  volatile  money  markets 
which  have  existed  since  then.  The 
short-term  mythology  of  deficit 
spending  and  easy  money  served 
only  to  temporarily  obscure  long- 
term reality.  It  also  momentarily 
took  the  heat  off  the  politicians  and 
delayed  the  time  when  the  ill  effects 
of  their  free-spending  habits  would 
be  exposed.  Reality  came  through 
runaway  inflation  and  stratospheric 
interest  rates. 

It  must  be  recognized  that  na- 
tions, like  businesses  and  people, 
will  eventually  go  bankrupt  if 
spending  perpetually  exceeds  in- 


come. If  the  people  of  a country  do 
not  impose  fiscal  and  monetary  dis- 
ciplines on  their  government,  the 
international  marketplace  eventu- 
ally will.  This  is  basically  what  hap- 
pened as  imported  oil  prices  rose 
tenfold,  as  the  international  money 
markets  convulsed  in  crisis,  and  as 
the  U.S.  was  flooded  with  goods  at 
prices  cheaper  than  could  be  pro- 
duced domestically.  A result  was 
the  exportation  of  many  jobs  and  a 
decline  in  the  value  of  our  currency. 

In  essence,  large  budget  deficits 
and  excessive  money  growth  repre- 
sent borrowing  from  the  quality  and 
quantity  of  future  life.  They  must 
eventually  be  repaid  through  in- 
creased taxes,  higher  inflation,  or  a 
lower  standard  of  living.  These  in- 
evitable results  hurt  everyone,  but 
tend  to  fall  hardest  on  the  elderly, 
the  poor,  and  the  young.  There  is 
little  hope  of  meeting  the  nation’s 
social  responsibilities  until  its  fiscal 
house  is  put  in  order  and  the  rate  of 
inflation  held  down.  In  reality,  there 
is  much  more  human  compassion 
in  a responsibly  balanced  budget 
and  moderate  money  growth  than  in 
liberal  deficit  spending  and  easy 
monetary  policy. 

The  real  promise  of  cheaper 
money,  sustainable  prosperity,  so- 
cial progress,  national  security,  and 
personal  liberty  for  the  future  lies  in 
a balanced  mixture  of  fiscal  and 
monetary  restraint  for  a sufficient 
time  to  break  the  back  of  inflation. 
The  only  lasting  cures  for  this  can- 
cerous economic  disease  are  major 
fiscal  surgery  and  strong  monetary 
chemotherapy.  The  band-aids  and 
aspirin  used  in  the  past  have  pro- 
vided only  temporary  relief  while 
the  patient  got  worse.  Much  good 
life  has  been  borrowed  from  the  fu- 
ture, and  the  time  necessary  for  re- 
payment has  only  begun.  It  would 
be  sad  indeed  to  leave  our  children 
the  cruel  legacy  of  chronic  price  in- 
flation and  a growing  burden  of  un- 
funded social  contracts. 

The  global  depression  of  the 
1930s  and  eventually  World  War  II 
were  triggered  largely  by  high  infla- 
tion rates,  large  foreign  trade  imbal- 
ances, severe  international  mone- 
tary instability,  and  a void  in  world 
leadership.  There  are  too  many 
similarities  today  in  these  same 


areas  to  casually  dismiss  the  possi- 
bility of  a chain  reaction  of  events 
which  could  again  precipitate  global 
economic  stagnation  or  a major 
military  conflict.  The  best,  and  pos- 
sibly the  only  salvation  is  an  Amer- 
ica which  is  economically  strong, 
militarily  prepared,  and  politically 
unified. 

What,  then,  is  the  prospect  for 
our  country  avoiding  the  disastrous 
fate  of  nations  throughout  history 
which  have  attempted  to  defy  eco- 
nomic reality?  One  can  seriously 
debate  whether  it  is  possible  in  our 
diverse  and  special-interest-domi- 
nated democracy  to  impose  the 
necessary  restraint  and  discipline. 
Some  academics  assert  that  such  a 
form  of  government  contains  the 
seeds  of  self  destruction  through  an 
inflationary  bias  which  is  bred  of  the 
human  tendency  toward  political 
expediency. 

The  current  difficulty  of  our  lead- 
ers in  arriving  at  a budget  com- 
promise and  in  reducing  the  deficit 
certainly  lends  validity  to  this 
theory.  The  recent  maneuvering  in 
Washington  is  perhaps  the  most 
risky  political  charade  in  American 
history.  Each  week  that  goes  by 
without  a credible  and  sound  fiscal 
plan  takes  our  economy  and  fi- 
nancial system  closer  to  the  brink  of 
crisis.  Yet.  some  congressmen 
seem  more  concerned  about  parti- 
san politics  and  posturing  for  the  fall 
elections  than  in  serving  the  na- 
tional interest  and  averting  disaster. 
The  American  economic  and  finan- 
cial system  is  highly  vulnerable,  and 
this  is  no  time  for  demogogic 
rhetoric  and  political  expediency. 
The  people  need  to  know  the  truth. 

Let  us  look  at  the  scary  backdrop 
of  the  current  economic  and  finan- 
cial scene.  Key  interest  rates  are 
hovering  just  below  their  all-time 
peaks  for  the  history  of  our  repub- 
lic. The  automobile  and  housing  in- 
dustries are  in  a depression  because 
few  people  can  afford  the  prices  of 
their  products  or  the  cost  of  financ- 
ing them.  Most  savings  and  loan  as- 
sociations are  troubled  and  losing 
money  due  to  carrying  low-yield 
fixed  rate  mortgages  with  high  cost 
variable  rate  money.  Around  ten 
million  people  are  unemployed  with 
layoffs  and  bankruptcies  steadily 
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adding  to  the  number.  The  economy 
appears  to  still  be  sliding  into  what 
could  become  the  deepest  recession 
since  the  1930s.  The  situation  is 
getting  very  serious. 

This  unpleasant  scenario  is  likely 
to  get  worse  instead  of  better  until 
interest  rates  are  reduced  substan- 
tially. Interest  rates  are  unlikely  to 
come  down  very  much  until  fiscal 
restraint  joins  monetary  restraint  in 
the  battle  against  inflation.  Current 
estimates  project  a federal  deficit  of 
around  $100  billion  in  1982.  up  from 
$60  billion  last  year,  with  progres- 
sively higher  figures  in  subsequent 
years.  This  prospect  breeds  ner- 
vousness in  the  financial  markets 
and  prevents  money  rates  from  de- 
clining despite  lower  inflation  and  a 
weak  economy. 

At  this  point,  it  might  be  useful  to 
review  the  basic  determinants  of 
interest  costs  which  do  not  appear 
to  be  well  understood  by  many 
people.  Money  rates  are  not  dis- 
passionately and  capriciously  set  by 
coldhearted  and  steely-eyed  bank- 
ers. Instead,  they  are  established  by 
the  interaction  of  savers,  inter- 
mediaries, and  borrowers  in  in- 
tensely competitive  money  markets 
based  on  many  fundamentals  and 
psychological  considerations.  The 
main  factors  which  determine  the 
level  of  interest  rates  at  a given  time 
include  present  conditions  and  fu- 
ture expectations  for  the  supply  of 
money,  the  demand  for  money,  the 
rate  of  price  inflation,  and  the  de- 
gree of  credit  risk. 

The  combination  of  these  factors 
has  resulted  in  both  ordinary  con- 
sumers on  main  street  and  sophisti- 
cated investors  on  Wall  Street  en- 
joying the  best  returns  ever  on  their 
savings.  Like  OPEC,  they  have 
been  rightfully  demanding  high 
prices  for  a scarce  raw  material  de- 
nominated into  depreciating  dol- 
lars. To  compete  with  the  U.S. 
Treasury  for  funds,  borrowers  are 
having  to  pay  high  and  burdensome 
rates  to  rent  savings.  Savers  are  the 
main  beneficiaries  of  these  high 
rates.  To  survive,  lending  institu- 
tions must  pass  the  cost  of  savings 
on  to  the  borrowers  along  with  a 
reasonable  spread  to  compensate 
for  the  credit  risk  and  handling  costs 
involved  in  serving  as  an  inter- 


mediary and  protecting  the  savers’ 
money. 

While  inflation  is  down  nicely, 
the  other  factors  in  the  interest  rate 
equation  — slow  supply  growth, 
strong  borrowing  demand,  and  high 
credit  risk  — are  keeping  money 
costs  up.  The  massive  demands 
placed  by  the  U.S.  Treasury  on  the 
credit  markets  are  the  principal  rea- 
son for  high  interest  rates.  This  is 
why  it  is  so  critical  that  federal 
spending  and  budget  deficits  be  re- 
duced. If  Congress  will  rise  above 
political  partisanship  and  get  on 
with  this  unpleasant  and  unpopular 
task,  I believe  the  dark  storm  clouds 
that  have  been  gathering  for  some 
time  will  begin  clearing  away.  There 
are  several  favorable  developments 
and  trends  which  provide  encour- 
agement and  hope  for  such  a possi- 
bility over  future  years. 

Perhaps  the  most  positive  and 
certain  force  on  the  horizon  is  the 
demographic  change  which  will 
occur  during  the  1980s  from  the 
further  aging  of  the  post-World  War 
II  baby  boom.  Of  the  estimated  21 
million  total  population  increase 
projected  for  the  decade,  about  17 
million  persons,  or  80%,  will  be  in 
the  25  to  44  age  group.  The  older 
demographic  profile  should  have 
some  profoundly  beneficial  eco- 
nomic, social  and  political  effects. 
Household  formations  will  acceler- 
ate. A mini-baby-boom  is  likely  to 
develop.  The  overall  economy 
should  be  stimulated  as  the  majority 
of  population  growth  is  concen- 
trated in  the  more  expansive  years 
of  family  and  consumer  income  and 
spending. 

Higher  skills  and  experience 
levels  should  improve  productivity. 
The  labor  force  will  grow  more 
slowly,  reducing  pressure  on  unem- 
ployment and  welfare  costs.  Since 
middle-aged  people  tend  to  become 
more  fiscally  conservative  and  to 
pay  a large  proportion  of  taxes,  the 
substantial  increase  in  their  num- 
bers could  intensify  the  revolt 
against  wasteful  government. 
Those  who  were  rebellious  youths 
of  the  late  1960s  and  early  1970s 
may  become  as  upset  as  they  were 
by  the  Vietnam  War  with  the  real- 
ization that  it  is  they  who  must  pay 


the  mounting  public  bills  and  social 
promises  from  the  past. 

There  are  also  some  encouraging 
signs  on  the  monetary  policy  front. 
Toward  the  end  of  the  seventies,  the 
Federal  Reserve  Board  began  to  see 
the  error  of  its  permissive  money 
expansion  and  moderation  of  inter- 
est rates.  In  October  of  1979,  the 
Board  shifted  its  primary  emphasis 
from  managing  and  holding  down 
interest  rates  to  one  of  controlling 
and  restraining  money  supply 
growth  and  letting  interest  rates  be 
determined  more  by  natural  market 
forces.  Except  for  the  period  of 
credit  controls  in  1980,  the  higher 
money  rates  of  the  past  two  and 
one-half  years  have  more  honestly 
reflected  the  underlying  funda- 
mentals of  supply,  demand  and  in- 
flation. 

Tax  policy  is  another  area  where 
there  has  been  a major  and  favora- 
ble shift.  The  President’s  tax  reduc- 
tion, savings  incentive,  and  capital 
recovery  program  enacted  last  year 
should  gradually  create  a larger  pool 
of  funds  to  meet  public  and  private 
sector  credit  and  investment  needs. 
The  program  also  envisions  that  the 
tax  relief  will  stimulate  the  econ- 
omy, gradually  generate  more  fed- 
eral revenues,  and  produce  a declin- 
ing budget  deficit.  If  so,  the  natural 
supply  and  demand  for  money  would 
move  toward  better  balance,  infla- 
tionary pressure  would  be  relieved, 
nervousness  in  financial  markets 
would  be  relaxed,  and  interest  rates 
would  fall. 

There  is  also  good  news  on  the 
energy  scene.  Foreign  crude  oil 
has  actually  declined  in  price,  and 
the  percentage  of  domestic  con- 
sumption coming  from  overseas  has 
been  reduced.  This  has  come  about 
through  a combination  of  price  de- 
control by  President  Reagan,  the 
stimulation  of  domestic  exploration 
as  well  as  alternative  energy  sources, 
and  the  softening  in  consumption 
due  to  the  recession.  It  remains  to 
be  seen  how  much  of  this  improve- 
ment is  permanent,  but  for  the  first 
time  in  nearly  a decade,  foreign 
crude  oil  prices  are  not  going  up  in 
quantum  leaps. 

Developments  on  the  labor  front 
offer  additional  encouragement  for 
moderating  the  trade  deficits,  im- 
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proving  the  competitiveness  of  Amer- 
ican goods  on  world  markets  and 
arresting  the  export  of  jobs.  Well- 
publicized  contract  concessions  in- 
volving several  pacesetter  unions 
indicate  that  the  wage  spiral  has  at 
least  been  temporarily  slowed.  This 
does  not  completely  solve  the  prob- 
lem but  it  does  suggest  a decelera- 
tion in  the  rate  of  increase  in  labor 
costs  which  have  been  a major  fac- 
tor in  the  high  rate  of  inflation  and 
foreign  trade  imbalance. 

Perhaps  the  most  exciting  news  of 
all  is  the  substantial  drop  in  the  in- 
flation rate  itself.  This  is  to  be  ex- 
pected during  a recession  of  such 
depth  and  length,  and  the  real  test 
will  come  when  the  economy  begins 
to  recover.  To  sustain  the  slower 
pace  of  price  increases,  it  is  critical 
that  the  Congress  not  provide  too 
much  fiscal  stimulation  and  that  the 
Federal  Reserve  not  print  excessive 
new  money  as  in  the  latter  stages  of 
the  last  two  recessions.  If  an  upturn 
can  begin  and  continue  without  re- 
kindling inflation,  the  future  will  be 
brighter  indeed. 

The  most  important  point  to  keep 
in  mind  is  that  there  has  been  a 
favorable  shift  of  historical  water- 
shed significance  in  some  of  the 
major  forces  which  influence  eco- 
nomic trends.  The  principal  missing 
ingredient  is  a lack  of  sufficient 
progress  in  the  fiscal  policy  area. 


Even  if  one  does  not  like  every  de- 
tail of  the  President's  program,  it 
does  represent  a fundamental  change 
in  direction  that  should  produce  bet- 
ter results  given  enough  time,  pa- 
tience and  luck.  Most  significantly, 
a start  has  been  made  in  steering 
the  cumbersome,  battleship-like 
U.S.  economy  away  from  a colli- 
sion course  with  the  rocks  and  to- 
ward less  hazardous  water. 

Sometimes  it  is  easier  to  predict 
the  more  distant  future  than  the  near 
term.  While  an  encouraging  but  still 
impressionistic  picture  appears  to 
be  taking  shape  for  the  years  ahead, 
it  would  be  foolhardy  under  the 
uncertain  circumstances  of  today 
for  me  to  attempt  a detailed  forecast 
of  the  interest  rate  and  business 
outlook  over  the  rest  of  1982.  I have 
no  idea  when  and  how  much  money 
costs  will  decline,  when  a recovery 
will  begin,  how  strong  it  may  be.  or 
how  long  it  might  last.  These  are 
uncharted  waters,  and  there  are  no 
landmarks  on  which  to  take  reliable 
bearings.  So  much  of  what  will  hap- 
pen in  the  immediate  future  is  con- 
tingent on  budget  decisions  yet  to  be 
made  in  Washington. 

As  long  as  monetary  policy  has  to 
bear  the  primary  brunt  of  control- 
ling inflation,  the  economy  is  likely 
to  be  more  depressed  and  interest 
rates  to  be  much  higher  than  any  of 
us  would  like.  The  stalemate  of  a 


risky  financial  climate  and  stagnant 
business  conditions  is  not  likely  to 
be  broken  until  Congress  and  the 
Administration  exercise  more  credi- 
ble fiscal  responsibility  and  restraint 
than  has  been  evident  thus  far.  This 
may  not  happen  until  there  evolves 
a stronger  and  more  durable  con- 
sensus of  leadership  and  citizenship. 
Elected  officials  generally  respond 
very  well  to  the  majority  opinions  of 
their  constituents.  Therefore,  it  is 
especially  critical  now  that  Ameri- 
cans make  their  wishes  known  to 
federal  representatives. 

A nation’s  strength  comes  not  so 
much  from  its  arsenal  of  weapons  as 
from  the  unity  of  its  people.  It  is 
crucial  in  these  volatile  and  vulner- 
able times  to  reassure  friends  and 
to  forewarn  foes  that  our  diverse 
country  can  still  be  unified  and  gov- 
erned and  that  our  special  blend  of 
political  democracy,  private  enter- 
prise, and  personal  liberty  can  still 
work.  Despite  its  problems,  the 
United  States  remains  the  best  place 
in  the  world  to  live,  work  and  in- 
vest. I have  high  hopes  that  the 
American  people  and  their  leaders 
will  rise  to  the  challenge  and  restore 
Fiscal  responsibility  and  financial  sta- 
bility. These  are  the  essential  pre- 
requisites to  achieving  our  common 
goals  of  social  progress,  economic 
well-being,  and  individual  freedom. 


MOSES  BEN  MAIMM  (Maimonides)  [1135-12041 

A person  should  always  abstain  from  fruits  of  trees  and  not  consume  them  excessively 
even  when  they  are  dried,  and  and  needless  to  say  when  they  are  fresh.  . . . Figs,  grapes,  and 
almonds,  however,  are  always  good  whether  fresh  or  dried,  and  a person  may  eat  therefrom 
as  much  as  he  requires.  One  should  not  eat  them  constantly  even  though  they  are  better  than 
all  the  [other]  fruits  of  trees. 

Mishneh  Torah,  "Halchoth  De'oth,”  Ch.  IV,  No.  II 
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PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  3 AUGUST  1982 

By  the  time  this  letter  is  published,  we  will  be  looking  forward  to  the  Annual 
Committee  Conclave  at  Southern  Pines.  Many  of  you  have  committee  appointments  and 
will  be  there  for  those  committee  meetings.  I want  to  point  out  to  you  that  your 
attendance  does  not  really  need  to  be  limited  to  those  specific  committees  which 
you  have  been  assigned  to  attend.  There  are  many  other  very  active  committees  and 
all  committees  are  open  to  any  member  of  the  Medical  Society.  This  is  really  your 
meeting,  and  a meeting  in  which  a tremendous  amount  of  work,  both  ground  work  and 
finishing  up  of  previous  work,  is  done.  I know  we  are  all  busy,  but  I've  noticed 
that  in  our  big  hurry  to  get  our  job  done  sometimes  we  miss  the  substantial  pleasure 
and  fellowship  involved  in  at  least  spending  the  day  there , once  having  committed 
that  much  time, or  spend  an  evening  or  night  in  sharing  with  the  rest  of  us  your 
thoughts  and  feelings  about  your  Medical  Society  and  what  it  is  doing  could  be  very 
rewarding  for  all  of  us.  The  cliche  "take  time  to  smell  the  flowers"  is  worth  repeat- 
ing here.  I hope  you  realize  that  this  also  applies  to  those  of  you  who  have  not 
been  assigned  to  a specific  committee;  but  if  there  is  a day  that  you  have  or  would 
be  willing  to  spend,  I think  it  would  be  very  productive  and  very  worthwhile  for 
you  to  attend  at  least  one  or  two  of  your  Medical  Society  Conclave  meetings.  It 
would  be  a real  eye  opener  for  some  of  you  to  see  how  hard  and  diligent  your  fellow 
colleagues  are  working  on  your  behalf.  If  possible  every  new  member  of  the  Medical 
Society  should  make  a point  of  spending  at  least  one  day  at  the  Committee  Conclave 
to  more  fully  appreciate  how  the  Medical  Society  conducts  our  business.  It  should 
surely  help  you,  the  newcomer,  realize  how  very  important  the  Medical  Society  is  to 
each  and  everyone  of  us  and  that  goes  for  you  physicians  who  have  been  in  private 
practice  for  awhile  and  sometimes  wonder  what  your  Society  is  doing  for  you.  Well, 
all  of  you  stop  wondering  and  come  down  to  the  Committee  Conclave  and  find  out. 

At  any  rate  this  is  your  cordial  invitation  to  attend  the  Committee  Conclave  this 
year.  I look  forward  to  seeing  all  of  you  there  and  assure  you  that  it  will  be  worth 
every  minute  that  you  spend. 

This  month  has  been  quiet  so  far,  thank  goodness,  with  not  too  many  major  issues 
coming  before  your  Medical  Society.  The  Internists  had  a fantastic  meeting  at  Myrtle 
Beach  the  last  weekend  in  July.  Their  program  was  designed  to  provide  a comprehen- 
sive review  of  problems  facing  them  in  the  ' 80 1 s , including  the  role  of  the  internist 
in  substance  abuse.  This  program  would  have  been  excellent  for  any  specialty  society, 
and  as  a matter  of  fact,  for  the  general  membership.  Survival  in  the  ' 80 ' s is  a 
problem  for  all  of  us,  and  without  doubt  most  of  us  are  well  aware  of  it  already. 

Of  particular  interest  was  the  joint  meeting  sponsored  by  the  Auxiliary  where  physi- 
cians and  spouses  joined  together  to  consider  "What  Do  You  Do  With  Survivors".  Mrs. 
Marguerite  Tracy  gave  a very  effective  presentation  on  a most  timely  subject.  It 
was  a great  meeting.  I enjoyed  it  and  I congratulate  them  on  their  excellent 
approach  to  the  ' 80 ' s . For  those  internists  who  were  unable  to  attend  the  meeting, 
they  really  missed  a good  one. 

The  July  1982  MEDICAID  BULLETIN  verifies  the  changes  in  the  North  Carolina  Medicaid 
Program,  effective  July  1,  1982.  The  annual  limitation  of  visits  to  physicians' 
offices,  clinics,  hospital  outpatient  clinics,  optometrists,  chiropractors,  and 
podiatrists  has  been  increased  from  18  to  24  visits  per  year.  The  monthly  limit 
on  prescriptions  has  been  raised  from  4 to  6 prescriptions  each  month.  The  prescrip- 
tion limit  will  be  exempted  for  recipients  who  receive  prescriptions  for  the  following 


treatments/diseases,  if  the  diagnos is  is  written  on  the  bottom  of  the  prescription 
blank : 


2.  Chemotherapy  and  Radiation  Therapy 

3.  Acute  Sickle  Cell  Disease 

4.  Hemophilia 

5.  End  Stage  Lung  Disease 

6.  Unstable  Diabetes 

7.  Terminal  Stage  - any  life  threatening  illness 


PRACTITIONER  FEE  SCHEDULES  (Medicaid  Bulletin  - July  1982) 

"A  statewide  fee  schedule  for  practitioners  will  be  adopted,  as  mandated  by  the 
State  Legislature.  A public  hearing  will  be  held  on  August  2,  1982,  regarding  the 
proposed  methodology.  The  proposed  methodology  is: 

A.  Physicians 


1.  Outpatient  service  fees  will  be  based  on  the  75th  percentile  of  usual, 
customary,  and  reasonable  charges  by  specialty,  according  to  the  cur- 
rent Medicaid  pricing  file.  When  different  75th  percentiles  exist 
for  urban  and  rural  areas,  the  higher  fee  will  be  used. 

Primary  care  physicians  will  be  paid  at  100%  of  the  75th  percentile 
for  outpatient  procedures.  All  other  specialists  will  be  paid  at  90% 
of  the  75th  percentile  for  outpatient  procedures.  (Primary  care  phy- 
sicians are  defined  as  General  Practitioners,  Family  Practitioners, 
Internal  Medicine  Specialists,  Obstetricians,  Gynecologists,  and 
Pediatricians) . 

2.  Inpatient  Services 

Fees  for  inpatient  services,  including  surgical  procedures,  will  be 
set  as  follows: 

(a)  The  75th  percentile,  higher  of  urban  or  rural,  will  be  identified 
for  each  specialty  performing  the  inpatient  service. 

(b)  The  lowest  fee  determined  in  (a)  will  be  selected. 

(c)  All  physicians  will  receive  90%  of  the  fee  selected  in  (b)  for 


I am  learning  more  and  more  each  month  from  my  predecessors,  and  for  this  month 
I'm  drawing  on  the  1974-75  presidential  year  of  Frank  R.  Reynolds,  M.D.  One  of 
his  major  problems  of  that  year  was  the  emerging  crisis  surrounding  cost  and  avail- 
ability of  professional  liability  insurance  for  physicians.  He  characterized  the 
issue  this  way:  "This  problem  certainly  has  the  potential  of  being  one  of  the  big- 
gest headaches  that  the  Society  will  face  in  the  future  years."  How  right  he  was! 

In  spite  of  PSRO,  HSA,  and  other  big  issues  facing  the  Society  during  that  year, 
however,  Dr.  Reynolds  did  encourage  us  with  the  words,  "I  can  say  to  you  that  the 
North  Carolina  Medical  Society  symobolizes  excellence  in  professionalism  and  is  held 
in  the  highest  respect  throughout  the  state.  Our  forefathers  have  given  us  this 
heritage."  I share  with  him  that  respect  and  feeling  and  know  it  to  be  true.  It 
is  up  to  each  of  us  to  carry  that  excellence  forward  into  the  future,  not  bowing  t 
PSRO's  or  liability  carriers  or  bureaucrats  who  would  regulate  and  dictate  the  medi 
cal  care  of  our  profession.  Your  Medical  Society  is  working  hard  for  you  to  help 
you  maintain  that  respect  throughout  the  world. 


1.  End  Stage  Renal  Disease 


the  service." 


Marshall  S.  Redding,  M. 
President 


The  Everchanging 
Field  of  Medicine... 


A doctor’s 
study  of 
medicine 
doesn’t  end 
with  medical 
school.  Every 
medical 
advance  or 
new  technique 
redefines  the 
physician’s  role  in 
some  way.  Keeping 
up  with  these  constant 
developments  is  part  of 
being  a doctor. 

Times  do  change... and  this  is 
especially  true  in  the  field  of  medicine. 

Yet,  there  are  some  things  in  life 
that  don’t  change.  Accidents  and 
serious  illnesses  still  happen 
unexpectedly.  And  financial  hardship 
often  follows  — especially  if  you’re 
kept  away  from  work  for  a while. 

For  that  reason,  Disability  Income 
Protection  for  younger  doctors  was 
developed.  As  a member  of  the  North 
Carolina  Medical  Society,  you  are 


eligible  for  this  important 
protection  which  can  help 
replace  lost  income  if  a 
covered  accident  or 
illness  keeps  you  from 
your  practice. 

The  regular  monthly 
benefits  payable 
under  this  plan  may 
be  used  to  cover  any 
expenses  you  decide 
on  — medical  bills, 
groceries  or  even  car 
payments. 

If  you  are  under  the  age  of  55  and 
active  full  time  in  your  practice,  find 
out  more  about  this  valuable  protection 
by  returning  the  coupon  below.  Mutual 
of  Omaha  — underwriter  of  this  plan 
— will  provide  prompt,  courteous 
service  in  furnishing  full  details  of 

coverage. 

Mutual  4T\ 
^OmahaXL/ 

People  you  can  count  on... 

Life  Insurance  Affiliate: 

Unitpd  of  Omaha 

MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 


Mutual  of  Omaha  Insurance  Company  Please  provide  me  complete  information  on 
Mutual  of  Omaha  Plaza  the  Disability  Income  Protection  Plan  available 

Omaha,  Nebraska  68175  to  members  of  the  North  Carolina  Medical 

Society  who  are  under  age  55. 

Name 

Address  

City 

State ZIP 
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the  night  shift 


iaj 

Put  pinworms 
out  of  work... 


Promptly  paralyzes 
rinworms  and  roundworms 

Intiminth®  (pyrantel  pamoate) 
las  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
lazole,  which  blocks  glucose 
iptake — slowly  “starving” 
elminths  to  death — Antiminth 
[uickly  acts  on  the  neuro- 
luscular  junction  to  promptly 
iaralyze  parasites. 

97%  efficacy 
with  a single  dose 

l single  dose  of  Antiminth 
elivers  rapid  clinical  and  parasi- 
ilogical  cures,  “Single  doses. . . 
howed  high  overall  efficacy 
gainst  Enterobius  vermicularis 
)7.2%)  and  Ascaris 
imbricoides  (97.5%).”1 

Simple, 

well  tolerated  therapy 

mtiminth  offers  ease  of  adminis- 
ration  and  patient  tolerance. 

. . . when  compared  to  the  other 
ingle  dose  agents  available, 
Antiminth]  has  the  advantage  of 
eing  non-staining  and  may  be 
etter  tolerated.”2 

The  dosage  form 
children  like 

mtiminth  is  available  as  a pleas- 
nt  tasting,  caramel-flavored 
ral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SCOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SCOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb. ); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co. , Inc. , New 
York,  1980,  p.  1032. 
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Toxic  Encounters 

of  the  Dangerous  Kind 

) 

THE  BADDEST  SEED  — 

RICIN  POISONING 

Have  you  ever  fantasized  about  what 
your  ancestors  were  doing  several  hun- 
dred years  ago?  The  Renaissance,  for  in- 
stance. I can  picture  my  forebears  quite 
clearly  — they  were  Florentine  purveyors 
of  poisons.  It  was  a recognized  profession 
then  and  these  highly  successful  entre- 
preneurs were  employed  by  all  social 
classes,  especially  the  ruling  class.  The 
toxic  agents  used  in  these  endeavors 
probably  included  arsenic  and  poisonous 
plants.  I do  not  know  if  “castor  bean” 
poisoning  (Ricinus  communis)  was  pop- 
ular then,  but  it  would  have  been  a great 
toxin  to  use  — very  low  overhead  in- 
volved in  its  production,  very  efficient 
killing  potential,  can  be  easily  hidden  in 
food,  etc.,  only  small  amounts  needed  to 
eliminate  the  “contractee,”  large  profits, 
many  advantages. 

The  castor  bean  plant  (AKA  castor  oil 
plant)  is  a crop  and  garden  plant  in  many 
parts  of  the  United  States  — especially 
the  South  and  California.  The  plant  can 
readily  be  grown  indoors  and  castor  bean 
seeds  are  readily  available  from  mail 
order  garden  companies  and  garden  sup- 
ply centers.  This  plant  may  be  the  most 
dangerous  plant  grown  in  the  United 
States  (if  not,  then  it  is  a close  second).  It 
is  a large  annual  with  rather  large  showy, 
green,  dark  leaves  and  large  woody, 
green  stems.  Probably  all  parts  of  the 
plant  are  toxic,  but  the  seeds  appear  to 
contain  the  largest  amount  of  toxin  — 
ricin.  Spiny  seed  pods  form  in  clusters 
along  spikes  and  contain  small,  plump, 
attractive  glossy  dark  or  mottled  black  or 
brown  seeds  with  a pleasant  taste.  Need- 
less to  say,  these  are  quite  enticing  to 
children. 

Milligram  for  milligram,  ricin  is  thought 
to  be  one  of  the  top  two  or  three  deadliest 
poisons  available  (others  as  bad  or  worse 
include  abrin  — a similar  phytotoxin 
found  in  the  rosary  pea  and  the  jequirity 
bean,  and  of  course  plutonium).  It  is  al- 
leged that  ricin  is  popular  with  the  KGB 
because  of  its  killing  power  in  small 
quantities.  How  toxic  are  these  seeds. 


you  ask?  If  ingested,  2-6  castor  bean 
seeds  can  be  fatal  for  an  adult  and  1 or  2 
seeds  for  a child.  The  seeds  must  be 
chewed  before  the  toxin,  ricin,  is  re- 
leased. If  the  castor  beans  are  swallowed 
whole,  systemic  toxicity  is  unlikely  be- 
cause the  seed  coat  is  quite  hard  and  tends 
to  prevent  absorption  of  the  ricin. 
Therefore,  the  degree  of  mastication  and 
digestion  determines  the  amount  avail- 
able for  absorption. 

The  mechanism  of  toxicity  of  ricin  is 
not  well  understood.  Technically,  ricin  is 
a phytotoxin  (AKA  toxalbumin).  Phyto- 
toxins are  complex  protein  molecules 
produced  by  some  plants  and  are  very 
toxic  generally.  Some  believe  these  tox- 
ins act  as  proteolytic  enzymes  which 
break  down  critical  proteins.  In  vitro,  as 
little  as  10  molecules  of  ricin  specifically 
bound  to  a glycoprotein  surface  receptor 
of  HeLa  cells  in  culture  is  all  that  is 
needed  to  kill  the  cell.  Current  studies 
suggest  that  ricin  acts  to  prevent  cell  re- 
production in  the  wall  of  the  intestine. 
Earlier  literature  cited  red  blood  cell 
hemolysis  as  the  major  toxic  event,  but 
apparently  this  phenomenon  occurs  only 
when  the  material  is  injected.  The  clinical 
features  of  this  poisoning  are  not  pleasant 
and  certainly  give  no  clue  to  the  diag- 
nosis. There  is  a latent  period,  following 
the  ingestion  of  chewed  seeds,  that  can 
vary  from  two  to  more  than  24  hours. 
Early  features  are  due  to  irritation  of  the 
gastrointestinal  tract:  severe  burning  pain 
in  the  throat,  nausea,  vomiting,  diarrhea, 
severe  abdominal  cramps.  The  gastroen- 
teritis is  typically  hemorrhagic.  Later 
findings  include  stupor,  seizures,  cardio- 
vascular collapse,  uremia  and  death.  Pa- 
tients who  survive  can  be  quite  ill  for 
three  to  10  days. 

As  you  suspected,  because  there  is  no 
antidote  for  ricin  poisoning,  the  manage- 
ment is  entirely  symptomatic.  Strict  at- 
tention to  fluid  and  electrolyte  balance  is 
the  most  critical  part  in  management. 
Emergency  treatment,  following  inges- 
tion, consists  of  gastric  emptying,  and 
liberal  use  of  activated  charcoal.  Appar- 

(Continued  on  page  589) 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Prescribe  for  your  patients  as 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

os  conceived  in  a schematic  model 
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LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  aiso 
offers  a choice  of  other  regimens:  t. i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL"  TABLETS  TTanquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
o summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  repoded  with  use  ot  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  hove  been  repoded 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypedensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dredms,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  repoded  with  Limbitrol  but 
requiring  consideration  because  they  have  been  repoded  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypedension.  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  head  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  udicaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immedidtely  hospitalize  patient  suspected  of  having  taken  an 
overdose.  Treatment  is  symptomatic  and  suppodive  IV  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  repoded  to  :everse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  os  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  sdlt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-DoseR 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50 


WHY  YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  ali  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America's 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others — large  and  small — have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  ot  This  Magazine 
& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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(continued  from  page  584 ) 
ently.  charcoal  binds  ricin  quite  effec- 
tively. 

I was  musing  recently  — what  can  I do 
if  1 retire?  — be  a consultant  to  one  of  our 
national  security  agencies?  Or  possibly 
help  the  family  (or  should  I say  THE 
FAMILY)?  In  any  event,  I could  do  won- 
ders with  a small  cache  of  ricin  — become 
a professional  whatever  and  become  one 


with  my  ancestors  and  possibly  fulfill  my 
Karma. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
and  Chairman,  Committee  on 
Accidents  and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 


"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro 
blem  with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall 

JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 

MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 


August  1982,  NCMJ 


John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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FROM  COLD  FEET 
TO  HOT  HANDS 

Chief  Complaint:  My  husband  says  my  feet  are  too 
cold  in  bed  at  night. 

Rarely  do  husbands  urge  wives  to  see  doctors.  Usu- 
ally it  is  the  wife  who  does  the  insisting  and  the  hus- 
band the  resisting.  Unfortunately,  cold  feet  often  defy 
explanation  although  there  are  exceptions.  Cigarette 
smokers  and  diabetics  are  likely  to  be  among  sufferers 
as  are  those  with  scleroderma  and  systemic  lupus 
erythematosus.  The  young  woman  in  question  had  a 
coarctation  of  her  aorta  and  a bicuspid  aortic  valve 
with  insufficiency.  Surgical  correction  of  the  coarcta- 
tion relieved  her  husband’s  complaint  but  did  little  for 
her  regurgitation. 

Another  frequent  nocturnal  complaint  is  the  calf  or 
arch  muscle  cramp,  more  frequent  in  winter  and  more 
often  suffered  by  women  and  by  patients  with  kidney 
failure  or  myxedema.  Even  in  summer  the  latter  beg 
for  blankets  as  others  swelter  and  like  "Mad  Dogs  and 
Englishmen  go  out  in  the  midday  sun."  Something  has 
gone  wrong  with  their  temperature  control  centers, 
correctible  only  by  renal  transplantation  or  therapeu- 
tic thyroid  hormone. 

In  the  early  years  of  dialysis,  not  that  long  ago  but 
ancient  history  for  some,  nephrologists  were  often 
perplexed  by  sudden  fevers  to  101-102°  F in  patients 
just  completing  acute  hemodialysis,  fearing  that  the 
membrane  was  not  really  impermeable  to  bacteria  and 
that  septicemia  had  resulted.  Many  a sterile  blood 
culture  resulted.  Then  it  was  realized  that  the  fever 
must  be  a rebound  provoked  by  the  dialysis  of  some 
substance(s)  responsible  for  the  lower  temperature  of 
disease. 

While  unidentified  substances  appear  to  be  present 
in  excess  in  patients  with  renal  failure,  deficiency  of  a 
specific  compound,  thyroxine,  is  obviously  responsi- 
ble for  myxedematous  hypothermia.  In  hypothyroid 
patients  the  cardiac  output  is  diminished,  the  pulse  is 
slowed,  the  skin  is  thickened  and  peripheral  vas- 
oconstriction, at  times  leading  to  correctable  hyper- 
tension, apparent.  Even  the  nails  are  afflicted,  brittle 
and  slowly  growing.  By  contrast,  the  hyperthyroid 
individual  tolerates  heat  poorly,  has  a hyperdynamic 
circulation  characterized  by  tachycardia  and  a wide 
pulse  pressure  and  is  often  quite  agitated.  Because  of 
the  threefold  increase  in  peripheral  blood  flow,  hands 
are  hot  and  nails  thin,  often  with  the  characteristic 
excavation  emphasized  by  Plummer. 

Hot  hands  may  be  of  considerable  differential  diag- 
nostic importance  in  deciding  what  is  going  on  with  a 
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mildly  wide-eyed,  anxious  young  matron  with  tachy- 
cardia and  a thyroid  nodule  or  modest  generalized 
enlargement  of  the  gland.  If  her  palms  are  cool  and 
clammy  and  her  husband  complains  of  her  cold  feet 
under  the  covers,  it  isn't  hyperthyroidism. 

What  of  nocturnal  leg  cramps  in  healthy  young  or 
middle-aged  women?  There  is  a temperature  gradient 
from  the  warmer  core,  measured  with  oral  or  rectal 
thermometer,  to  the  cooler  extremities  of  as  much  as 
10-15°  C1  so  down  booties  or  knee  socks  might  be 
appropriately  recommended  rather  than  the  quinine 
so  commonly  prescribed.  It  would  be  interesting  to 
know  whether  these  cramps  are  more  frequent  during 
the  ovulatory  or  luteal  phases  of  the  menstrual  cycle. 
After  all  the  rhythm  method  of  contraception  is  based 
on  the  increased  body  temperature  induced  by  the 
secretion  of  progesterone  at  mid-cycle. 

Temperature  has  a circadian  as  well  as  monthly 
rhythm  so  that  we  are  all  colder  at  night  whether  the 
furnace  is  turned  down  or  not.  But  it  is  difficult  for 
some  patients  to  accept  the  0.4°  C daily  amplitude  of 
oral  temperature.2  Doesn’t  the  usual  household  ther- 
mometer have  a blue  or  red  arrow  fixed  eternally  and 
absolutely  at  98.6°  F?  Perhaps  this  fixed  belief  is  re- 
lated to  similar  loyalty  to  red-letter  editions  of  the 
New  Testament.  Then,  too,  there  are  those  who  know 
when  they  have  a fever  even  without  measuring  and 
who  seek  antibiotic  therapy  for  what  must  be  an  infec- 
tion. They  need  to  be  reminded  that  measure,  par- 
ticularly when  confirmed,  validates  a symptom 
transforming  it  into  its  objective  manifestation,  the 
sign. 

This  matter  is  one  of  considerable  historical  impor- 
tance in  science,  for  as  Kuhn3  has  noted,  "Before  the 
thermometer  had  become  unequivocally  a laboratory 
instrument  rather  than  an  experimental  subject,  ther- 
mometric reading  had  to  be  seen  as  the  direct  measure 
of ‘degree  of  heat,’  and  sensation  had  simultaneously 
to  be  viewed  as  a complex  and  equivocal  phenomenon 
dependent  upon  a number  of  different  parameters.” 
Substitute  clinical  or  household  for  experimental  and 
remember  that  many  features,  physical  and  be- 
havioral, must  be  analyzed  if  the  vagaries  of  temper- 
ature are  to  be  interpreted  accurately  in  the  patient’s 
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BROWNE  SPOTS 

"That  temperamental  dignotions,  and  conjecture  of 
prevalent  humours , may  be  collected  from  spots  in  our 
nails , we  are  not  averse  to  concede.  But  not  yet  ready 
to  admit  sundry’  divinations  . . . that  spots  in  the  top  of 
the  nails  do  signify  things  past;  in  the  middle , things 
present;  and  at  the  bottom,  events  to  come." 

Sir  Thomas  Browne 

The  works  of  the  17th  Century  English  physician 
and  antiquarian.  Sir  Thomas  Browne  (1605-1682), 
were  particularly  loved  by  Sir  William  Osier.  Religio 
Medici  was  especially  favored  and  was  included  along 
with  the  Bible.  Shakespeare,  Montaigne,  Plutarch, 
Marcus  Aurelius,  Epictetus,  Emerson.  Oliver  Wen- 
dell Holmes’  Breakfast-Table  Series  and  Don  Quixote 
in  the  bedside  library  he  recommended  for  medical 
students.  A list  for  moderns  would  certainly  include 
the  Bible,  Shakespeare  and  Don  Quixote  but  the 
others  sadly  have  been  vanquished  to  the  library,  the 
concern  primarily  of  20th  Century  antiquarians. 

It  is  too  bad.  Religio  Medici  is  the  testimonial  of  an 
astute,  observant  and  scholarly  physician  who  faced 
both  ways  in  a period  of  dynamic  transition.  He  was 
skeptical  about  the  conventional  medical  wisdom  of 
his  day.  appreciated  the  need  for  verification  to  estab- 
lish facts  and  gently  but  firmly  rejected  frozen  dog- 
mas. Yet  in  keeping  with  most  of  his  contemporaries 
he  believed  in  witches  and  was  quite  unable  to  culti- 
vate disbelief,  an  essential  attribute  of  the  modern 
scientist  and  physician.  Like  many  of  his  colleagues, 
he  held  that  a denial  of  the  existence  of  witches  led  to  a 
denial  of  the  reality  of  the  devil,  certainly  an  untenable 
position  in  the  century  that  saw  the  regicide  of  Charles 
I,  the  Commonwealth  and  the  publication  of  Para- 
dise Lost  with  its  faustian  Satan.  But  as  his  comment 
above  indicates,  he  was  skeptical  of  divination  and 
aware  that  the  inner  man  might  be  read  from  outer 
signs.  For  the  17th  Century  was  also  the  time  of 
William  Harvey,  of  Sir  Isaac  Newton,  who  practiced 
alchemy,  and  of  the  founding  of  the  Royal  Society. 

Since  Browne,  we  have  learned  a great  deal  about 
fingernails  but  our  knowledge  is  almost  as  unsyste- 
matic as  that  he  displayed  in  Pseudodoxia  Epidemica; 
Enquiries  into  very  many  commonly  received  Tenets 


and  commonly  presumed  Truths,  a volume  later  called 
Vulgar  Errors.  Look  only  at  the  transverse  white  lines 
the  nails  occasionally  exhibit  in  illness.  Their  causes 
are  manifold  and  each  medical  subspecialty  has  its 
own  eponym,  after  the  physician  who  described  it  first 
in  his  field.  The  nephrologist  calls  them  Muehrcke’s 
lines  when  they  occur  in  the  nephrotic  syndrome  or  in 
renal  failure,  the  neurologist  Mees’  lines  because  they 
may  be  present  in  arsenical  neuritis  (incidentally  ap- 
preciated first  by  Sabin  nearly  two  decades  before 
Mees)  and  the  dermatologist  Beau’s  lines  (leukony- 
chia  striata)  attributable  to  defective  keratinization  of 
the  nails. 

Since  Browne  described  spots  not  lines  it  would  be 
neither  proper  nor  historically  accurate  to  throw  out 
all  our  eponyms  in  favor  of  Browne’s  lines.  Still  he 
really  deserves  a place  somewhere  in  the  name  of 
some  syndrome  of  some  sign.  Perhaps  spots  in  the 
psoriatic  fingernail  though  they  aren’t  brown  could  be 
called  Browne  spots.  Because  the  vulgar  error  of 
treating  such  onychopathy  with  x-ray,  the  presump- 
tive diagnosis  being  onychomycosis,  was  once  com- 
mon, Sir  Thomas  might  be  pleased,  hopeful  that  a 
vulgar  diagnostic  error  had  been  laid  to  rest. 

In  Pseudodoxica  (in  which  the  introductory  quota- 
tion is  found)  he  also  devoted  considerable  attention 
to  fingers,  particularly  to  the  ring  finger,  noting  that 
“an  opinion  there  is  . . . presumably  a cordial  relation 
that  a particular  vessel,  nerve,  vein  or  artery  thereto 
from  the  heart,  and  therefore  that  especially  hath  the 
honour  to  bear  our  Rings.’’  Such  practice  he  observed 
was  followed  by  Christian  and  heathen  and  further 
commented  that  “this  (finger)  is  seldom  or  last  of  all 
affected  with  gout,  and  when  that  becometh  nodous, 
man  cannot  continue  long  after.”  But  he  adds,  “Not- 
withstanding all  which  we  remain  unsatisfied,  nor  can 
we  think  the  reasons  alleadged  sufficiently  establish 
the  preheminency  of  this  Finger.” 

Knowing  his  anatomy,  Browne  was  aware  of  no 
“peculiar  vessel  in  this  Finger.”  But  this  has  not  pre- 
vented the  continuing  “preheminency”  of  the  third 
finger  left  hand  in  matters  hymeneal.  The  ancients 
considered  that  finger  closest  to  the  heart  and  so  must 
we,  reinforced  by  the  wisdom  of  the  ages. 

J.H.F. 


MOSES  BEN  MAIMM  (Maimonides)  [1135-1204] 

Another  major  principle  of  bodily  health,  [physicians]  state,  is  that  as  long  as  a person 
labors  and  becomes  greatly  fatigued  and  does  not  satiate  [himself  by  overeating]  and  keeps 
his  bowels  soft,  no  illness  will  befall  him  and  [on  the  contrary]  his  strength  becomes  fortified 
even  if  he  eats  detrimental  foods. 

Mishneh  Torah,  ‘‘Halchoth  De'oth,"  Ch.  IV,  No.  14 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a nomcontributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro' 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 

CPT  Gilmer  M.  Hayes,  MSC 

USAR  AMEDD  Procurement,  5529  Chapel  Hill  Boulevard,  Durham,  NC  27701 

(919)  493-1364/4107 
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From  the  Desk 

A 

of  the  Managing  Editor 
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THE  NORTH  CAROLINA 
MEDICAL  JOURNAL: 

THAT  WHICH  YOU  MIGHT 
NOT  HAVE  THOUGHT  ABOUT 

Robert  W.  Prichard,  M.D. 

The  following  editorial  was  presented  May  6,  1982.  in  Pinehurst, 
N.C.,  as  part  of  the  Journal’s  Report  to  the  House  of  Delegates. 

— A.A.H. 

Most  of  us  come  along  through  medicine  thinking  of 
journals  as  the  place  where  one  gets  authoritative 
information  about  the  latest  in  medicine.  There  are 
other  places  where  one  gets  casual  information,  such 
as  the  evening  national  news  and  the  National  En- 
quirer. But  over  the  last  twenty  years  or  so.  journals 
have  differentiated  along  various  pathways.  The  true 
state  medical  journal,  such  as  ours,  has  acquired 
characteristics  which  might  escape  someone  who  isn’t 
devoted  to  studying  the  species. 

A person  wanting  to  know  what  occupied  the  ener- 
gies and  pocketbooks  of  North  Carolina  physicians  in 
1882  can  turn  only  to  the  Transactions  of  our  Society. 
In  the  year  2082,  those  unvaporized  will  have  only 
the  North  Carolina  Medical  Journal.  There  is  no 
other  place  in  which  the  state  of  the  profession  can  be 
sampled  as  readily.  This  archival  function  of  the  Jour- 
nal is  priceless.  If  we  don’t  provide  for  it,  no  one  else 
will,  or  should.  If  it  costs  each  of  us  $1 . 10  a month  to 
do  so,  could  we  be  spending  that  sum  on  a better 
purpose? 

During  the  past  year,  the  Journal  has  run  articles  on 
the  child  abuse  problem  in  Durham  County,  Burkitt- 
type  lymphoma  as  seen  in  Chapel  Hill,  the  implica- 
tions of  changes  in  North  Carolina  statutes  dealing 
with  the  right  to  die  naturally,  medical  care  in  the 
state’s  jails,  how  patients  get  to  see  the  doctor  in 
Winston-Salem.  Is  there  another  publication  which 
would  document  these  important  concerns  of  our 
profession  as  a distinctly  North  Carolina  entity?  Peo- 
ple in  Virginia  and  South  Carolina  have  their  own 
environmental  and  legal  quirks  to  deal  with  and,  like 
us,  have  their  own  medical  journal  to  record  how  they 
come  to  grips  with  them. 

On  the  historical  side,  we  have  heard  about  the 
development  of  the  Raleigh  Academy  of  Medicine, 
North  Carolina  medical  curiosities,  civil  war  medicine 
in  the  state,  the  April  1849  state  medical  convention  in 
Raleigh,  and  the  newly  opened  Vierling  House  in  Old 
Salem,  home  of  one  of  the  last  of  the  German-born 
doctors  of  that  town.  Some  of  these  things  might  have 
found  their  way  into  such  places  as  the  North  Carolina 
Historical  Review,  but  most  doctors  would  not  have 


seen  them  in  that  excellent  publication.  Furthermore, 
most  of  the  historical  material  which  runs  in  the  Jour- 
nal  would  not  find  its  way  into  the  Review  for  various 
reasons. 

The  news  notes  from  our  four  medical  schools  could 
no  doubt  be  reconstructed  from  the  records  of  the 
schools  and  from  newspaper  files,  but  there  would  be 
no  single  place  where  our  professional  descendants 
could  get  a panoramic  view  of  what  goes  on  in  our 
schools  month  by  month. 

Various  committee  reports  and  accounts  of  the  Ex- 
ecutive Council  proceedings  appear  regularly  in  the 
Journal.  They  also  find  a home  in  the  Society  office 
files.  Members  would  generally  find  themselves  un- 
willing to  go  to  that  source  and  would  not  keep  current 
as  easily  as  they  now  can  through  a quick  scan  of  the 
Journal. 

We  need  to  look  at  the  Journal  through  modem 
eyes,  accepting  it  as  a state  journal  intended  for  the 
needs  of  North  Carolina  doctors.  We  must  ask  our- 
selves if  our  money  is  well  spent,  recognizing  the  small 
amount  of  money  it  is  costing  us,  subsidized  as  the 
Journal  is  by  advertisers.  Finally,  we  need  to  ask 
ourselves  what  would  replace  the  Journal  if  it  were  no 
longer  published,  unless  we  are  willing  to  say  that 
what  we  do  is  not  worth  recording  and  reading  about  in 
our  capacity  as  North  Carolina  physicians  in  1982. 

ROCKY  MOUNTAIN  SPOTTED  FEVER 

A provisional  total  of  1,170  cases  of  Rocky  Moun- 
tain spotted  fever  (RMSF)  occurring  in  the  United 
States  in  1981  have  been  reported  to  CDC.  On  the 
basis  of  this  figure,  the  incidence  rate  of  RMSF  in  1981 
for  the  United  States  as  a whole  was  0.51  cases/ 
100,000  population. 

The  South-Atlantic  states  accounted  for  671  (57%) 
of  the  reported  cases.  The  highest  rates  of  RMSF  were 
for  North  Carolina  (301  cases,  5.06/100,000).  South 
Carolina  (102  cases,  3.22/100,000),  Oklahoma  (99 
cases,  3.19/100,000),  Virginia  (105  cases,  1.93/ 
100,000),  Tennessee  (82  cases,  1.78/100,000),  Mary- 
land (66  cases,  1 .55/100,000),  and  Arkansas  (35  cases, 
1.53/100,000). 

States  submitted  case-report  forms  on  1,059  (91%) 
of  the  reported  cases.  Of  these,  372  (35%)  were  con- 
firmed by  complement-fixation  (CF),  indirect  fluo- 
rescent-antibody (IFA),  indirect  hemagglutination 
(IHA),  latex-agglutination  (LA),  or  microagglutina- 
tion (MA)  tests;  isolation  of  spotted  fever  group  ric- 
kettsiae;  or  fluorescent-antibody  staining  of  biopsy  or 
autopsy  specimens.  An  additional  129  patients  (12%), 
whose  specimens  reacted  positively  in  the  Weil-Felix 
agglutination  test,  but  were  not  tested  by  other 
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methods,  were  designated  as  having  “probable” 
cases.  The  other  558  cases  (53%)  were  reported  on  the 
basis  of  clinical  diagnosis  alone.  Sixty  percent  of  the 
patients  were  male,  53%  were  persons  <20  years  of 
age,  and  92%  were  white. 

Ninety-six  percent  of  the  patients  became  ill  be- 
tween April  1 and  September  30.  Symptoms  reported 
included  fever  (98%),  headache  (90%),  rash  on  torso 
(85%),  and  rash  on  palms  and  hands  or  soles  of  feet 
(60%).  Rash  was  significantly  more  commonly  as- 
sociated with  laboratory-confirmed  (89%)  than  with 
unconfirmed  (82%)  cases  (p  < 0.01);  otherwise,  the 
prevalence  of  symptoms  was  similar  for  these  two 
groups  of  patients.  Seventy-nine  percent  of  patients 
were  hospitalized  during  their  illness.  Sixty-seven 
percent  of  the  patients  for  whom  exposure  informa- 
tion was  available  reported  a tick  bite  or  attachment 
within  14  days  before  onset  of  illness.  The  case-fatal- 
ity rate  (3.4%)  was  higher  for  blacks  (6.7%)  than 
whites  (3.0%),  higher  for  persons  5=  30  years  of  age 
(4.6%)  than  for  younger  individuals  (2.8%),  higher  for 
persons  with  unknown  or  no  tick  exposure  (4.4%)  than 
for  persons  reporting  a tick  bite  or  attachment  (2.6%), 
and  higher  for  persons  not  reporting  treatment  with 
tetracycline  or  chloramphenicol  (8.0%)  than  for  those 
who  received  such  antibiotic  therapy  (2.5%). 

Twenty-five  percent  of  patients  for  whom  the  his- 
tory was  available  reported  travel  outside  of  the 
county  of  residence  within  14  days  before  onset  of 
illness. 

There  were  301  reported  cases  of  RMSF  in  North 
Carolina  in  1981, 6%  fewer  than  the  record  321  cases 


reported  in  1980.  Seven  deaths  were  attributable  to 
RMSF  in  1981  compared  to  17  in  the  state  in  1980. 

In  cooperation  with  the  Centers  for  Disease  Con- 
trol, the  Division  of  Flealth  Services  requested  that  a 
new  surveillance  form  be  completed  on  each  case  of 
RMSF  reported  in  1981.  Mainly  through  the  efforts  of 
local  health  department  personnel  following  up  on 
these  cases  with  attending  physicians,  these  forms 
were  completed  on  284  (94%)  of  the  reported  cases. 

A new  feature  of  the  1981  form  was  the  classifica- 
tion of  cases  into  “confirmed.”  “probable,”  and  “not 
confirmed”  categories  based  on  serologic  or  tissue 
diagnostic  study  results  for  the  reported  cases.  Of  the 
284  cases  for  which  data  were  collected,  130  (46%) 
were  classified  as  confirmed,  21  (7%)  as  probable,  and 
133  (47%)  as  not  confirmed. 

Interestingly,  while  there  was  no  apparent  differ- 
ence between  the  confirmed/probable  group  and  the 
not-confirmed  group  in  the  percentage  of  RMSF  pa- 
tients who  could  recall  a tick  bite  or  attachment  within 
two  weeks  preceding  onset  of  illness  (61%  of  both 
groups),  there  was  a significant  difference  (p  < 0.005) 
between  the  percentage  of  confirmed/probable  cases 
that  required  hospitalization  (80%)  and  the  percentage 
of  not-confirmed  cases  that  were  hospitalized  (64%). 
This  difference,  of  course,  may  simply  reflect  the  dif- 
ference in  likelihood  of  performance  of  diagnostic 
tests  on  non-hospitalized  patients  compared  with  hos- 
pitalized patients.  Sixty  percent  of  hospitalized  cases 
were  confirmed  or  probable  whereas  39%  of  non- 
hospitalized  cases  fell  into  this  category. 


Figure  1.  Rocky  Mountain  spotted  fever  (tick-borne  typhus),  reported  cases  per  100,000  population,  by  year,  United  States, 
1955-1981. 


‘Provisional 


Reprinted  from  Morbidity  and  Mortality  Weekly  Report,  Vol.  31 , No.  19  and  Epidemiologic  Notes  & Communicable  Disease  Morbidity  Report,  No.  82-3. 
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(continued  from  page  594) 

An  important  change  in  the  method  of  conducting 
national  surveillance  of  RMSF  in  1981  was  the  adop- 
tion of  a new  case-report  form  that  provides  informa- 
tion about  symptoms,  hospitalization,  treatment,  tick 
exposure  and  travel,  and  also  defines  stricter  criteria 
for  laboratory  confirmation  of  cases.  A clinically 
compatible  case  with  diagnostic  serologic  results  de- 
termined by  CF,  IFA,  IHA,  LA,  or  MA  is  considered 
confirmed  (a  case  with  positive  titers  obtained  by  the 
Weil-Felix  reaction  is  only  considered  a probable 
case).  Patients  from  whom  the  causative  agent  is  iso- 
lated, or  who  have  positive  fluorescent-antibody 
staining  of  tissue  specimens,  are  also  considered  to 
have  confirmed  cases.  These  stricter  criteria  are  re- 
sponsible for  the  lower  percentage  of  cases  confirmed 
by  laboratory  testing  in  1981  compared  with  1980(35% 
versus  62%,  respectively).  It  should  be  emphasized 
that  confirmation  of  RMSF  is  of  epidemiologic  im- 
portance but  cannot  usually  be  expected  to  occur  be- 
fore days  10-14  after  onset  of  illness.  Therefore,  diag- 
nosis must  rely  on  clinical  (fever,  headache,  rash, 
myalgia)  and  epidemiologic  (tick  exposure)  criteria, 
and  treatment  must  be  initiated  before  laboratory 
confirmation  is  available. 

Prevention  of  RMSF  entails  frequent  inspection  of 
persons  for  ticks  when  exposure  is  likely.  (Ticks  do 
not  usually  transmit  infection  until  they  have  been 
attached  for  several  hours.)  Ticks  are  best  removed  by 
grasping  the  tick  with  tweezers  as  close  as  possible  to 
the  point  of  attachment  and  by  pulling  slowly  and 
steadily.  If  tweezers  are  not  available,  fingers  pro- 
tected with  facial  tissue  may  be  used.  If  bare  hands 
touch  the  tick  during  removal,  the  hands  should  be 
washed  thoroughly  with  soap  and  water,  because  tick 
secretions  can  be  infective. 

A vaccine  against  RMSF  is  in  the  developmental 
stage,  but  is  not  expected  to  be  available  in  the  near 
future. 

Editorial  Note:  Following  the  rapid  rise  in  the  1970s  of 
RMSF  incidence  in  the  United  States,  infection  rates 
since  1977  have  remained  about  the  same  (Figure  1). 
The  predominant  occurrence  of  RMSF  in  the  South- 
eastern states  and  the  higher  incidence  for  younger 
persons,  males  and  whites  have  remained  unchanged 
in  recent  years.  The  case -fatality  rate,  which  has 
fluctuated  between  3%  and  8%  since  1970,  indicates 
that  RMSF  remains  a serious  illness  that  requires 
prompt  diagnosis  and  early  treatment  with  tetra- 
cycline or  chloramphenicol.  Risk  factors  that  have 
been  associated  with  fatalities  include  age  30  years, 
male  sex,  black  race,  absence  of  skin  rash,  failure  to 
obtain  a history  of  exposure  to  ticks,  and  lack  of 
appropriate  antibiotic  treatment.1  A history  of  travel 
to  an  area  in  which  infected  ticks  are  endemic  may 
be  critical  to  the  diagnosis  of  RMSF  when  a patient 
is  seen  in  an  area  where  the  disease  does  not  com- 
monly occur. 

References 
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PROBLEMS  WITH 
CARBONLESS  COPY  PAPER 

The  Occupational  Safety  and  Health  Administra- 
tion of  the  U.S.  Department  of  Labor  has  requested 
any  information  that  might  be  available  from  the 
medical  profession  of  this  country  to  suggest  an  un- 
usual incidence  of  health  problems  stemming  from  the 
use  of  carbonless  copy  paper.  In  Sweden  there  have 
been  reports  which  suggest  that  persons  working  with 
carbonless  copy  papers  have  developed  complaints  of 
irritation  of  the  eyes,  mucous  membranes  or  skin  and 
there  have  been  some  allegations  of  an  occupational 


relationship.  No  cases  have  been  reported  outside  of 
Sweden.  In  particular,  there  have  been  no  cases  re- 
ported from  this  country.  Patch  tests,  prick  tests, 
positive  eye  provocation  of  inhalation  tests  with  sub- 
stances used  in  carbonless  copy  paper  have  never 
been  reported. 

Any  physician  who  has  noticed  an  unusual  fre- 
quency of  irritation  of  the  eyes,  mucous  membranes  or 
skin  that  seem  to  be  associated  with  the  use  of  car- 
bonless copy  paper  should  notify  the  Division  of  Sci- 
entific Policy,  Richard  J.  Jones,  M.D.,  Director  at 
AMA  Headquarters,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 


When  a person  eats,  he  should  always  be  sitting  in  his  place  or  reclining  on  the  left  side.  He 
should  not  walk  nor  ride  nor  exercise  nor  agitate  his  body,  nor  should  he  promenade  until  the 
food  is  digested  in  his  intestines.  Any  one  who  promenades  [immediately]  after  his  meal  or 
who  fatigues  himself  brings  upon  himself  serious  and  grave  illnesses. 

Mishneh  Torah,  “Hilchoth  De'oth,”  Ch.  IV.  No.  3 (tr.  by  Fred 
Rosner  in  Annals  of  Internal  Medicine  62:372,  1965) 


TEGA-CORT  FORTE  1%  - TEGA  - CORT  - 0.5% 

(Available  at  all  drug  stores  - Rx  Only) 

SQUEEZE  TYPE  DISPENSER  BOTTLES 

Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosteroiid 

responsive  dermatoses  including  Poison  Ivy,  and  sunburn. 

Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 

by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 
use  only.  Store  in  a cool  place  but  do  not  freeze. 

PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 
DETAILED  INFORMATION 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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New  Members 


DURHAM-ORANGE 

Brothers,  George,  Jr.,  (IM)  613  Vickers  Avenue,  Durham  27701 
Coleman,  Arnett,  (IM)  613  Vickers  Avenue,  Durham  27701 
Holcomb.  Gerianne  Geszler.  (STUDENT)  415  Dorothy  Drive, 
Cary  275 1 1 

Khoury,  Gregory  Charles,  (RESIDENT)  2816  Erwin  Road  #7C, 
Durham  27705 

Pomper.  Mark  Elliott,  (STUDENT)  Box  2805,  Duke  Medical 
School,  Durham  27710 

Taylor.  Dean  Curtis,  (STUDENT)  311  S.  LaSalle  St.,  Apt.  44, 
Durham  27705 

FORSYTH-STOKES-DAVIE 

Thompson.  Robert  Bell,  (STUDENT)  3816-G  Country  Club  Road, 
Winston-Salem  27103 

Updike,  Jan  Charles,  (FP)  300  S.  Hawthorne  Road,  Winston-Salem 
27103 

GUILFORD 

Blomquist,  Gustav  Arthur.  Jr.,  (PS)  1217  Magnolia,  Suite  #4, 
Greensboro  27401 

Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 
Victor  B.  Taube 
Private  Ledger  Financial 

Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 


MECKLENBURG 

Calabretta,  Arthur  Matthew,  (PS)  1900  Randolph  Road,  Ste.  300, 
Charlotte  28207 

NEW  HANOVER-BRUNSWICK-PENDER 

Chen,  Chin  Cheng,  (N)  1404  Medical  Center  Drive,  Wilmington 
28401 

Van  Nynatten,  Fred  H.,  (IM)  105  Trail  in  the  Pines,  Wilmington 
28403 

Ward,  Michael  Mundy,  (EM)  552  Ocean  Blvd.,  West,  Holden 
Beach  28462 

PASQUOTANK-CAMDEN-CURRITUCK-DARE 

Brandspigel.  Karl.  1134  N.  Road  Street,  Elizabeth  City  27909 

PITT 

Saldanha.  Rita  Louis,  (NPM)  213  Woodhaven  Road,  Greenville 
27834 

WAKE 

Thullen,  James  Donald,  (PD)  6514  Lakehill  Apt.  T,  Raleigh  27609 


What?  When?  Where? 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

August  9 

"Biofeedback  for  the  Psychiatric  Patient:  Problems  and  Solutions” 
Place:  Asheville 

Fee:  $50 

Credit:  4 hours 

Info:  Forrest  L.  Smith,  Project  Coordinator,  DUMC,  Continu- 

ing Medical  Education  in  Psychiatry,  Box  3253  DUMC, 
Durham,  NC  27710,  919-684-5050 

August  28-29 

“Dermatology  for  the  Non-Dermatologist” 

Place:  Wilmington 

Fee:  $75 

Credit:  7 hours  (AAFP  applied  for) 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill.  NC  27514,  919- 
962-2118 

September  8 

“Cancer  Day  1982” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 
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September  10-11 

"Intraocular  Lens  Implantation  Workshop” 

Place:  Chapel  Hill 

Fee:  $50 

Credit:  16  hours 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-21 18 


September  14 

“Management  of  Acute  and  Chronic  Pain” 

Place:  Fayetteville 

Credit:  6 hours,  AAFP 

Info:  Mary  Henley,  Cape  Fear  Medical  Symposium,  PO  Box 

64699,  Fayetteville,  NC  28306.  919-323-1152 

September  12-16 

“Family  Medicine  Review” 

Place:  Winston-Salem 

Fee:  $345 

Credit:  40  hours 

Info:  Emery  C.  Miller,  M.D..  Associate  Dean  of  Continuing 

Education,  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

September  23-26 

"Urologic  Malignancies” 

Place:  Pinehurst 

Credit:  16  hours 

Info:  Linda  Mace.  Assembly  Secretary,  Box  3707,  Duke  Hos- 

pital, Durham,  NC  27710 

September  24 

“Fourth  Annual  Health  Law  Forum” 

Place:  Greenville 

Fee:  $100 

Credit:  7 hours  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224.  Greenville,  NC 

27834,  919-758-5200 

September  28 

"The  Role  of  Physician  and  Minister  in  Patient  Care” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours  (AAFP  applied  for) 

Info:  Edwin  W,  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 

October  6 

“Surgical  Update  for  Non-Surgeons” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

October  6-7 

“22nd  Annual  Charlotte  Postgraduate  Seminar” 

Place:  Charlotte 

Fee:  None 

Credit:  12  hours,  AAFP 

Info:  Michael  N.  Leblang,  M.D.,  Eastway  Medical  Clinic  PA, 

4101  Central  Avenue,  Charlotte,  NC  28205.  704-537-0020 

October  8 

“Seminar  in  Medicine” 

Info:  Emery  C.  Mill,  M.D.,  Associate  Dean  of  Continuing  Edu- 

cation, Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

October  22-23 

“Nutrition  and  Cancer:  The  15th  Annual  Malignant  Disease 
Symposium 
Place:  Chapel  Hill 

Fee:  $125 

Info:  Mimi  Minkoff,  Cancer  Research  Center.  Box  30.  Mac- 

Nider Building,  Chapel  Hill,  NC  27514 


October  27 

“Calcium  Antagonists:  A New  Era  of  Therapy  for  Cardiovascular 
Diseases” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 

November  10 

“Developmental  Disability  in  the  Neonate  and  Infant:  Causes  and 
Rehabilitation” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours,  Category  I;  3 hours.  AAFP 
Info:  Edwin  W.  Monroe.  M.D.,  PO  Box  7224.  Greenville.  NC 

27834.  919-758-5200 


Out-of-State-Southeastern  Region 
August  5-7 

“The  4th  Annual  MCV  Pediatric  Primary  Care  Conference: 
Pediatrics  at  the  Beach” 

Place:  Virginia  Beach,  VA 

Info:  Kathy  E.  Johnson,  Box  48,  MCV  Station,  Richmond.  VA 

23298,  804-786-0494 

August  2-7 

“Tenth  Annual  Beach  Workshop” 

Place:  Myrtle  Beach,  SC 

Fee:  $175 

Credit:  20  hours 

Info:  Emery  C.  Miller.  M.D.,  Associate  Dean  of  Continuing 

Education.  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road,  Winston-Salem,  NC  27103,  919-748- 
4450 

August  13-14 

“EKG  Interpretation  and  Arryhthmia  Management” 

Place:  Nashville,  Tenn 

Fee:  $245 

Credit:  13  hours,  Category  I:  13  hours,  AAFP 
Info:  IMEC,  Division  of  Postgraduate  Education,  64  Inverness 

Drive  East.  Englewood.  Colo  801 12,  800-525-8651 

September  13-15 

“Nutrition  and  Blood  Pressure  Control” 

Place:  Arlington,  VA 

Info:  International  Life  Sciences  Institute,  Suite  600,  900  17th 

St,  NW,  Washington,  DC  20006.  202-659-0074 

September  13-16 

“International  Surgical  Frontiers” 

Place:  Atlantic  City,  NJ 

Info:  Sally  Cox,  Coordinator  of  Continuing  Education,  1982  An- 

nual Meeting,  US  Section  International  College  of  Sur- 
geons, 1516  North  Lake  Shore  Drive,  Chicago,  111  60610 

September  24-26 

“Southern  Medical  Association  Postgraduate  Meeting” 

Place:  New  Orleans,  LA 

Info:  Jeanette  Stone,  Southern  Medical  Association,  PO  Box 

2446.  Birmingham.  Ala  35201 

October  4-8 

“International  Symposium  of  Diagnostic  Imaging” 

Place:  Bermuda 

Fee:  $475 

Credit:  25  hours 

Info:  Donald  R.  Kirks,  M.D..  Program  Director,  Department  of 

Radiology  — Box  3834,  Duke  University  Medical  Center. 
Durham.  NC  27710 

October  25-29 

“Dermatology  for  Non-Dermatologists” 

Place:  Bermuda 

Fee:  $325 

Credit:  14  hours,  AMA  Category  I and  AAFP 
Info:  “Dermatology  for  Non-Dermatologists,”  PO  Box  2987, 

Duke  Medical  Center,  Durham,  NC  27710,  919-684-2504 
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October  30-November  2 

"76th  Annual  Scientific  Assembly” 

Place:  Atlanta,  GA 

Info:  Southern  Medical  Association,  PO  Box  2446,  Birmingham, 

Ala  35201,  205-323-4400 

November  4-7 

“Current  Controversies  in  Adult  and  Pediatric  Urology” 

Place:  Chicago,  III 

Credit:  33  hours 

Info:  Linda  Mace,  PO  Box  3707.  Duke  Medical  Center,  Durham, 

NC  27710 

The  items  listed  in  this  column  cover  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  "WHAT?  WHEN?  WHERE?”,  P.O.  Box  27167, 
Raleigh  2761 1 . two  months  prior  to  the  month  in  which  they  are  to 
appear. 


News  Notes 


University  of  N.C. 

School  of  Medicine  & 

N.C.  Memorial  Hospital 

The  Trauma  Center  at  North  Carolina  Memorial 
Hospital  has  been  designated  as  a site  to  test  a new 
type  of  “artificial  blood”  which  may  prove  to  be 
beneficial  for  patients,  such  as  Jehovah’s  Witnesses, 
who  refuse  blood  transfusions  for  religious  reasons. 

The  “artificial  blood,”  a chemical  compound  dis- 
tributed under  the  brand  name  Fluosol-DA,  is  being 
evaluated  at  about  16  centers  throughout  the  country 
in  clinical  trials  sanctioned  by  the  U.S.  Food  and  Drug 
Administration. 

The  compound  is  designed  to  replace,  to  some  ex- 
tent, the  oxygen-carrying  capability  of  hemoglobin 
found  in  human  blood,  according  to  Dr.  Herbert 
Proctor,  director  of  the  Trauma  Center.  It  looks  like 
milk  and  is  made  of  a fluorinated  hydrocarbon  that  will 
dissolve  and  carry  a large  amount  of  oxygen. 

The  clinical  trial  at  N.C.  Memorial  is  designed  to  see 
if  Fluosol  is  a more  effective  substitute  for  blood  than 
the  balanced  salt  solution  with  starch  that  is  the  stan- 
dard treatment  for  Jehovah’s  Witnesses  requiring  a 
transfusion.  “We  will  be  trying  to  determine  who  is 
and  who  is  not  a candidate  for  Fluosol,”  Proctor  said. 

Proctor  said  if  the  substitute  is  proven  to  be  effec- 
tive, it  could  be  used  at  times  when  blood  is  in  short 
supply  such  as  combat  and  disaster  situations. 

Participants  in  the  research  project  will  all  be  vol- 
unteers who  are  patients  at  N .C.  Memorial,  have  lost  a 
significant  amount  of  blood  and  will  not  accept  a 
human  blood  transfusion.  Half  of  the  participants  will 
receive  Fluosol  and  half  will  receive  the  salt  solution. 
The  study  will  not  be  limited  to  trauma  patients, 
Proctor  said,  and  most  participants  will  be  Jehovah’s 
Witnesses. 

Proctor  said  the  Trauma  Center  at  N.C.  Memorial 


and  the  School  of  Medicine  has  a long-standing  inter- 
est in  improving  oxygen  delivery  to  the  cells.  Re- 
searchers at  the  Trauma  Center  have  been  investigat- 
ing the  effectiveness  of  a compound  similar  to  Fluosol 
in  animals  for  the  past  year. 

Joining  Proctor  as  investigators  in  the  “artificial 
blood”  study  are  Dr.  Charles  Watson,  assistant  pro- 
fessor of  anesthesiology,  and  Dr.  Robert  Cefalo,  pro- 
fessor of  obstetrics  and  gynecology. 


Residents  in  orthopaedic  surgery  at  North  Carolina 
Memorial  Hospital  have  scored  in  the  96th  percentile 
on  the  1981  national  Orthopaedic  In-Training  Ex- 
amination. 

Dr.  Frank  Wilson  Jr.,  professor  of  surgery  and  chief 
of  the  division  of  orthopaedics,  said  13  residents  took 
the  test  late  last  year.  The  group  achieved  its  high 
marks  in  comparison  with  all  other  orthopaedic  resi- 
dency programs  in  North  America. 

The  In-Training  Examination  is  designed  and  ad- 
ministered by  the  American  Academy  of  Orthopaedic 
Surgeons  to  help  residents  check  their  progress  in 
comparison  with  their  peers  and  to  help  residency 
programs  assess  their  teaching  effectiveness. 

The  1981  examination  was  given  to  2,768  residents 
in  the  United  States  and  Canada.  It  consisted  of  270 
questions  in  10  categories,  including  hand  surgery, 
anatomy,  trauma,  biomechanics  and  rehabilitation. 


Members  of  the  graduating  class  of  1972  have  es- 
tablished a fund  to  provide  scholarships  for  students  in 
the  School  of  Medicine  of  the  University  of  North 
Carolina  at  Chapel  Hill. 

The  establishment  of  the  fund  was  announced  by 
Drs.  Thomas  G.  Irons  and  Howard  S.  Kroop.  The  two 
members  of  the  class  of  1972  presented  $7,500  to  Dr. 
Stuart  Bondurant,  dean  of  the  School  of  Medicine, 
and  pledged  that  the  class  would  double  the  gift  within 
the  next  year. 

Irons  is  from  New  Bern  and  Kroop  is  from  Wood- 
bury, N.J. 

“It  is  no  exaggeration  to  say  that  I can  speak  on 
behalf  of  generations  of  medical  students  yet  to  come 
in  expressing  my  appreciation  and  that  of  the  School 
of  Medicine  for  the  generosity  the  members  of  the 
class  of  1972  have  shown  in  this  gift,”  Bondurant  said. 

“This  action  is  important  both  for  itself  and  for  its 
potential  as  a model.” 

Financial  aid  provided  by  the  fund  will  be  given  in 
the  basis  of  need,  Bondurant  noted. 


Dr.  Mary  Ellen  Jones,  Kenan  professor  and  chair  of 
biochemistry  at  the  School  of  Medicine,  received  the 
Wilbur  Lucius  Cross  Medal  of  the  Yale  Graduate  As- 
sociation May  24. 

The  medal  was  established  in  1966  to  be  awarded  to 
graduates  of  the  Yale  Graduate  School  for  outstanding 
achievement  in  some  phase  of  activity  in  which  Dean 
Cross  excelled. 
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Jones  received  her  Ph.D.  from  Yale  in  195 1 . She  has 
chaired  the  Department  of  Biochemistry  and  Nutri- 
tion since  1978. 


Everett  Nordstrom,  a fund  raising  veteran  who  has 
directed  recent  successful  campaigns  for  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill,  has  been  named 
executive  director  of  the  Medical  Foundation  of  North 
Carolina,  Inc. 

His  appointment,  effective  May  1,  was  announced 
by  Hector  MacLean,  President  of  the  Foundation. 
Nordstrom  succeeds  Emory  S.  Hunt,  who  retired  July 
1,  1982. 

Since  1970,  Nordstrom  has  been  senior  director  of 
Ketchum,  Inc.,  a fund-raising  consulting  firm  head- 
quartered in  Pittsburgh.  In  this  capacity  he  directed 
the  Carolina  Challenge,  which  raised  close  to  $29  mil- 
lion in  endowment  funds  for  UNC-CH,  and  the  Stu- 
dent Activities  Center  campaign,  which  has  passed 
the  $24  million  mark. 

A 1947  graduate  of  Clark  University  in  Worcester, 
Mass.,  Nordstrom  also  attended  Dartmouth  College, 
and  Plymouth  State  College. 

He  has  been  a secondary  school  and  college  in- 
structor and  coach,  and  he  has  held  a number  of  ad- 
ministrative posts  in  business  educational  institutions. 

From  1957-64,  Nordstrom  was  associated  with  the 
Bendix  Corporation,  serving  as  director  of  personnel 
for  the  company's  international  division  from  1960-64. 
Prior  to  joining  Ketchum,  he  was  a member  of  the 
administration  of  New  Hampton  (N.H.)  School, 
where  he  was  business  manager,  1964-67,  and  director 
of  development,  1967-70. 

The  Medical  Foundation  is  a corporation  separate 
from  the  University,  chartered  to  raise  and  manage 
funds  to  benefit  the  School  of  Medicine  and  the  North 
Carolina  Memorial  Hospital.  Its  board  of  directors  is 
composed  of  business,  professional  and  civic  leaders 
from  across  the  state.  As  executive  director,  Nord- 
strom will  be  responsible  for  the  Foundation’s  organi- 
zational management,  financial  and  total  fund  raising 
program. 

"We  are  indeed  fortunate  to  have  a professional  of 
Mr.  Nordstrom’s  talent,  experience  and  ability  pro- 
viding leadership  for  the  Medical  Foundation,”  said 
MacLean,  a Lumberton  banker. 

Dr.  Stuart  Bondurant,  dean  of  the  UNC-CH  School 
of  Medicine,  said:  “Private  support  is  becoming  in- 
creasingly important  to  maintaining  and  enhancing  the 
school’s  excellence  in  teaching,  research  and  patient 
care.  The  Medical  Foundation  plays  a vital  role  in 
securing  this  support,  and  thus  is  an  important  part  of 
our  enterprise. 

"Because  of  Mr.  Nordstrom’s  experience  and  suc- 
cess in  managing  fund  raising  activities  at  UNC- 
Chapel  Hill  and  elsewhere,  we  are  certain  the  Medical 
Foundation  is  in  most  capable  hands.” 


Philip  F.  Sparling,  professor  of  bacteriology,  has 
been  appointed  chairman  of  the  Part  1 Microbiology 


Test  Committee  of  the  National  Board  of  Medical 
Examiners.  The  board  gives  examinations  to  measure 
the  knowledge  and  competency  of  medical  students 
and  physicians  during  their  preparation  for  profes- 
sional careers. 


Donald  Madison,  associate  professor  of  social  and 
administrative  medicine,  has  been  awarded  a stipend 
from  the  National  Endowment  for  the  Humanities  to 
participate  in  a four  week  seminar  titled,  "Literary 
Perspectives  on  the  Clinical  Encounter.”  The  seminar 
is  one  of  a series  for  teachers  in  American  law  and 
medical  schools  who  are  concerned  with  improving 
their  knowledge  of  the  humanistic  dimensions  of  their 
respective  professions. 


Frank  C.  Wilson,  professor  of  surgery  and  chairman 
of  the  orthopaedics  division  in  the  School  of  Medicine, 
was  elected  to  the  American  Board  of  Orthopaedic 
Surgery  at  the  February  meeting  of  the  board  in  New 
Orleans. 


John  A.  Ewing,  professor  of  psychiatry  and  director 
of  the  Center  for  Alcohol  Studies,  presented  a paper  at 
an  international  conference  on  alcoholism,  March  30. 
at  Christ  Church  Hospital  in  Oxford,  England. 


Edward  V.  Staab,  associate  chairman  and  professor 
of  radiology,  was  a great  speaker  at  the  University  of 
Virginia’s  fifth  annual  postgraduate  course/practical 
radiology  update.  May  2-6,  in  Charlottesville.  Staab 
presented  lectures  titled,  “Emergency  Abdominal 
Imaging;”  "Computed  Tomography  and  Ultrasound 
examination  of  the  pelvis  in  the  non-obstetrical  pa- 
tient,” and  "Imaging  the  liver.” 


Art  Coulter,  professor  of  surgery  and  physiology, 
spoke  on  the  medical  consequences  of  nuclear  war,  at 
the  ethics  conference  on  "Decision-making  in  the 
1980’s  Peace-making  and  Nuclear  Policy”  at  the 
Southeastern  Baptist  Theological  Seminary,  April 
21-22,  at  Wake  Forest. 


Linda  King-Thomas,  clinical  assistant  professor  of 
occupational  therapy,  spoke  on  therapy  in  neuro- 
development April  22,  in  Augusta,  Ga. 


Gary  B.  Mesibov,  associate  professor  of  psychiatry 
with  Division  TEACCH,  represented  the  TEACCH 
program  at  a series  of  regional  conferences  sponsored 
by  the  State  of  Texas  for  the  study  of  various  treat- 
ment approaches  to  autism.  Texas  is  considering 
adopting  a statewide  autism  program,  and  Division 
TEACCH  — the  first  such  program  in  the  country  — is 
considered  as  a model  for  the  new  Texas  agency. 

(continued  to  page  601) 
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East  Carolina  University 
School  of  Medicine 

The  School  of  Medicine  graduated  36  physicians  in 
May,  the  second  class  of  students  to  receive  their 
medical  education  at  East  Carolina  University. 

All  of  the  students  were  from  North  Carolina.  Six 
members  of  the  class  were  women,  and  three  were 
minorities. 

Ten  members  of  the  graduating  class  selected  ECU 
and  Pitt  Memorial  Hospital  as  the  site  for  residency 
training  and  will  remain  in  Greenville  for  three  to  five 
years  of  study  depending  on  the  specialty  chosen. 

The  Class  of  1982  was  honored  at  a convocation 
ceremony  held  prior  to  commencement.  Dr.  Charles 
G.  Rob,  professor  of  surgery  at  the  medical  school, 
gave  the  keynote  speech.  Internationally  known  for 
the  development  of  pioneer  techniques  in  vascular 
surgery,  Rob  joined  the  ECU  faculty  in  1978  after 
retiring  from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  where  he  was  professor  and 
chairman  of  the  Surgery  Department  for  17  years. 


Dr.  James  G.  Jones,  chairman  of  the  Department  of 
Family  Medicine,  has  been  elected  vice  president  of 
the  American  Board  of  Family  Practice. 

The  board  is  responsible  for  certifying  physicians  as 
specialists  in  family  practice.  There  are  26,000  physi- 
cians in  the  specialty. 

Jones  has  been  a member  of  the  group's  board  of 
directors  since  1978.  He  is  also  chairman  of  the  re- 
search and  development  committee,  a member  of  the 
recertification  and  executive  committees  and  a dele- 
gate to  the  American  Board  of  Medical  Specialties. 

In  addition,  he  is  on  the  board  of  directors  of  the 
Family  Practice  Residency  Assistance  program  and  a 
member  of  the  committee  on  aging  of  the  American 
Academy  of  Family  Practice.  He  is  past  president  of 
the  North  Carolina  Academy  of  Family  Physicians. 

Jones  has  also  recently  been  named  chairman  of  the 
family  practice  editorial  board  for  Ortho  Forum,  a 
magazine  for  physicians.  Jones  is  the  first  chairman  of 
the  newly  established  board  which  will  advise  the 
magazine’s  editors  about  the  publication  of  articles 
most  relevant  to  family  practitioners.  The  magazine  is 
published  six  times  a year  in  Oradell,  N.J.,  by  Ortho 
Pharmaceutical  Corp. 

Jones  was  in  private  practice  in  Jacksonville,  N.C., 
for  13  years  before  joining  the  medical  school  in  1975. 


A simple  piece  of  equipment  on  a secretary’s  desk  at 
the  medical  school  is  helping  family  physicians  in 
Ahoskie  diagnose  and  treat  complicated  pregnancies. 

A telecopier,  a system  that  can  send  and  receive 
printed  messages,  enables  Ahoskie  physicians  to 
transmit  over  telephone  lines  test  results  that  can  be 
used  by  ECU  obstetricians  to  evaluate  possible  risks 
to  the  fetus  and  mother. 

The  consultation  takes  only  minutes  and  reduces 


the  risk  of  early  damage  to  the  fetus  which  may  result 
in  life-threatening  abnormalities  or  death,  according 
to  Dr.  Jarlath  MacKenna,  associate  professor  of  ob- 
stetrics and  gynecology. 

The  telecopier  in  MacKenna’s  first  floor  office  at 
Pitt  County  Memorial  Hospital  is  a companion  to 
another  piece  of  equipment  in  the  labor  and  delivery 
area  at  Roanoke-Chown  Hospital. 

When  physicians  on  the  hospital’s  medical  staff  re- 
ceive abnormal  test  results  from  a fetal  heart  monitor, 
they  are  able  to  transmit  a print-out  of  the  information 
to  MacKenna,  who  is  a specialist  in  high-risk  pregnan- 
cies. The  physicians  can  then  discuss  a course  of 
treatment  that  will  best  assure  the  delivery  of  a healthy 
baby. 


The  Department  of  Family  Medicine  has  received  a 
$108,000  grant  from  the  Beverly  Foundation  to  sup- 
port a teaching  program  in  geriatric  medicine  at 
Greenville  Villa,  a local  nursing  home. 

The  three-year  grant  will  establish  a training  pro- 
gram for  ECU  medical,  nursing  and  allied  health  stu- 
dents and  enable  the  medical  school  to  provide  multi- 
disciplinary services  to  the  150-bed  facility. 

The  program  will  integrate  full  care  for  patients  to 
help  them  achieve  maximum  function,  according  to 
Dr.  Harold  Kallman,  chief  of  geriatric  training  in  fam- 
ily medicine. 

Kallman  says  the  consultation  team  will  include 
physician  and  nurse  gerontologists  and  health  profes- 
sionals in  nutrition,  dentistry,  physical  therapy, 
pharmacology  and  psycho-social  work. 

In  addition  to  evaluating  patients  at  Greenville 
Villa,  the  consultation  team  will  serve  inpatients  at 
Pitt  County  Memorial  Hospital  and  outpatients  in  am- 
bulatory clinics  and  home  settings.  Regular  confer- 
ences to  assess  individual  needs  of  patients  will  guide 
the  team  in  its  evaluation. 

Kallman  says  the  goal  of  the  consultation  service  is 
to  improve  each  patient’s  quality  of  life  and  teach  the 
family  to  cope  with  the  special  needs  of  the  geriatric 
patient.  He  says  the  provision  of  these  services  pro- 
vides an  excellent  learning  environment  for  students 
and  residents. 

Medical  students  currently  receive  training  in 
geriatric  medicine  during  a third-year  rotation  in  fam- 
ily medicine.  The  expansion  of  the  geriatric  medicine 
program  now  makes  it  possible  for  students  in  ECU's 
allied  health  and  nursing  programs  to  acquire  clinical 
experiences  as  members  of  a comprehensive  geriatric 
care  team. 

Kallman  says  the  recent  establishment  of  a fellow- 
ship in  geriatric  medicine  will  also  enhance  the  medi- 
cal school’s  delivery  of  care  and  training.  The  one- 
year  fellowship  is  open  to  physicians  who  have 
recently  completed  postgraduate  training  in  geriatric 
medicine  or  board-certified  physicians  who  have 
practiced  family  medicine  for  at  least  five  years. 

Kallman  says  physicians  who  complete  the  fellow- 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


. . . in  the  functional  bowel/irritabie  bowel 
syndrome* 

be  sure  to  specify 

Bentyr 

(dicyclomine 
hydrochloride  USP) 


10  mg  capsules,  20  mg  tablets, 

10  mg/5  ml  syrup,  10  mg/ml  injection 
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because: 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

0 At  Merrell  Dow,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

(§)  Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

(§>)  Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


’This  drug  has  been  classified  "probably"  effective  for  this  indication. 

Merrell  Dow 


1 . Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1 980.  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified, 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg  (2  ml)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of  60  mg  I M.  and,  at  that  time,  as  a result 
of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose.  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA 
has  classified  the  following  indications  as  “probably"  effective 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient,  unstable  cardiovascular  status  in  acute  hemorrhage, 
severe  ulcerative  colitis,  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy 
Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient  s response  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  visien  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste, 
headache,  nervousness;  drowsiness;  weakness;  dizziness, 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation, 
constipation;  bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg  capsule  and  syrup  Adults . 1 or  2 capsufes  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children:  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  'h  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg  : Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection.  Adults  2 ml  (20  mg.)  every  four  to  six  hours 
intramuscularly  only 
NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
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ship  will  have  increased  expertise  in  caring  for  the 
elderly  and  be  qualified  to  teach  the  specialty  in 
emerging  programs  at  medical  schools  and  teaching 
hospitals. 


Scientists  at  the  School  of  Medicine  report  they 
have  found  evidence  that  nerves  help  control  the  ac- 
tivity of  the  ovary,  an  organ  that  was  once  thought  to 
be  controlled  exclusively  by  hormones. 

The  research  suggests  that  some  drugs  given  to 
women  to  alter  brain  function  may,  because  of  their 
effect  on  nerves,  also  alter  ovarian  activity,  according 
to  Dr.  Hubert  W.  Burden,  professor  of  anatomy  and 
principal  investigator  for  the  project. 

The  investigators  presented  the  results  of  their  re- 
search on  ovarian  control  recently  at  the  annual 
meeting  of  the  Federation  of  American  Societies  for 
Experimental  Biology  in  New  Orleans.  The  research 
documents  anatomical  evidence  to  support  the  in- 
volvement of  nerves  in  controlling  ovaries. 

In  a project  supported  by  a $47,542  grant  from  the 
National  Institutes  of  Health,  Burden  and  his  co-in- 
vestigators discovered  that  in  spinal  nerves  and  the 
vagus  nerve.  His  group  concluded  that  the  ovaries  ap- 
pear to  be  directly  linked  to  the  vagus  nerve,  physical 
evidence  that  the  ovaries  are  in  direct  communication 
with  the  central  nervous  system. 

Burden  said  scientists  have  known  for  years  that 
pituitary  hormones,  called  gonadotropins,  regulate 
the  activity  of  the  ovaries.  Until  recently  scientists 
believed  that  the  ovaries  were  controlled  exclusively 
by  this  complex  hormonal  system.  The  role  of  nerves 
in  the  control  of  ovaries  was  thought  to  be  insignifi- 
cant. 

According  to  Burden,  recent  interest  in  the  function 
of  nerves  can  be  partially  attributed  to  technical  ad- 
vances which  have  allowed  scientists  to  study  nerves 
more  closely. 

To  identify  nerve  involvement,  the  ECU  research- 
ers used  a new  tracer  technique  which  involved  in- 
jecting horseradish  peroxidase  into  rat  ovaries  and 
following  the  path  of  this  marker  from  the  ovaries  back 
into  specific  nerve  cell  ganglia. 

Burden  says  they  do  not  know  yet  the  exact  role 
played  by  the  nerves,  but  preliminary  results  suggest 
that  they  participate  in  ovarian  control  but  are  not  the 
primary  controllers. 

Also  participating  in  the  project  were  anatomy  pro- 
fessor Irvin  E.  Lawrence,  technicians,  Marilyn  Capps 
and  Carlton  F.  Smith,  and  student  Phyllis  Harris. 


The  School  of  Medicine  sponsored  an  international 
conference  on  “Mononuclear  Phagocyte  Biology: 
Population  Diversity,  Renewal  and  Regulation"  May 
17-19  in  Wrightsville  Beach. 

The  28-member  faculty,  representing  advanced  sci- 
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entific  institutions  around  the  world,  presented  their 
research  on  mononuclear  phagocytes  and  emphasized 
the  developmental  processes  and  regulatory  mecha- 
nisms determining  the  functions  of  the  cells. 


Four  medical  school  physicians  received  awards 
from  the  graduating  class  of  students  at  the  school's 
recent  convocation  ceremony. 

Dr.  Seymour  Bakerman,  professor  and  chairman  of 
the  Department  of  Pathology,  received  the  Basic  Sci- 
ence Faculty  Award.  Bakerman  also  was  the  award 
recipient  last  year. 

Dr.  William  R.  Walker,  assistant  professor  of 
psychiatric  medicine,  also  received  the  Clinical  Sci- 
ence Faculty  Award  for  the  second  consecutive  year. 

Dr.  Michael  D.  Weaver,  clinical  assistant  professor 
of  radiology,  was  honored  by  the  students  with  the 
Community  Physician  Award.  Dr.  Michael  Messino, 
who  is  completing  postgraduate  training  in  medicine  at 
ECU,  received  the  Resident  Award. 

The  Class  of  1982  also  recognized  the  Biochemistry 
and  Pathology  Departments  for  outstanding  basic  sci- 
ence courses  and  the  Obstetrics  and  Gynecology  De- 
partment for  the  outstanding  clinical  science  course. 


Dr.  Samuel  S.  Spicer  has  been  named  assistant 
professor  of  emergency  medicine.  Spicer  formerly 
was  emergency  room  physician  at  Broward  General 
Medical  Center,  Fort  Lauderdale,  Fla.  He  has  also 
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been  an  emergency  physician  in  Eustis,  Va.,  and 
Gloucester,  Va. 

He  received  his  undergraduate  degree  from  Emory 
University  and  his  medical  degree  from  the  Medical 
University  of  South  Carolina.  He  completed  resi- 
dency training  at  the  Bowman  Gray  School  of  Medi- 
cine and  the  Medical  College  of  Virginia. 


Dr.  Stephen  Porter,  Department  of  Family  Medi- 
cine, was  a guest  speaker  recently  at  Louise  Obici 
Hospital  in  Suffolk,  Va.  Porter’s  speech  was  entitled 
“Individualized  Drug  Therapy:  Practical  Application 
of  Therapeutic  Monitoring.’’ 


Dr.  Richard  H.  Ray  has  been  appointed  assistant 
professor  of  physiology.  Ray  recently  completed  a 
postdoctoral  research  fellowship  in  the  Department  of 
Anatomy  at  the  Brain  Research  Institute  at  the  Uni- 
versity of  California,  Los  Angeles. 

His  primary  area  of  research  is  the  function  of  sen- 
sory and  motor  systems  of  vertebrates.  His  current 
research  focuses  on  how  the  nervous  system  codes 
sensory  information. 

A native  of  Charlotte,  Ray  received  his  undergradu- 
ate degree  from  the  University  of  North  Carolina- 
Charlotte  and  his  doctoral  degree  from  the  Medical 
College  of  Georgia. 


Dr.  Thomas  R.  Syre,  departmental  administrator  of 
the  Family  Practice  Center,  published  an  article  enti- 
tled “Meeting  Community  Needs:  A View  of  a Vol- 
unteer Ambulance  Service”  in  the  April  issue  of  Eta 
Sigma  Gamman. 


Dr.  Joyce  M.  Mitchell  has  been  named  assistant 
professor  of  emergency  medicine.  In  addition  to 
teaching  responsibilities,  she  will  serve  as  an  emer- 
gency room  physician  at  Pitt  County  Memorial  Hos- 
pital. 

Mitchell  formerly  was  assistant  professor  of  emer- 
gency medicine  at  the  George  Washington  University 
Hospital,  Washington,  D.C.,  where  she  also  com- 
pleted residency  training. 

She  received  her  undergraduate  degree  from 
Muhlenberg  College,  Allentown,  Pa.,  and  her  medical 
degree  from  Georgetown  University  in  Washington. 


Three  faculty  members  from  the  Department  of 
Physiology  presented  papers  at  the  66th  Annual 
Meeting  of  the  Federation  of  American  Societies  for 
Experimental  Biology  in  New  Orleans  during  April. 

Drs.  David  L.  Beckman,  professor,  S.  Gregory 
lams,  associate  professor,  and  John  C.  Yeager,  assis- 
tant professor,  presented  a paper,  “Brain  Samples 
from  Sudden  Intracranial  Decompression  and 
Hemodynamic  and  Metabolic  Factors  During  Sei- 
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zures  from  Oxygen  at  High  Pressure  (OHP).” 

Beckman  also  presented  a paper  he  co-authored 
with  Dr.  Daniel  J . Crittenden,  research  associate,  and 
Dolphin  H.  Overton  111.  a second-year  medical  stu- 
dent. The  paper  is  entitled  “Sympathetic  Factors  and 
Glucagon  in  Seizures  During  Exposure  to  Oxygen  at 
High  Pressure  (OHP).” 

Several  faculty  members  from  the  Department  of 
Biochemistry  also  attended  the  federation  meeting 
and  presented  five  papers.  Collaborating  on  two  re- 
search studies  presented  were  associate  professors, 
George  J.  Kasperek,  Hisham  A.  Barakat  and  G.  Lynis 
Dohm  with  Edward  B.  Tapscott,  research  assistant, 
and  Rebecca  A.  Snider,  research  technician.  The 
studies  are  entitled  “Progressive  Changes  in  Fatty 
Acid  Metabolism  in  Rat  Muscle  and  Liver  During 
Exercise”  and  "In  Vitro  Studies  of  Fatty  Acid  Oxida- 
tion by  Liver  and  Muscle  Preparations  of  Exhaus- 
tively Exercised  Rats.” 

Dr.  Sam  N.  Pennington,  professor,  presented  “The 
Molecular  Mechanism  of  Fetal  Alcohol  Syndrome 
(FAS)  1.  Ethanol-Induced  Growth  Suppression.” 
Co-authors  on  Pennington's  paper  include  Dr.  Ger- 
hard Kalmus,  J.  W.  Boyd  and  R.  W.  Wilson  from  the 
Department  of  Biology  at  East  Carolina  University. 

Dr.  Phillip  H.  Pekala,  assistant  professor,  also  pre- 
sented a paper  during  the  meeting.  His  paper  is  enti- 
tled “On  the  Mechanism  of  Lipoprotein  Lipase  Sup- 
pression in  3T3-L1  cells  by  an  Endotoxin  Induced 
Mediator  from  Exudate  Cells.” 

In  addition.  Dr.  Richard  H.  L.  Marks,  associate 
professor,  and  Karen  B.  Molzen,  research  technician, 
presented  their  research  on  “Chemical  Crosslinking 
of  Azurin  and  Cytochrome  c-551  from  Pseudomonas 
Aeruginosa.” 


Dr.  Janice  Daugherty,  instructor  of  family  medi- 
cine, has  published  a paper  in  the  May  issue  of  the 
Family  Medicine  Review  entitled  “Newborn  Care  by 
Family  Physicians:  Increasing  Public  Awareness.” 

In  addition,  Daugherty  and  Dr.  Julie  A.  Nickelsen, 
assistant  professor  of  family  medicine,  attended  the 
15th  Annual  Spring  Conference  of  the  Society  of 
Teachers  of  Family  Medicine  on  May  5,  in  Chicago, 
where  they  presented  “Residents’  Self-Assessed 
Competence  and  Content  Checklists  as  Curriculum 
Development  Tools.” 


Dr.  E.  Jackson  Allison  Jr.,  associate  professor  and 
chairman  of  the  Department  of  Emergency  Medicine, 
represented  the  U.S.  Agency  for  International  De- 
velopment in  Tanzania,  East  Africa  April  19-May  9. 
Allison,  who  spent  three  years  in  Africa  with  the 
Peace  Corps,  was  selected  by  the  agency  to  develop 
health  education  and  media  programs  introducing 
ventilated  improved  pit  latrines. 


Dr.  Walter  J.  Pories,  professor  and  chairman  of  the 


Department  of  Surgery,  is  the  senior  author  of  a paper 
entitled  “The  Effectiveness  of  Gastric  Bypass  Over 
Gastric  Partition  in  Morbid  Obesity:  Consequence  of 
Distal  Gastric  and  Duodenal  Exclusion.” 

The  paper  was  presented  to  the  American  Surgical 
Association  in  Boston  during  April.  Other  authors 
include  Department  of  Surgery  faculty  Dr.  Edward  G. 
Flickinger,  associate  professor.  Dr.  Francis  T. 
Thomas,  professor,  and  Diane  Meelheim,  RN,  FNP. 


Dr.  Sudhakar  Madakasira,  assistant  professor  of 
psychiatric  medicine,  has  published  an  article  ap- 
pearing in  the  April  issue  of  the  Journal  of  Clinical 
Psychopharmacology . The  title  of  the  article  is 
“Single  Dose  Prediction  of  Steady  State  Plasma 
Levels  of  Amitriptyline.” 


An  article  appearing  in  the  April  issue  of  the  Jour- 
nal of  the  American  Medical  Women's  Association 
was  written  by  Dr.  Andrea  L.  Brand,  assistant  profes- 
sor of  family  medicine,  and  is  entitled  “On  Stage, 
Actor  or  Physician?” 


Dr.  Richard  S.  Marx,  assistant  professor  of  medi- 
cine, presented  a paper  during  the  82nd  Annual 
Meeting  of  the  American  Society  for  Microbiology 
held  in  Atlanta  in  March. 

The  paper,  entitled  “Activation  of  Serum  Leuko- 
tactic  Factor  by  Mucorales  Species,”  was  co-au- 
thored by  Marx,  Keith  Forsyth,  research  technician, 
and  Suzanne  K.  Hentz,  second-year  medical  student. 


Dr.  James  L.  Mathis,  professor  and  chairman  of  the 
Department  of  Psychiatric  Medicine,  was  a guest 
speaker  at  the  N.C.  Neuro-Psychiatric  Association 
meeting  held  recently  in  Greenville,  N.C.  His  topic 
was  “Is  Psychotherapy  Necessarily  Medical?” 


“Quantitative  Bactericidal  Activity  of  Human  Wet 
Cerumen”  was  a paper  presented  by  Dr.  Robert  S. 
Fulghum,  associate  professor  of  microbiology,  and 
Mary  Stone,  research  fellow,  at  the  meeting  of  the 
N.C.  Chaper  of  the  American  Society  for  Microbiol- 
ogy. 

Also  during  the  April  meeting  Fulghum  was  elected 
alternate  councilor  to  the  national  society,  and  he 
chaired  the  committee  which  drafted  the  society’s 
new  constitution. 


Dr.  Dennis  Revicki,  research  coordinator  in  the 
Department  of  Family  Medicine,  traveled  to  Ohio 
State  University  in  May  where  he  presented  “An  In- 
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troduction  to  Factor  Analysis”  to  the  North  American 
Primary  Care  Research  Group. 

Dr.  Joseph  E.  Williamson,  assistant  professor  of 
emergency  medicine,  has  been  appointed  associate 
chairman  of  the  Department  of  Emergency  Medicine 
and  associate  director  of  the  Emergency  Department 
at  Pitt  County  Memorial  Hospital. 

Duke  University 
Medical  Center 

The  Duke  University  Board  of  Trustees  appointed 
Dr.  Arthur  C.  Christakos  as  successor  to  Dr.  Ewald 
W.  Busse,  dean  of  the  school  of  medicine.  The  board 
named  Christakos  dean  of  undergraduate  medical 
education,  effective  Sept.  1.  Busse.  a renowned  psy- 
chiatrist, will  return  to  teaching  and  research  in  psy- 
chiatry and  aging. 

“Dr.  Christakos  has  always  shown  the  utmost  con- 
cern and  diligence  in  working  with  medical  students  — 
whether  in  helping  them  with  their  personal  problems 
or  in  preparing  them  for  house  staff  appointments,” 
said  Dr.  William  G.  Anlyan,  vice-president  for  health 
affairs.  “He  is  dedicated  to  quality  medical  educa- 
tion.” 

Christakos  earned  his  undergraduate  degree  at 
Duke  in  1951  and  his  medical  degree  at  the  Medical 
College  of  South  Carolina  in  1955.  He  served  his  in- 
ternship and  completed  his  residency  in  obstetrics  and 
gynecology  in  1962  at  Medical  Center  Hospital  in 
Charleston,  S.C.  As  a Josiah  Macy  Fellow  at  Colum- 
bia University  prior  to  joining  the  Duke  faculty, 
Christakos  studied  human  chromosomal  disorders. 

Much  of  his  research  and  his  clinical  work  has  been 
directed  toward  prenatal  diagnosis  of  chromosomal 
abnormalities  in  women  whose  babies  are  at  high  risk. 
He  plans  to  continue  an  active  role  within  the  Depart- 
ment of  Obstetrics  and  Gynecology  after  assuming  his 
new  duties. 

Anlyan  said  Busse  will  remain  on  the  Duke  faculty 
as  the  J . P.  Gibbons  Professor  of  Psychiatry  as  well  as 
Dean  and  Associate  Provost  Emeritus.  Busse  joined 
the  faculty  in  1953  as  a professor  and  chairman  of  the 
Department  of  Psychiatry.  He  became  associate  pro- 
vost and  dean  in  1974. 

The  Board  of  Trustees  also  appointed  Dr.  George 
L.  Maddox  chairman  of  the  University  Council  on 
Aging  and  Human  Development,  effective  Sept.  1. 
Maddox  replaces  Dr.  Ewald  W.  Busse,  who  has 
served  as  the  council  chairman  for  27  years. 

The  board  also  appointed  Dr.  Harvey  Jay  Cohen  to 
succeed  Maddox  as  director  of  the  Center  for  the 
Study  of  Aging  and  Human  Development.  Maddox 
has  been  director  of  the  Center  since  1972. 

“Dr.  Maddox  is  recognized  as  one  of  the  outstand- 
ing gerontologists  in  the  world  today,”  Busse  said. 

Maddox  is  a professor  of  sociology  and  medical 
sociology  in  the  departments  of  sociology  and  psy- 
chiatry. In  1978-79  he  was  also  a founding  member  of 
the  Council  of  the  National  Institute  on  Aging. 

My  appointment  as  chairman  of  the  council  reaf- 


firms the  importance  of  programs  in  aging  throughout 
the  university,”  said  Maddox.  “I  see  the  chairman- 
ship as  a major  opportunity  to  develop  resources  for 
new  processes  of  aging.  The  physician  has  been  chief 
of  the  medical  service  at  the  Veterans  Administration 
Medical  Center  since  1976,  director  of  the  Veterans 
Administration  Geriatrics  Fellowship  Program  since 
1978,  and  director  of  geriatrics  for  the  past  year. 

“I  intend  to  build  upon  the  broad  base  of  knowledge 
in  the  social  and  psychosocial  aspects  of  aging  already 
established  at  the  center,”  he  said.  “Knowledge  of  the 
aging  process  is  crucial  in  a time  when  there  is  such  a 
large  shift  in  U.S.  demographics  toward  an  increasing 
number  of  older  people.” 

Cohen  is  a professor  in  the  Department  of  Medicine. 
Busse  said  Cohen  “is  a skilled  clinician,  scientist, 
educator  and  administrator  and  is  widely  recognized 
for  his  contributions  to  the  field  of  aging.” 


A Duke  University  Medical  Center  molecular  biol- 
ogist was  one  of  16  researchers  chosen  in  the  U.S.  as  a 
Searle  scholar. 

Dr.  Russel  E.  Kaufman,  an  assistant  professor  of 
hematology  and  medical  oncology,  said  the  $150,000 
award  will  support  his  research  in  the  structure  of 
human  collagen  genes. 

“By  learning  how  to  characterize  normal  genes,  we 
hope  to  learn  how  to  identify  defective  genes  that 
cause  a large  number  of  inheritable  connective  tissue 
disorders.” 

Kaufman  said  he  thought  diseases  of  the  connective 
tissues  are  some  of  the  most  troublesome,  painful 
disorders  that  afflict  mankind. 

The  biologist  said  he  will  use  samples  from  the 
dermatology  patients  of  a Duke  physician.  Dr.  Shel- 
don Pinnell,  to  clone  the  genes  of  collagen. 


More  than  175  members  of  the  65th  General  Hospi- 
tal Unit  gathered  at  Duke  University  Medical  Center 
in  April  for  the  40th  reunion  of  the  reactivation  of  the 
unit.  The  majority  of  the  unit’s  members  were  re- 
cruited from  the  medical  school’s  faculty  in  1943  to 
care  for  soldiers  in  World  War  II. 

Dr.  Ivan  Brown,  who  was  one  of  the  surgeons  in  the 
unit,  has  kept  in  touch  with  many  of  the  servicemen. 
Brown,  a former  James  B.  Duke  Professor  of  Surgery 
who  now  practices  in  Lakeland,  Fla.,  said  doctors, 
nurses  and  enlisted  personnel  who  served  in  the  65th 
Unit  traveled  back  to  Duke  from  all  across  the  Conti- 
nental U.S.,  including  one  enlisted  person  who  flew  in 
from  Hawaii.  Brown  is  the  unit’s  historian. 

“It’s  difficult  to  explain  why  we  feel  so  close  — so 
bonded  — to  each  other,”  Brown  said.  “Most  of  us 
were  young,  it  was  wartime  and  we  spent  about  three 
and  a half  years  together.” 

Brown  said  that  when  the  unit  was  at  its  heaviest,  it 
had  1,400  beds  filled.  The  hospital  unit  also  treated 

( continued  on  page  615 ) 
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Introduction 

. The  AMA  House  of  Delegates  met  in  Chicago  June  13-17. 

. There  were  305  delegates  seated: 

236  delegates  representing  state  medical  associations 

61  delegates  from  National  Specialty  Societies 

8 Section  and  Service  delegates. 

. Dr.  William  Johnson,  president  of  the  American  Society  of  Cytology  of  the  Duke 
University  Medical  Center,  was  seated  with  the  North  Carolina  delegation  at 
this  meeting  as  an  additional  Specialty  Society  delegate. 

The  House,  at  the  same  time,  declared  a moratorium  on  additional  applications  for 
Specialty  Society  representatives  pending  a Board  of  Trustees  report  on  the  size 
and  composition  of  the  House  of  Delegates  to  be  presented  at  the  December  1982 
meeting. 

Development  of  a National  Health  Policy 

. The  House  approved  a major  commitment  by  the  AMA  to  lead  in  the  development  of 
both  basic  principles  and  a health  policy  plan  in  order  to  establish  national 
priorities  for  dealing  with  health  issues.  The  plan  would  serve  as  a national 
outline  for  the  purpose  of  evaluating  future  proposals  for  health  care  on  a 
long  term  basis  and  would  seek  to  avoid  the  past  practices  of  dealing  with 
health  care  issues  as  individual  crises  on  an  annual  basis  in  a piecemeal  manner. 

. A variety  of  professional,  hospital,  business,  labor,  consumer  and  insurance 
organizations  will  participate. 

. The  purpose  is  to  establish  the  private  sector's  national  agenda  for  dealing 
with  health  issues,  as  a basis  for  public  decisions  to  be  made  in  the  future. 

. The  set  of  basic  principles  and  the  Health  Policy  Plan  will  be  reviewed  by  AMA 
Councils,  the  Board,  and  the  AMA  House. 

Federal  Trade  Commission 

The  House  adopted  two  reports  and  three  resolutions  calling  for  continued  strong  support 

for  federal  legislation  pertaining  to  FTC  jurisdiction  over  the  learned  professions. 

. S.  2499  would: 

Reauthorize  the  FTC 

Amend  the  FTC  act  to  specify  that  there  is  not  FTC  jurisdiction  over  the 

professions 

Prohibit  FTC  pre-emption  of  state  law 

Make  procedural  reforms  in  FTC  proceedings. 


. S.  1984 


Provides  clearly  that  the  FTC  does  not  have  jurisdiction  over  the  professions 

and  cannot  pre-empt  state  laws  relating  to  the  professions. 

These  provisions  have  been  offered  as  an  amendment  to  S.  2499. 

. H.R.  3722  (Luken-Lee  Bill) 

Would  place  a moratorium  on  FTC  activities  regarding  state-regulated 

professions  and  professional  associations. 

Hospital  Medical  Staff  Membership  in  the  AMA 


. The  Board  recommended  a Section  on  Medical  Staffs  in  the  House. 

. The  report  concluded  organized  hospital  medical  staffs  need  to  be  represented 
more  directly  in  the  AMA  House  of  Delegates. 

. The  House  authorized  a Study  Committee  to  make  recommendations  on  implementation 
mechanisms  for  submission  at  the  Interim  Meeting. 

AMA  Dues  - 1983 

. The  House  approved  a Board  of  Trustees  proposal  to  implement  the  planned 
incremental  increase  in  regular  dues  by  $30  in  1983. 

. Other  dues  categories  will  be  increased  proportionately  except  for  medical 
student  dues,  which  remain  at  the  same  level. 

In  recommending  the  dues  increase,  the  Reference  Committee: 

. Noted  the  economic  condition  of  the  country  but  said  that  the  work  of  the 
Association  is  important  and  can  only  continue  successfully  from  a firm 
financial  position. 

. Reported  there  was  no  decrease  in  membership  last  year  when  the  dues  were  raised 
in  the  first  of  the  planned  increments. 

Participation  of  Young  Physicians  in  Organized  Medicine:  Progress  Report 

The  House  received  a progress  report  on  young  physician^  participation  in  organized 
medicine. 

The  report  also  recommended  modification  of  some  membership  procedures  that  exist  in 
the  federation.  They  include: 

Recommendation  1 - That  the  AMA  strongly  urge  all  county  and  state  societies  to 
review  their  bylaws  and  membership  procedures  and  remove  all 
unnecessary  barriers  to  membership  as  soon  as  possible. 

Recommendation  2 - That  the  AMA  endorse  and  encourage  the  universal  utilization 

of  the  Uniform  Application  and  Billing  Forms  recently  developed 
by  AAMSE. 

Recommendation  3 - That  the  AMA  encourage  all  county  and  state  societies  to 

implement  a simple  "transfer  of  memberships"  procedure  that 
will  facilitate  uninterrupted  memberships  in  organized  medicine 
for  physicians  who  relocate  at  any  time  during  their  careers. 

Recommendations  for  "Future  Directions  for  Medical  Education" 


. This  comprehensive  report  contained  36  recommendations  and  is  the  result  of  a 
two-year  effort  involving  six  task  forces. 

. One  major  proposal  approved  by  the  House  called  for  a revival  of  the  general 
internship  as  the  transitional  year  between  medical  school  and  residency. 

. Other  topics  covered  were: 

Generalism  and  specialism 

Preparation  for  an  admission  to  medical  school 

Continuing  medical  education 

Licensure  for  the  practice  of  medicine. 


Continuation  of  Federal  Financial  Aid  Programs  for  Medical  Students 


In  a two-part  substitute  resolution  the  House  voted: 

That  the  AMA  continue  to  urge  the  President  and  the  Congress  to  maintain 
the  eligibility  of  medical  students  to  participate  in  the  Guaranteed  Student 
Loan  Program. 

That  the  AMA  continue  to  urge  the  President  and  the  Congress  to  fund  direct 
student  loan  programs  available  to  medical  students  in  amounts  which  are  equal 
to  or  greater  than  those  of  Fiscal  Year  1982  for  all  such  programs. 

Corporation  or  Employer-Sponsored  Examinations 

The  House  approved  a policy  stating  that: 

. The  AMA  encourage  employers  who  provide  or  arrange  for  special  or  comprehensive 
medical  examinations  of  employees  to  be  responsible  for  assuring  that  these 
examinations  are  done  by  physicians  competent  to  perform  the  type  of 
examination  required. 

. Whenever  practical,  the  employee  should  be  referred  to  his  or  her  personal 
physician  for  such  professional  services. 

. In  many  instances  in  which  an  employee  does  not  have  a personal  physician, 
efforts  should  be  made  to  assist  him  or  her  in  obtaining  one,  with  emphasis 
on  continuity  of  care. 

. This  effort  should  be  aided  by  the  local  medical  society  whenever  possible. 

Proposed  Pension  Reforms 


The  House  voted: 

That  the  AMA  continue  to  support  equity  in  pension  plans,  including  appropriate 
increases  in  the  maximum  contribution  to  self-employed  retirement  plans  (Keogh) , 
and  actively  oppose  enactment  of  H.R.  6410,  the  Pension  Equity  Tax  Act  of  1982, 
in  its  form  as  introduced  because  of  its  major  discriminatory  provisions.  H.R. 

6410  proposes  a drastic  reduction  in  retirement  benefits  available  in  professional 
corporations  as  compared  to  other  corporations. 

Civilian-Military  Contingency  Hospital  System 

The  House  supported  the  Civilian-Military  Contingency  Hospital  System  which  will  enable 
the  United  States  to  prepare  for  the  treatment  of  casualties  from  any  future  conventional 
military  conflict,  in  civilian  hospitals  if  necessary. 

Medical  Consequences  of  Nuclear  War 

The  House  approved  a report  detailing  several  AMA  activities  pertaining  to  the  medical 
consequences  of  nuclear  war. 

In  addition,  the  House  called  for  a study  of  the  medical  effectiveness  of  relocation 
and  shelter  plans  proposed  by  the  Federal  Emergency  Management  Agency. 

Designation  of  Areas  of  Medical  Need 

The  AMA  should: 

. Ask  that  the  federal  government  consolidate  the  designation  process  for 

identifying  areas  of  medical  need,  in  connection  with  federal  programs  which 

bring  physicians  into  these  areas. 

. Coordinate  designation  processes  with  state  agencies  to  obviate  duplicative  activities. 

. Ask  for  state  and  local  medical  society  approval  of  designated  underserved  areas. 

. Continue  the  rules  requiring  automatic  cessation  of  federal  subsidies  when 
manpower  guidelines  are  met. 

Insurance  Assignments 

The  AMA  should  investigate  the  frequency  of  and  seek  a solution  to  the  problem  of 
erroneous  payments  to  insurance  beneficiaries  instead  of  physicians  to  whom  they 
have  assigned  such  payments. 


State  Regulation  of  Professional  Liability  Insurance 


The  House  supported  the  current  system  of  state  regulation  of  professional 
liability  insurance  and  opposed  any  effort  by  the  federal  government  to  pre- 
empt this  right  of  the  states. 

Tobacco  and  Health 


. The  House  reaffirmed  its  support  for  the  concept  of  rotational  warnings  on 
cigarette  packages. 

. The  House  supported  the  concept  of  a federal  Office  on  Smoking  and  Health. 

Prevention  of  Fires  Related  to  Cigarette  Smoking 

The  House  voted: 

. To  support  the  concept  of  self-extinguishing  cigarettes. 

. To  continue  support  for  "The  Cigarette  Safety  Act"  calling  for  a study  to 
determine  the  feasibility  and  the  practicability  of  establishing  a standard 
for  self-extinguishing  cigarettes  and  requiring  cigarette  manufacturers  to 
meet  that  standard. 

. To  inform  major  cigarette  manufacturers  of  its  support  of  the  concept  of  self- 
extinguishing cigarettes  for  the  purpose  of  reducing  fire  related  deaths, 
injuries,  and  loss  of  property. 

. To  reiterate  opposition  to  all  smoking. 

Third  Party  Coverage  for  Psychiatric  Services 

. The  House  was  informed  of  the  continuing  disparity  of  third  party  coverage  for 
psychiatric  services. 

. The  House  reaffirmed  AME  support  for  parity  in  payment  of  benefits  for  psychiat 
services  as  compared  to  other  medical  services. 

Prevention  of  Deaths  and  Injuries  from  Automobile  Accidents 

The  House  supported  state  legislation 

. Mandating  the  use  of  seat  belts 

. Requiring  passive  restraint  of  infants  and  children  in  motor  vehicles. 

Scientific  Reports 


The  House  considered  several  more  in  the  series  of  reports  from  the  AMA  Council  on 
Scientific  Affairs.  Topics  included: 

. Medical  Evaluations  of  Healthy  Persons 
. Sodium  in  Processed  Foods 
. Continuous  Ambulatory  Peritoneal  Dialysis 
. Infant  Formula  Marketing 
. Fetal  Effects  of  Maternal  Alcohol  Use 
. Brain  Injury  in  Boxing. 

These  reports  constitute  authoritative  documents  on  the  subjects  covered  as 
resources  for  all  physicianns.  The  Board  of  Trustees  has  under  consideration 
plans  for  making  these  and  previous  reports  of  the  Council  on  Scientific  Affairs 
more  widely  available  to  the  medical  profession. 

Your  AMA  delegates  solicit  your  comments  and  opinions  on  these  actions  and  on  future 
concerns  and  issues  in  medical  care.  Many,  many  AMA  policies  began  with  an  individual 
physician  who  had  a good  idea  and  coaxed  it  through  the  democratic  process. 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly*Som»no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten«cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af*ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to«tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re*bound  in«som«nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 
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Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  3 4J  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.315 During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 
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(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
( e g .,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom 
iting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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(continued  from  page  608) 

thousands  more  enlisted  personnel  in  its  outpatient 
clinics,  he  said. 


Dr.  Ralph  Snyderman,  chief  of  Duke  University 
Medical  Center’s  division  of  rheumatology,  lectured 
on  arthritis  to  a crowd  of  250  people  attending  the  May 
4 “Health  Night  Out”  talk.  The  lectures  are  a series  of 
free  monthly  programs  sponsored  by  the  medical 
center’s  public  relations  office. 

“It  is  estimated  that  in  North  Carolina  alone  300,000 
to  500.000  people  suffer  from  some  form  of  arthritis,” 
Snyderman  said.  He  explained  the  different  types  of 
arthritis  and  how  they  can  be  diagnosed. 

The  rheumatologist  discussed  the  many  remedies 
(“Some  are  real,  some  are  spurious,”  he  said),  and 
suggested  that  arthritis  victims  should  “try  not  to  use 
a joint  that  hurts  because  the  pain  is  trying  to  tell  you 
something.” 

As  Snyderman  pointed  out,  Duke  is  a center  of 
arthritis  research  and  treatment  for  adults  and  chil- 
dren. 


More  than  300  health  professionals  graduated  from 
Duke  in  commencement  exercises  last  spring  on  the 
university’s  East  Campus  lawn.  The  commencement 
speaker  this  year  was  Dr.  Hannah  Gray,  president  of 
the  University  of  Chicago  and  a noted  historian  of  the 
Renaissance. 

Medical  degrees  were  given  to  1 1 1 students;  87 
nursing  degrees  were  awarded;  37  physician’s  assis- 
tants received  degrees;  33  masters  of  health  adminis- 
tration degrees  were  conferred;  and  23  students  re- 
ceived physical  therapy  degrees.  Degrees  were  also 
granted  to  10  medical  technologists,  and  five  patholo- 
gists’ assistants  received  bachelor  of  health  science 
degrees.  The  Nurse  Anesthesia  Program  at  Duke  also 
graduated  10  students. 


Two  faculty  members  in  the  medical  center  recently 
were  appointed  to  new  positions. 

Dr.  Hugh  Sampson,  assistant  professor  of  pediat- 
rics, was  appointed  associate  director  of  the  clinical 
research  unit  (CRU).  He  succeeds  Dr.  Francis 
Neelon,  associate  professor  of  medicine,  who  was 
appointed  chief  of  the  division  of  endocrinology. 

Neelon  was  appointed  acting  director  of  the  endo- 
crinology division  in  1981  and,  until  Sampson’s  ap- 
pointment, also  served  as  associate  director  of  the 
CRU.  He  was  appointed  to  that  position  in  1975. 

After  earning  his  medical  degree  at  Harvard  in  1962, 
Neelon  came  to  Duke  for  a medical  internship.  Neelon 
became  an  associate  professor  of  medicine  in  1977. 

Sampson  earned  his  medical  degree  at  State  Uni- 
versity of  New  York  at  Buffalo  in  1975  and  served  a 
pediatric  residency  at  Children’s  Memorial  Hospital 
in  Chicago. 

He  came  to  Duke  for  a fellowship  in  the  division  of 
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allergy,  immunology  and  pulmonary  diseases  in  1978, 
and  was  appointed  assistant  professor  of  pediatrics  in 
1980.  Sampson  conducts  research  studies  in  the  CRU 
and  continues  to  serve  as  director  of  the  Cabarrus 
County  Pediatric  Consulting  Program. 


A professor  of  psychiatry  at  the  medical  center.  Dr. 
Jeffrey  L.  Houpt,  has  been  acting  chairman  of  that 
department  succeeding  Dr.  H.  Keith  H.  Brodie,  who 
was  named  chancellor  of  the  University.  Houpt  as- 
sumed his  duties  June  1. 

Houpt,  who  is  head  of  the  division  of  psychoso- 
matic medicine  and  medical  director  of  the  clinical 
specialty  unit,  came  to  Duke  as  an  assistant  professor 
of  psychiatry  in  1975. 

“He  brings  excellent  administrative  skills,  clinical 
competence  and  teaching  ability  to  the  office  of 
chiarman,”  said  Brodie,  a James  B.  Duke  Professor  of 
Psychiatry,  who  has  been  chairman  of  the  department 
since  1974. 

Houpt  is  chief  of  the  consultation  and  liaison  service 
in  the  Department  of  Psychiatry.  He  received  his 
medical  degree  from  the  Baylor  College  of  Medicine  in 
Houston  in  1967  and  served  his  psychiatry  residency 
at  the  Yale  University  School  of  Medicine. 

“My  major  challenge  as  acting  chairman  will  be 
to  maintain  the  momentum  that  we've  achieved  in 
the  past  five  years,”  Houpt  said.  “During  that  time 
we’ve  increased  research  funding  by  about  two-fold, 
and  we  now  have  more  than  900  applicants  for  12 
available  residency  positions.” 

Houpt  said  he  thought  the  dramatic  increase  in 
funding  for  the  psychiatry  department  and  the  in- 
crease in  number  of  residency  applications  were  “in- 
dications that  Duke’s  Department  of  Psychiatry  is 
truly  a leading  department  on  the  national  scene. 

“We’ve  also  developed  several  innovative  treat- 
ment programs,  such  as  the  clinical  specialty  unit  and 
the  behavioral  physiology  laboratory,”  he  said. 

Before  coming  to  Duke,  Houpt  was  director  of  the 
consultation-liaison  service  at  Presbyterian  Hospital 
in  San  Francisco.  He  also  was  medical  director  of  the 
Brookwood  Hospital  of  Pacific  Medical  Center  in 
Santa  Rosa. 


James  B.  Duke  Professor  of  Medicine  Emeritus,  Dr. 
J.  Lamar  Callaway,  received  the  Stephen  Rothman 
Award  at  the  Society  for  Investigative  Dermatology’s 
43rd  annual  meeting  in  Washington,  D C.  in  May. 

The  Stephen  Rothman  Award  is  the  highest  award 
presented  by  the  American  Society  for  Investigative 
Dermatology  and  is  awarded  to  individuals  who  have 
made  outstanding  and  unique  contributions  to  aca- 
demia and  investigative  dermatology. 

Callaway  is  the  16th  recipient  of  the  award,  which 
includes  an  honorarium  and  a gold  medal.  He  received 
his  medical  degree  from  Duke  in  1932.  He  also  earned 
his  BS  in  medicine  from  Duke  and  the  University  of 
Alabama  in  1935.  He  joined  the  Duke  staff  in  1937. 

The  dermatologist  has  worked  on  the  editorial 


boards  of  several  medical  journals  and  published  128 
articles,  is  co-author  of  two  textbooks  and  has  written 
two  educational  films  on  fungus  disease.  He  served  as 
vice-chairman  of  the  academic  council  for  three 
terms.  He  celebrated  his  50th  year  at  Duke  in  1981. 


A Duke  University  Medical  Center  physician.  Dr. 
Robert  J.  Lefkowitz,  was  named  a James  B.  Duke 
Professor  in  May. 

Lefkowitz  is  the  author  of  more  than  200  scientific 
papers  and  serves  on  the  board  of  professional  jour- 
nals in  the  fields  of  molecular  and  cardiovascular 
pharmacology,  biochemistry  and  biophysics.  He  is  a 
member  of  the  national  council  of  the  American  Led- 
eration  for  Clinical  Research.  He  holds  B.A.  and  M.D. 
degrees  from  Columbia  University  and  first  came  to 
Duke  in  1973. 


Second  year  medical  student  Paul  Sperduto  won  the 
Jones  and  Guerro  Foundation  Prize  for  the  best  re- 
search project  on  myelodysplasia.  The  prize,  which 
carries  a $150  award,  was  established  to  encourage 
research,  teaching  and  patient  care  in  myelodysplasia 
and  other  chronically  handicapping  musculoskeletal 
conditions  in  children. 


Dr.  Joseph  A.  C.  Wadsworth,  professor  of  oph- 
thalmology, served  as  red  badge  examiner  at  the 
American  Board  of  Ophthalmology  in  Philadelphia  in 
late  April.  At  the  American  Ophthalmological  Society 
in  Hot  Springs,  Va.  in  May,  he  was  chairman  of  the 
committee  on  medals  and  prizes  and  presented  the 
Howe  Medal. 


William  L.  Hylander,  professor  in  the  Department 
of  Anatomy,  received  a $67,392  research  grant  from 
the  National  Institute  of  Dental  Research  to  study 
strain  in  facial  bones. 

Fearghus  T.  O’Foghluda,  professor  of  radiology, 
received  a $26,501  research  grant  from  the  National 
Cancer  Institute  to  study  “Wide-range  Dosimeters 
Using  Low-Z  Scintillators.” 

Thomas  C.  Vanaman,  professor  of  microbiology, 
received  a $92,202  research  grant  from  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke  to  study  brain  specific  proteins  in 
nerve  function. 

Sheldon  R.  Pinnell,  professor  of  dermatology,  re- 
ceived an  $88,273  research  grant  from  the  National 
Institute  of  Arthritis,  Diabetes,  Digestive  and  Kidney 
Diseases.  He  is  studying  “Collagen  Biosynthesis  in 
Human  Skin  Fibroblasts.” 

Leon  Lack,  professor  of  pharmacology,  received  an 
$85,006  research  grant  from  the  National  Institute  of 
Arthritis,  Diabetes,  Digestive  and  Kidney  Diseases  to 
study  the  pharmacology  of  intestinal  bile  salt  trans- 
port. 

William  Gough  III,  an  immunology  fellow,  received 
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a $20,040  national  research  service  award  from  the 
National  Institute  of  Arthritis,  Diabetes,  Digestive 
and  Kidney  Diseases. 

Lyn  A.  Thet,  associate  professor  in  the  Department 
of  Medicine,  received  $103,400  from  the  American 
Heart  Association  for  the  project,  “Pulmonary  En- 
dothelial Cell  Kinetics  During  In  Vivo  Hyperoxia.” 

Darrell  V.  Lewis,  assistant  professor  of  pediatrics, 
received  a $29,092  new  investigator  research  award 
from  the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke.  Lewis  is  studying 
the  neurotransmitter  modulation  of  intracellular  cal- 
cium. 

James  L.  Parmentier,  assistant  medical  research 
professor  in  the  Department  of  Anesthesiology,  re- 
ceived a research  grant  for  $69,666  from  the  National 
Institute  of  General  Medical  Sciences.  His  study  is 
“Mode  of  Action  of  Volatile  Anesthetics.” 

Barbara  J.  Crain,  fellow  in  the  Departments  of 
Pathology  and  Pharmacology,  received  a $50,500 
award  from  the  Pharmaceutical  Manufacturers  Asso- 
ciation Foundation,  Inc.  Crain  is  studying  the  role  of 
enkephalins  in  the  hippocampus  of  kindled  rats. 

Michael  S.  Hershfield.  associate  professor  of  medi- 
cine and  assistant  professor  of  biochemistry,  received 
a research  career  development  award  for  $38,324  from 
the  National  Institute  of  Arthritis,  Diabetes,  Digestive 
and  Kidney  Diseases.  He  is  studying  a lymphoblast 
model  for  disease  of  purine  metabolism. 

Per-Otto  F.  Hagen,  associate  medical  research 


professor  in  the  Department  of  Surgery,  received  a 
$15,268  research  grant  from  the  National  Heart,  Lung 
and  Blood  Institute  to  study  the  surgical  and  metabolic 
aspects  of  venous  grafts. 

Wendall  F.  Rosse.  professor  of  microbiology  and 
immunology  and  chief  of  the  division  of  hematology 
and  medical  oncology,  received  a research  grant  of 
$92,030  from  the  National  Cancer  Institute.  He  is 
studying  immunological  lysis  in  neoplastic  disease. 

Dolph  O.  Adams,  professor  of  pathology,  received 
a $64,835  grant  from  the  National  Cancer  Institute. 
His  pathologic  study  is  “Tumoricidal  Effects  of  Mac- 
rophages.” 

Kenneth  M.  Flowe  in  the  Department  of  Medicine 
received  $1,500  from  the  Cystic  Fibrosis  Foundation 
to  fund  his  project,  “Characterization  of  Meconium 
Mucins  from  CF  and  Normals.” 

Hie  P.  Bell,  assistant  medical  research  professor  in 
anatomy  and  physiology,  received  a $68, 1 1 6 research 
grant  from  the  National  Institute  of  General  Medical 
Sciences  to  fund  a study,  “Regulation  of  Membrane 
Phospholipid  Synthesis.” 

Everett  H.  Ellinwood  Jr.,  professor  of  psychiatry 
and  pharmacology,  received  a $ 1 87,359  research  grant 
from  the  National  Institute  on  Drug  Abuse  for  his 
study,  “Sensitivity  to  Driving  Impairment  with  Drugs 
of  Abuse.” 

Erdman  B.  Palmore,  professor  in  the  departments 
of  psychiatry  and  sociology,  received  a $70,290  re- 
search grant  from  the  National  Institute  of  Aging  to 
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study  the  determinants  and  consequences  of  retire- 
ment. 

Martin  J.  Costello  III,  assistant  professor  of 
anatomy,  received  a $41 ,525  research  grant  from  the 
National  Institute  of  General  Medical  Sciences  to 
study  “Combined  X-ray/EM  Analysis  of  Intramem- 
brane Particles.” 


The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

A project  intended  to  raise  funds  for  low-interest 
loans  for  medical  students  at  the  Bowman  Gray 
School  of  Medicine  has  produced  $70,000. 

The  project  was  sponsored  by  the  Medical  Center 
Guild  of  the  medical  school  and  North  Carolina  Bap- 
tist Hospital,  and  was  conducted  in  cooperation  with 
the  Carolinas  Chapter  of  the  American  Society  of 
Interior  Design  (ASID). 

A 20-room  house  was  made  available  for  the  project 
by  Dr.  Lawrence  C.  McHenry,  professor  of  neurology 
at  Bowman  Gray,  and  his  family.  Twenty-four  mem- 
bers of  ASID  from  North  and  South  Carolina  indi- 
vidually decorated  each  room  of  the  house  in  the  per- 
sonal style  of  the  designer. 

The  house  was  opened  with  a preview  party  for 
patrons.  Proceeds  from  that  event  totaled  $15,000. 
During  the  following  three  weeks,  the  house  was  open 


to  the  public.  An  additional  $20,000  was  raised 
through  admission  charges,  lunches,  plant  sales,  etc. 

Proceeds  from  the  project  were  matched  by  $35,000 
which  came  to  the  medical  school  from  an  anonymous 
source. 

The  showhouse  project  was  initiated  because  of  an 
anticipated  drastic  reduction  in  federal  support  for 
student  loans.  Both  the  Guaranteed  Student  Loan 
program  and  the  Health  Professions  Student  Loan 
program  are  in  jeopardy. 

Tuition  at  Bowman  Gray,  $7,150  for  the  1982-83 
school  year,  remains  the  lowest  among  private  medi- 
cal schools  in  the  United  States.  It  has  been  kept  low 
in  order  to  encourage  ethnic  and  economic  diversity 
in  the  student  body.  Nevertheless.  85%  of  Bowman 
Gray  students  require  some  form  of  financial  aid. 


North  Carolina  Baptist  Hospital,  Bowman  Gray’s 
principal  teaching  hospital,  has  been  awarded  a 
$100,000  grant  from  the  Fannie  E.  Rippel  Loundation 
of  Morristown,  N.J. 

The  grant  will  support  the  purchase  of  ultrasound 
equipment  and  the  development  of  a clinical  program 
to  analyze  human  arteries  and  veins  for  problems  that 
could  lead  to  strokes  and  heart  attacks. 

The  bulk  of  the  grant,  $90,000,  will  be  used  to  pur- 
chase a Mobile  Artery  and  Vein  Imaging  System 
(MAVIS),  a pulsed  Doppler  ultrasound  system  that 
permits  the  noninvasive  study  of  blood  vessels. 

A prototype  of  MAVIS  has  been  in  use  at  the  Bow- 
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man  Gray/Baptist  Hospital  Medical  Center  since 
1978,  when  Bowman  Gray  was  selected  to  conduct  the 
first  laboratory  and  clinical  evaluations  of  the  new 
equipment  in  this  country.  Scientists  and  physicians  at 
the  medical  school  worked  closely  with  the  manufac- 
turer, General  Electric  Company  of  England,  to  per- 
fect the  technical  capabilities  of  MAVIS. 

The  new  MAVIS  system  includes  improvements 
that  were  developed  as  a result  of  the  work  at  Bowman 
Gray. 

A program  of  daily  clinical  trials  will  be  conducted 
to  validate  the  effectiveness  of  the  system.  Bowman 
Gray  studies  already  have  shown  MAVIS  to  be  valu- 
able in  the  study  of  carotid  arteries.  And  pilot  studies 
have  shown  that  MAVIS  can  produce  effective  images 
of  the  subclavian  and  vertebral  arteries. 

Clinical  trials  will  involve  100  patients  each  year  for 
a three-year  period.  Evaluations  will  be  designed  for 
correlation  of  MAVIS  results  with  patient  symptoms 
and  with  other  diagnostic  procedures,  such  as  digital 
radiography. 


Four  members  of  the  Bowman  Gray  faculty  have 
been  promoted  to  the  rank  of  full  professor. 

They  are  Dr.  Carol  C.  Cunningham,  biochemistry; 
Dr.  Lloyd  H.  Harrison,  surgery  (urology);  Dr.  Law- 
rence L.  Rudel,  comparative  medicine;  and  Dr. 
Robert  B.  Taylor,  family  medicine. 

They  were  among  23  members  of  the  school’s  full- 
time faculty  for  whom  promotions  have  been  an- 
nounced, effective  July  1. 


Owen  K.  Davis,  a graduating  medical  student  at 
Bowman  Gray,  and  Dr.  Vardaman  M.  Buckalew  Jr., 
professor  of  medicine  (nephrology)  and  physiology 
were  the  recipients  of  top  awards  during  Bowman 
Gray’s  annual  awards  ceremony. 

Davis,  of  Glen  Ridge,  N.J.,  was  presented  the  Fac- 
ulty Award,  the  highest  award  bestowed  on  a medical 
student  by  the  Bowman  Gray  faculty.  The  award  is 
presented  annually  to  a graduating  medical  student 
who  has  demonstrated  outstanding  scholarship  and 
character  during  four  years  of  medical  school. 

He  also  received  the  Obstetrics-Gynecology  Merit 
Award,  recognizing  outstanding  academic  and  profes- 
sional stature  in  obstetrics  and  gynecology. 

Buckalew  received  the  Award  for  Teaching  Ex- 
cellence, the  highest  teaching  award  given  to  a mem- 
ber of  the  faculty.  Winners  of  the  award  are  selected 
by  a committee  composed  of  representatives  of  the 
medical  school  administration,  faculty  and  student 
body.  Candidates  are  nominated  by  the  students. 

Drs.  Buckalew  and  Davis  were  among  2 1 recipients 
of  special  recognition  at  the  awards  ceremony.  Davis 
was  among  102  students  who  received  the  M.D.  de- 
gree May  17  during  graduation  ceremonies  on  the 
Wake  Forest  University  campus. 


According  to  a survey  conducted  by  a Bowman 
Gray  otolaryngologist,  the  use  of  the  Foley  catheter 


for  removing  foreign  objects  which  are  stuck  in  the 
airway  may  not  be  the  best  method. 

Dr.  Fred  McGuirt.  associate  professor  of  otolaryn- 
gology. reported  the  results  of  his  survey  at  the  annual 
meeting  of  the  American  Broncho-Esophagological 
Association. 

Responses  to  the  survey  of  physicians  showed  that 
the  Foley  catheter  is  particularly  popular  with  spe- 
cialists “who  have  not  had  specific  training  in  the  care 
and  complications  of  patients  with  foreign  bodies  in 
the  upper  aerodigestive  tract,”  McGuirt  said. 

Advocates  of  using  the  Foley  catheter  for  removing 
foreign  objects  point  out  that  it  is  economical,  the 
patient  does  not  have  to  be  hospitalized  and  there  are 
no  operating  room  expenses. 

However,  doctors  trained  in  endoscopy  contend 
that  the  possibility  of  airway  obstruction  exists  with 
the  Foley  catheter,  which  could  be  life-threatening. 
Another  disadvantage  of  using  the  catheter  is  that 
underlying  or  associated  disease  may  be  missed. 

McGuirt  outlined  a series  of  safeguards  which 
would  limit  patient  risk  associated  with  the  Foley 
catheter,  including  having  fluoroscopy  and  resuscita- 
tion equipment  available. 


Wake  Forest  University  has  graduated  its  first  black 
female  recipient  of  the  Ph.D.  degree.  Blonnie  F. 
Thompson  of  Durham  received  the  Ph.D.  degree  in 
microbiology  and  immunology  from  Wake  Forest 
during  the  university’s  May  17  commencement.  She 
studied  for  the  degree  at  the  university’s  Bowman 
Gray  School  of  Medicine. 

Mrs.  Thompson  also  is  Wake  Forest’s  first  black 
recipient  of  a Ph.D.  degree  in  the  biomedical  sciences. 
She  holds  the  M.S.  degree  in  biology  from  Atlanta 
University  and  the  B.S.  degree  in  biology  from 
Winston-Salem  State  University. 


Dr.  William  H.  Boyce,  professor  of  urology,  has 
been  elected  vice  president  of  the  American  Associa- 
tion of  Genito-Urinary  Surgeons. 


Dr.  Vardaman  M.  Buckalew  Jr.,  professor  of  medi- 
cine (nephrology)  and  physiology,  has  been  appointed 
to  the  Editorial  Board  of  the  Annals  of  Internal  Medi- 
cine for  a three-year  term.  He  also  has  been  appointed 
to  the  board  of  directors  of  the  American  Heart  As- 
sociation, North  Carolina  Chapter,  for  a three-year 
term. 


Dr.  Robert  I.  Kohut,  professor  of  surgery  (oto- 
laryngology), has  been  elected  to  the  At-Large  Ex- 
ecutive Committee  for  the  National  Committee  for 
Research  in  Neurological  and  Communicative  Disor- 
ders. He  also  was  appointed  to  the  Editorial  Board  of 
the  American  Journal  of  Otolaryngology . 
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Dr.  George  Podgorny,  clinical  associate  professor 
of  surgery  (emergency  medicine),  has  been  elected  to 
the  nominating  committee  of  the  American  Board  of 
Medical  Specialties. 


Dr.  Robert  W.  Prichard,  professor  and  chairman  of 
the  Department  of  Pathology,  has  been  appointed  by 
the  National  Board  of  Medical  Examiners  as  chairman 
of  the  Board’s  Part  1 Pathology  Test  Committee.  He 
will  serve  as  a member  of  the  organization's  governing 
board.  He  also  has  been  selected  to  a three-year  term 
as  secretary-treasurer  of  the  Association  of  Pathology 
Chairmen. 


Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry  and  Behavioral  Medi- 
cine. has  been  selected  as  a reviewer  for  the  Journal  of 
the  American  Medical  Association  (JAMA)  and  also 


as  a reviewer  for  the  journal  Hospital  and  Community 
Psychiatry. 


Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  appointed  to  the  Medical 
Staff  (Orthopedics)  of  the  United  States  of  America 
Amateur  Boxing  Foundation. 


Dr.  Earl  Schwartz,  assistant  professor  of  surgery 
(emergency  medicine)  has  been  appointed  to  the  1982 
national  faculty  for  the  American  Heart  Association 
Training  Network  for  Advanced  Cardiac  Life  Support 
and  Basic  Life  Support. 


Dr.  Nat  E.  Smith,  professor  of  medicine  and  as- 
sociate dean,  was  re-elected  to  the  board  of  directors 
of  the  Health  Sciences  Consortium  at  its  annual 
meeting. 


Though  the  history  of  the  operation  of  medical  causes  is  obscure,  from  their  variety  and 
their  conflicting  nature,  yet  by  a proper  examination  of  them,  great  triumphs  have  been 
achieved  over  the  most  dreadful  maladies;  and  it  is  by  observation,  accurately  appreciating 
the  circumstances,  on  which  the  efficiency  of  remedies  is  decided,  that  the  benefits  of  our 
science  are  most  conspicuous.  Thus,  for  instance,  with  regard  to  the  treatment  by  venesec- 
tion of  inflammatory  diseases,  the  most  common  of  all  morbid  affections:  However  hidden 
may  be  the  seat  of  the  inflammation  — in  the  eye,  the  head,  the  lungs,  if  its  symptoms  be 
present,  this  plan  of  treatment  effectually  removes  it,  and  prevents,  when  judiciously 
administered,  the  formation  of  abscesses,  which  almost  always  end  in  the  destruction  of  the 
organ,  and  if  the  organ  be  necessary  to  life,  in  the  death  of  the  individual.  — Elements  of  the 
Theory  and  Practice  of  Physic,  by  George  Gregory,  M.D. , with  notes  and  additions,  adapted 
to  the  Practice  of  the  United  States,  by  Nathaniel  Potter.  M.D.,  and  S.  Colhoun.  M.D..  Vol. 
I,  Philadelphia,  Towar  & Hogan.  1829. 
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BECAUSE  OF 
CHEMOTHERAPY 
KAREN  ANDERSON 

IS  A STATISTIC 

THE  Kl  N D OF  S1AT1STK 
WEUKE 

TO  BRAG  ABOUT. 


When  Karen  was  only  18  years  old, 
her  doctor  discovered  she  had  a 
deadly  form  of  leukemia.  Facing 
incredible  odds,  a survival  rate  of  only 
3%,  Karen  spent  the  next  three  years 
in  intensive  chemotherapy. 

Not  only  was  her  life  at  stake,  but  if 
she  did  survive,  there  were  serious 
questions  as  to  whether  shed  be  able 
to  have  children. 

Now,  eight  years  and  two  sons  later,  youd  never  suspect 
that  this  vigorous  young  mother  had  battled  a disease  that 
kills  more  than  15,000  Americans  every  year. 

Karen,  Brian  and  Erik  are  living  proof  that  we're  gaining 
in  the  fight  against  cancer.  It's  a fight  we  can't  afford  to  lose. 
It's  your  donations  that  help  us  continue  the  research, 
education  and  rehabilitation  programs  thatwill  give  us  more 
statistics  like  Karen  Anderson.  The  kind  of  statistics 
we  can  all  be  proud  of. 

SHARE  THE 
COST  OF  LIVING 

Give  to  the  American  Cancer  Society. 


Dean’s  Page 




MEDICAL  EDUCATION: 

A TIME  OF  TRIAL 

Richard  Janeway,  M.I). 

The  apparent  resource  constraints  of  the  future  will 
create  a time  of  trial  for  the  concept  that  the  training  of 
competent  physicians  and  the  creation  of  new  knowl- 
edge are  co-equal  university  missions,  neither  of 
which  can  be  fulfilled  in  the  absence  of  broad-based 
university  involvement  in  patient  care  and  research. 
Three  forces  may  have  profound  effects  on  the  char- 
acter of  medical  education  and  on  the  structure  of 
medical  schools:  fiscal  constraint,  an  aging  population 
and  competition. 

MONEY  AND  AGING 

For  the  near  term  (and  probably  for  the  foreseeable 
future)  it  will  be  federal  policy  to  attempt  to  restrain 
expenditures  for  health  care  services,  for  biomedical 
research  and  research  training,  and  for  support  of 
students  and  medical  education.  The  gravity  of  this 
situation  is  compounded  by  the  "graying”  of  the  na- 
tion. It  is  a demographic  near-certainty  that  the  pro- 
portion of  the  population  over  age  65  will  double  dur- 
ing the  next  20  years.  Our  senior  citizens  are  large 
users  of  federally-funded  health  care  services,  the 
legislative  and  political  guarantees  for  which  ap- 
proximate an  unrestrainable  entitlement.  Forty-two- 
and-a-half-billion  dollars  were  expended  by  the  Medi- 
care program  in  fiscal  year  1981.  Seventy-five  billions 
are  projected  for  1985.  Utilization  of  these  services  by 
an  enlarged  population  will  increase  the  pressure  to 
restrain  controllable  federal  expenditures.  "Control- 
lables”  comprise  less  than  25  percent  of  the  federal 


Dr.  Janeway  is  Dean  of  the  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  NC. 
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budget,  but  it  is  this  portion  from  which  medical 
schools  traditionally  have  derived  a large  segment  of 
their  revenues  in  support  of  research  and  demonstra- 
tion programs.  In  parallel  with  these  two  develop- 
ments are  emerging  beliefs  that  competition  among 
alternative  systems  of  health  care  delivery  will  drive 
down  costs  and  increase  access  to  services. 

EFFECTS  OF  COMPETITION 

Increased  competition  through  IPAs,  HMOs,  gov- 
ernment-funded programs  and  consumer  choice 
health  protection  programs,  may  result  in  the  conclu- 
sion that  many  tertiary  care  services  are  not  competi- 
tively distributable  because  of  considerations  of  in- 
herent cost.  size,  and  quality.  Major  teaching  centers 
may  become  monopoly  providers  of  tertiary  care 
since  concentration  of  these  services  will  be  demon- 
strably more  cost-effective  than  will  be  wider  dis- 
tribution. Furthermore,  "alternate”  systems  will  not 
provide  high-technology,  high-cost  services  because 
they  would  cause  loss  of  appeal  in  a price-competitive 
market. 

Increased  concentration  of  tertiary  services  will 
limit  the  capacity  of  the  academic  medical  center  to 
provide  comprehensive  clinical  education  for  medical 
students.  Indeed,  this  outcome  would  eventually  re- 
strict academic  medical  center  graduate  training  to  all 
but  the  most  tertiary  specialists.  In  that  event,  medical 
student  education  and  general  graduate  training  re- 
lated to  the  bulk  of  medical  and  surgical  disorders  may 
have  to  be  taught  primarily  in  community  hospitals. 
Since  community  hospitals  are  unlikely  to  accept  the 
burden  of  educational  costs  in  a competitive  world, 
some  mechanism  of  support  other  than  the  "sick 
fund”  will  have  to  be  found.  The  prospects  of  gen- 
erating funds  for  such  a program  are  chilling  regard- 
less of  whether  funding  would  be  sought  from  students 
or  the  public  or  private  sector.  Indeed,  given  this 
scenario,  the  question  may  be  raised,  "Is  the  last  two 
years  of  medical  student  training  truly  a university 
function?” 

Total  separation  of  clinical  training  from  the  univer- 
sity would  be  a retrogressive  step  with  potentially 
disastrous  implications.  However,  to  the  extent  that 
broad  clinical  experiences  continue  to  remain  within 
the  general  purview  of  the  university,  the  distribution 
of  education  and  training  is  not  a disturbing  develop- 
ment. Clinical  training  is  not  now  restricted  and 
should  not  be  restricted  to  the  classical  academic  set- 
ting. Because  the  current  medical  education  process 
has  been  so  successful,  we  have  a huge  resource  of 
science-based  clinicians  practicing  in  our  communi- 
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ties.  They  should  be  involved  in  the  training  of  stu- 
dents and  residents.  The  opportunity  for  dramatically 
increased  involvement  in  training  with  its  attendant 
intellectual  stimulation,  however,  will  make  private 
practice  more  attractive  to  the  prospective  clinician- 
teacher  who  otherwise  would  have  stayed  in  the 
academic  medical  center.  This  movement  into  the 
community  will  increase  the  competitive  pressures  on 
medical  schools  as  we  try  to  recruit  faculty. 

THE  PRESERVATION  OF  SCHOLARSHIP 

The  schools  will  be  forced  to  offer  more  attractive 
economic  packages  while  at  the  same  time  guarding 
against  the  potentially  adverse  impact  on  scholarly 
productivity  imposed  by  increasing  reliance  on  in- 
come from  patient  services  to  support  overall  institu- 
tional programs.  To  achieve  proper  balance  between 
entrepreneurialism  and  scholarship  will  perhaps  be 
our  most  significant  challenge.  Implicit  to  the 
achievement  of  this  balance  from  the  standpoint  of  the 
university  is  the  need  to  select  clinically  oriented  full- 
time faculty  members  who  are  committed  to  be  full 
partners  in  the  academic  setting.  It  is  essential  that 
these  members  of  the  faculty  love  and  accept,  and  are 
loved  and  accepted  by  their  research-oriented  col- 
leagues to  whom  a more  distant  portion  of  the  future  is 
entrusted. 

Even  as  this  scenario  unfolds  in  the  clinical  arena, 
the  decrement  in  the  number  of  M.D.s  being  trained  for 


academic  and  research  careers  and  the  constant-dollar 
decrease  in  NIH  research  funding  presage  that  gov- 
ernmental and  industrial  research  funds  will  become 
channeled  into  a relatively  few  institutions.  In  an  in- 
creasingly competitive  world  only  the  institutions  that 
have  the  financial  ability,  the  tradition  and  the  in- 
tellectual courage  to  invest  in  the  future  through  the 
provision  of  plant  capacity  and  program  support  will 
be  able  to  conduct  research.  The  compression  of  re- 
search funding  to  a limited  number  of  institutions  and 
the  attendant  demise  of  scholarly  endeavor  in  the  re- 
mainder has  the  unwanted  potential  of  producing  two 
classes  of  physicians:  science-based  or  tradesman. 
We  as  a profession  cannot  allow  this  to  happen  to  our 
society  or  to  our  profession. 

Regardless  of  the  difficulties  we  may  face  in  forming 
coalitions,  it  is  important  that  our  entire  profession 
support  the  totality  of  the  concept  that  training  of 
science-based  clinicians  and  the  discovery  of  new 
knowledge  are  co-equal  university  missions.  If  we  are 
to  continue  to  train  science-based  physicians  conver- 
sant with  the  real  and  potential  significance  of  the 
“new  biology”  to  clinical  medicine,  we  must  do  so  in 
an  atmosphere  that  reveres  scholarship.  It  is  impor- 
tant that  we  as  a profession  raise  our  voices  to  assure 
that  both  the  immediate  and  the  long-term  public 
interest  receive  balanced  recognition  in  a time  of  con- 
strained resources. 
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EDWIN  P.  ALYEA,  M.D. 

Edwin  P.  Alyea,  M.D..  Professor  Emeritus  of  Urol- 
ogy, died  in  his  home  on  I February  1982  of  a myocar- 
dial infarction.  Dr.  Alyea  graduated  from  Princeton 
University  in  1919  and  from  Johns-Hopkins  School  of 
Medicine  in  1923.  He  was  trained  in  urology  at 
Johns-Hopkins  Medical  Center  by  Dr.  Hugh  Hampton 
Young  until  accepting  an  appointment  as  the  first 
Chief  of  Urologic  Surgery  at  the  Duke  Medical  Center 
in  1929.  He  was  named  Professor  of  Urologic  Surgery 
in  1942  and,  upon  his  retirement  in  1969,  was  named 
Professor  Emeritus.  As  the  first  chief  of  the  Division 
of  Urologic  Surgery,  he  brought  immediate  national 
and  international  distinction  to  the  Duke  Medical 
Center.  While  chief  of  the  Urologic  Surgical  Division, 
35  residents  completed  their  urology  training.  Many  of 
these  have  gone  on  to  achieve  distinction  in  academic 
institutions  throughout  the  country.  One  of  the  early 
innovators  in  the  area  of  prostatic  surgery,  he  helped 
develop  transurethral  resection  and  bring  it  to  promi- 


J 

nence  in  this  country.  He  was  one  of  the  early  inves- 
tigators of  sulfanilamide  therapy  and  its  use  in  the 
treatment  of  urinary  tract  infections.  He  was  a mem- 
ber of  more  than  20  professional  associations  and  so- 
cieties, and  he  also  authored  more  than  30  publica- 
tions. 

Dr.  Alyea  was  both  founder  and  friend  to  Duke 
urology.  Caring  and  careful,  he  asked  that  his  resi- 
dents treat  each  patient  with  thoughtfulness,  respect, 
and  dignity.  To  honor  his  academic  accomplishments 
and  efforts,  his  residents  established  the  Edwin  P. 
Alyea  Visiting  Professorship  in  Urology  in  1964.  Ten 
years  later,  in  1974,  Duke's  Urologic  Clinic  was  re- 
named the  Edwin  P.  Alyea  Urologic  Clinic. 

Dr.  Edwin  P.  Alyea  is  survived  by  his  wife,  Nancy 
Anderson  Alyea;  a son,  Edwin  P.  Alyea,  Jr.,  of 
Georgetown,  Kentucky;  a daughter,  Nancy  Alyea 
Schiebel  of  Durham.  North  Carolina,  and  three  grand- 
children. 

DURHAM-ORANGE  COUNTY 
MEDICAE  SOCIETY 


624 


Vol.  43.  No.  8 


\ 

Classified  Ads 

V 
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PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

BC  PEDIATRICIAN,  32,  finishing  military  obligation,  seeks  affilia- 
tion with  pediatric  or  multispecialty  group  in  NC.  Available  July 
1983.  Joseph  Pringle,  4356  Cheviot  Drive,  Charleston,  SC  29405. 

PULMONARY  INTERNIST,  FLEX  ABIM,  30  y.o.  completing  fel- 
lowship July  1982.  Willing  to  do  some  internal  medicine.  Seeks 
private  practice  opportunity.  All  locations. 

EMERGENCY  CENTERS  in  Charlotte,  North  Carolina,  seeking 
U.S.  trained  physicians  for  immediate  openings.  F.P./E.M.  with 
BCLS,  ACLS  preferred.  Competitive  compensation,  flexible 
scheduling.  Send  complete  C.V.  to:  Minor  Emergency  Centers, 
P.O.  Box  221024,  Charlotte,  NC  28222  or  call  (704)  527-4497. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

PRIMARY  CARE  INTERNIST,  30,  ABIM  — eligible,  seeking  North 
Carolina  practice  location  with  primary  care  and  consultative  re- 
sponsibilities. Will  consider  partnership,  group,  and  solo  opportu- 


nities. Available  November  1982.  Contact  NCMJ,  Box  27167,  Ra- 
leigh, NC  27611. 

EQUIPMENT  AND  FURNISHINGS  wanted  for  medical  clinic. 
Write:  Administrative  Director,  MEMS,  5529  Chapel  Hill  Blvd., 
Durham,  NC  27707  or  call  (919)  493-7585. 

PHYSICIANS  FOR  MINOR  Emergency/Industrial  Medicine  Clinic 
in  Raleigh  area.  Resume  and  Requirements  to  Medical  Director, 
MEMS,  5529  Chapel  Hill  Blvd.,  Durham,  NC  27707. 

PSYCHIATRIST  — Gastonia,  NC  — Comp.  GMHC  in  beautiful  NC, 
sunbelt  loc.  has  opng.  for  Staff  Psych,  to  join  3 other  Psych,  svg.  a 
two-county  pop.  of  205,000.  Duties  incl.  inpatient,  child  and  adult 
outpatient  and  emer.  serv.  in  conjunct,  w/team  of  multi-discip.  MH 
Prof.  20  min  to  Igst.  cty.  in  Carolina.  Bd.  elig.,  in  psychiatry , and  so 
lie.  prior  to  perm.  appt.  Salary:  $46,033-$62,817  + addl.  comp,  for 
on-call  duties  + fringe  package.  Inq.  to  James  F.  Melton,  Area 
Director,  Gaston-Lincoln  Area  MH/MR/SA  Program,  401  N. 
Highland,  Gastonia,  NC  28052  PH  (704)  867-2361,  or  Eugene  D. 
Maloney,  M.D.,  Medical  Director  PH  (704)  867-4411.  EEO/ 
AAE/M/E/H. 

FAMILY-PRACTICE  PHYSICIAN  needed  for  5-inan  multispecialty 
group.  Progressive  area  on  Cumberland  Plateau  serving  75,000  or 
more.  Modern  facility  next  to  250  bed  hospital.  No  investment. 
Contact:  Business  Manager,  Cumberland  Clinic  Foundation, 
Crossville,  Tn.  38555  (615)  484-5171. 

CONCORD  — Former  doctor’s  clinic,  room  for  two  professions  near 
Cabarrus  Hospital.  Approx.  3008',  gas  heat,  central  air,  excellent 
parking.  Large  storage  building.  Mary  Brown  782-0017,  1-704- 
786-6414. 


. % 
Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  250  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  <*  Statesboro,  Georgia  30458  o JCAH  Accredited  o (912)  764-6236 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


..YOU  KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 


is  presenting  symptoms:  palpitations,  chest  pain, 
ironic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

Fbr  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  FAT1ENT  NEEDS  IT 


mmml 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM  (diazepam /Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Confraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults.  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q.i.d.;  alcoholism,  10  mg  t.i  d or  q.i  d.  in 
first  24  hours,  then  5 mg  t i d.  or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d  ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d.  Geriatric  or  debilitated  patients  2 to  2</2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  t.i.d, 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow,  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  1 0 S' 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

iSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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VERMOX 

mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  fig/ml  and  0.09  fig/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tri- 
chiura  (whipworm),  Enterobius  vermicularis  ( pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylosloma  duodenale  (common  hookworm), 
Necaior  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduet  inn 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

— 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

FIOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appeal's  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 


3.7  hrs 


diethylpropion 

phentermine 


MELFIAT  105 

(phendimetrazine  tartrate) 

8 hrs 


20  hrs 
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10 
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Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained-release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid- Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid -Provident  Laboratories,  Inc. 

640  ffenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
•J  R : Evaluation  of  the  A buse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF : The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT105 

UNICELLES'G 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES-  © 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA 
C0L0GY)  should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto 
matic  cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen 
dimetrazine  tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar 
trate  and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi 
ness,  insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido 
0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 
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The  Everchanging 
Field  of  Medicine... 


A doctor’s 
study  of 
medicine 
doesn’t  end 
with  medical 
school.  Every 
medical 
advance  or 
new  technique 
redefines  the 
physician’s  role  in 
some  way.  Keeping 
up  with  these  constant 
developments  is  part  of 
being  a doctor. 


eligible  for  this  important 
protection  which  can  help 
replace  lost  income  if  a 
covered  accident  or 
illness  keeps  you  from 
your  practice. 

The  regular  monthly 
benefits  payable 
under  this  plan  may 
be  used  to  cover  any 
expenses  you  decide 
on  — medical  bills, 
groceries  or  even  car 
payments. 


Times  do  change . . . and  this  is 
especially  true  in  the  field  of  medicine. 

Yet,  there  are  some  things  in  life 
that  don’t  change.  Accidents  and 
serious  illnesses  still  happen 
unexpectedly.  And  financial  hardship 
often  follows  — especially  if  you're 
kept  away  from  work  for  a while. 

For  that  reason,  Disability  Income 
Protection  for  younger  doctors  was 
developed.  As  a member  of  the  North 
Carolina  Medical  Society,  you  are 


If  you  are  under  the  age  of  55  and 
active  full  time  in  your  practice,  find 
out  more  about  this  valuable  protection 
by  returning  the  coupon  below.  Mutual 
of  Omaha  — underwriter  of  this  plan 
— will  provide  prompt,  courteous 
service  in  furnishing  full  details  of 

coverage. 


Mutual  ^T\ 
^Omoha.xL/ 

People  you  con  count  on... 

Life  Insurance  Affiliate: 

Unitpd  of  Omdhd 


MUTUAL  OT  OMAHA  INSURANCE  COMPANY 
HOME  Of  f ICE  OMAHA  NEBRASKA 


Mutual  of  Omaha  Insurance  Company  Please  provide  me  complete  information  on 
Mutual  of  Omaha  Plaza  the  Disability  Income  Protection  Plan  available 

Omaha,  Nebraska  68175  to  members  of  the  North  Carolina  Medical 

Society  who  are  under  age  55. 

Name  

Address  

City 

State ZIP 
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Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 

A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient's 
"risk  profile”  and  assess  cardiovascular  treatment. 

Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


Total  Program  with  Materials- 
Free  of  Charge 

The  program  includes:  two  film  segments  on 
16mm  or  3A"  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 

For  further  information 

ail  the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
(201)  636-6600. 


Cardiovascular  Disease 

Risk-Reduction 

Strategies 


M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease.  Risk-Reduction  Strategies. 


Name 
Title  _ 


(PLEASE  PRINT) 


Institution 
Street 


Cardiovascular  Disease:  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M E D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company.  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


WHO  KNOWS  A 
PHYSICIAN’S 
PROFESSIONAL 
LIABILITY  NEEDS  BETTER? 


Another  physician,  of  course. 

That  is  why  Medical  Mutual 
Insurance  Company  of  North 
Carolina  (MMIC),  is  a physician 
owned  and  directed  company.  Our 
Board  of  Directors  consists  of  18 
physicians,  all  members  of  the  North 
Carolina  Medical  Society.  Currently 
MMIC  insures  approximately  80%  of 
North  Carolina’s  physicians  and 
surgeons  in  private  practice. 

We  offer  our  insured  physicians: 

• limits  of  up  to  $5,000,000 

• active  risk  management  program 
providing  seminars  throughout 
the  state 


experienced  judicious  claims 
service 

participation  in  the  company 
through  a Board  of  Directors 
elected  entirely  by  policyholders 
and  guaranty  capital  holders 


Medical  Mutual  Insurance  Company  of  North  Carolina 
and  Medical  Insurance  Agency 

222  N.  Person  Street,  P.O.  Box  27444  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


Pneumocystis  Carinii  Pneumonia 
at  North  Carolina  Memorial  Hospital 

A.  Earl  Haddock,  MSII,  and  Robert  J.  Wells,  M.D. 


ABSTRACT  Pneumocystis  carinii  has  been  recognized  as  a biological  entity  for  over  70  years  and  associated  with 
disease  for  40  years.  In  the  present  era  of  intensive  cancer  and  immunosuppressive  therapy  and  organ 
transplantation.  P.  carinii  has  emerged  as  a clinically  significant  pathogen  as  the  patient  population  at 
risk  is  increasing.  High  mortality  rates  in  untreated  cases  and  availability  of  effective  therapy  make 
heightened  awareness  of  this  disease  and  its  symptoms  highly  desirable.  A systematic  approach  to 
early  diagnosis  and  treatment  of  P.  carinii  pneumonia  is  necessary  for  optimal  care  of  these  patients. 


INTRODUCTION 

P.  carinii  was  first  recognized 
by  Chagas  in  1909  in  guinea  pigs 
and  subsequently  noted  in  the  lungs 
of  other  animals  including  man. 
P.  carinii  is  generally  considered  to 
be  a protozoan  because  of  its  struc- 
tural characteristics  and  sensitivity 
to  antiparasitic  agents.  However,  it 
has  ultrastructural  properties  and 
staining  affinities  that  have  led  some 
investigators  to  classify  it  as  a fun- 
gus.1 

Clinically  significant  disease 
caused  by  P.  carinii  occurs  in  all  age 
groups  but  primarily  in  patients  with 
congenital  or  acquired  immunologic 
disorders,  those  who  are  malnour- 
ished or  those  receiving  immuno- 
suppressive therapy  for  malignan- 
cies or  organ  transplantation.  The 
disease  occurs  sporadically  as  well 
as  in  epidemics  with  an  overall  at- 
tack rate  in  the  United  States  of  0.3 
cases  per  100, 000. 2 P.  carinii  is  the 
most  common  cause  of  interstitial 
pneumonia  in  leukemic  children  in 
the  United  States  with  an  estimated 
incidence  of  1%  although  it  has 
reached  20%  or  higher  in  some  in- 
stitutions.3 


From  the  Clinical  Cancer  Education  Program  and  Depart- 
ment of  Pediatrics,  Division  of  Pediatric  Oncology,  Univer- 
sity of  North  Carolina.  Chapel  Hill,  N.C. 

Reprint  requests  to  Dr.  Wells  at  Burnett-Womack  Clinical 
Sciences  Building  229  H.  Chapel  Hill.  N.C.  27514 


We  describe  here  the  experience 
at  North  Carolina  Memorial  Hos- 
pital and  present  a review  of  the  lit- 
erature about  P.  carinii  pneumonia. 

PATIENTS 

All  cases  of  P.  carinii  infections 
reported  at  North  Carolina  Memo- 
rial Hospital  from  January  1970 
through  January  1982  were  reviewed. 
A total  of  16  cases  were  found  in 
the  medical  records  department  by 
direct  and  cross  reference  subject 
headings.  All  the  patients  in  Table  1 
have  a definitive  diagnosis  based  on 
the  presence  of  P.  carinii  in  lung 
tissues  obtained  by  various  methods 
and  stained  with  standard  silver 
stains.  A diagnosis  of  P.  carinii  pneu- 
monia was  suspected  on  clinical  find- 
ings in  the  six  patients  represented 
in  Table  2.  Hypoxia,  tachypnea, 
fever,  non-productive  cough,  inter- 
stitial pneumonia  by  chest  x-ray  and 
response  to  appropriate  antimicro- 
bial therapy  were  the  basis  of  the 
clinical  diagnosis.  Childhood  leu- 
kemia was  the  primary  underlying 
disease  of  eight  of  the  10  children 
reported  in  this  review.  The  present- 
ing symptoms  and  signs  of  P.  carinii 
infection  were  noted  within  1 to  35 
months  (median  three  months)  of 
primary  diagnosis  of  leukemia.  The 
six  patients  in  remission  were  re- 
ceiving prednisone  along  with  metho- 
trexate and  6-mercaptopurine.  Pa- 


tient #3  was  successfully  treated 
with  pentamidine  isothionate;  the 
remaining  children  with  leukemia 
were  treated  with  Trimethoprim- 
sulfamethoxazole  (TMP-SMZ).  Pa- 
tient #14  clinically  had  P.  carinii 
pneumonia  twice  and  responded 
favorably  to  TMP-SMZ  each  time. 
Patient  #2  died  of  respiratory  fail- 
ure and  at  autopsy  P.  carinii,  cyto- 
megalovirus and  klebsiella  pneu- 
moniae were  noted  in  the  lungs. 
Two  patients  had  a diagnosis  of  a 
primary  immune  deficiency  disease. 
Patient  #4  was  successfully  treated 
with  TMP-SMZ  while  Patient  #5 
died  despite  treatment  with  both 
TMP-SMZ  and  pentamidine. 

The  adults  represented  in  this  re- 
view generally  acquired  pneumo- 
cystis  at  longer  intervals  after  the 
diagnosis  of  the  primary  disease 
than  did  the  children.  All  the  adults 
with  pneumocystis  pneumonia  had 
a malignancy  or  were  being  treated 
with  immunosuppressive  agents. 

Patient  #10  was  a 32-year-old  al- 
leged male  homosexual  who  had 
histologic  evidence  of  a previous 
cytomegalovirus  infection.  He  also 
had  been  treated  for  vasculitis  with 
adrenal  steroids.  Despite  TMP-SMZ 
therapy  he  expired  of  respiratory 
failure.  In  all,  four  of  the  17  sus- 
pected or  proven  cases  of  P.  carinii 
pneumonia  in  16  patients  were  fatal. 

The  presenting  signs  and  symp- 
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TABLE  1.  Confirmed  Cases 


Pt. 

Age/Sex 

Underlying 

Disease 

Time* 

Months 

Method  of 
Diagnosis 

1. 

4 10/12  M 

ALL  (induction) 

1 

Lung  biopsy 

2. 

7 F 

ALL  (in  remission) 

35 

Autopsy 

3. 

4 2/12  M 

APL  (in  remission) 

4 

Lung  aspirate 

4. 

5/12  M 

Combined  immuno- 

3 

Lung  biopsy 

5. 

6/12  F 

deficiency 
T cell  immune 

Lung  biopsy 

6. 

57  M 

deficiency 

Lymphoma 

2 

Transbron- 

7. 

57  M 

CLL 

84 

chial  biopsy 
Transbron- 

8. 

48  M 

Lymphosarcoma 

120 

chial  biopsy 
Transbron- 

9. 

72  M 

Oat  cell  carcinoma 

5 

chial  biopsy 
Autopsy 

10. 

32  M 

of  lung 

Transbron- 
chial  biopsy 

WBC 

Arterial 

pC02 

P02 

Signs 

Cells/mm3 

PH 

mm/Hg 

mm/Hg 

cough,  fever 

6,900 

7.56 

13 

95 

cough,  fever 

6,900 

7.5 

29 

27 

cough, fever 

5,200 

7.43 

36 

51 

fever,  dyspnea 

9,300 

7.36 

41 

28 

cough,  fever 

25,700 

7.41 

31 

45 

fever,  dyspnea 

3,500 

7.48 

23 

119 

fever,  dyspnea 

164,000 

7.53 

24 

37 

fever,  dyspnea 
cough,  chills 

8,100 

7.54 

24 

57 

fever,  cough 

12,100 

7.50 

22 

42 

fever,  dyspnea, 
weakness 

3,700 

7.48 

27 

56 

ALL  = Acute  lymphocytic  leukemia 
APL  = Acute  promyelocytic  leukemia 
CLL  = Chronic  lymphocytic  leukemia 

‘Time  period  between  diagnosis  of  primary  disease  and  P.  carinii  infection 
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toms  of  this  group  of  patients  are 
listed  in  the  tables.  Fever,  cough, 
respiratory  alkalosis  were  seen  in 
all  patients.  Hypoxia  was  present  in 
all  patients  studied  although  arterial 
blood  gases  on  three  patients  were 
not  obtained  while  they  were  breath- 
ing room  air.  In  addition,  all  patients 
had  interstitial  infiltrates  on  chest 
x-ray. 

DISCUSSION 

The  age,  sex  and  race  distribu- 
tions of  patients  with  P.  carinii  re- 
flect the  epidemiological  charac- 
teristics of  the  underlying  primary 
disease.2  There  are  no  clear-cut  sea- 
sonal variations  or  geographic  pat- 
terns.4-6 Canine  P.  carinii  has  been 
reported  as  the  etiological  agent  of 
chronic  respiratory  distress  in  dogs 
but  no  connection  between  animal 


and  human  P.  carinii  infection  has 
been  established. 7-s 

Person-to-person  spread  has 
been  suggested  from  case  reports  of 
P.  carinii  infections  in  families  and 
hospital  roommates.  Fatal  P.  carinii 
pneumonia  has  been  reported  in  two 
patients  with  lymphoma  who  were 
in  adjacent  hospital  beds  for  five 
weeks.  Two  other  patients  with 
systemic  lupus  erythematosis  who 
shared  a hospital  room  also  were 
reported  to  develop  P.  carinii  infec- 
tions. In  addition  cases  in  both  a 
husband  who  had  acute  lympho- 
blastic leukemia  in  remission  and  a 
wife  who  was  previously  well  have 
been  reported.  Interestingly,  their 
daughter  two  months  earlier  had  bi- 
lateral pulmonary  infiltrates  which 
gradually  improved.9 

Latent  infections  have  also  been 


noted  but  their  clinical  significance 
is  unclear.  In  the  animal  model  la- 
tent infection  can  be  experimentally 
activated  by  steroid  administration 
or  protein  deprivation. 10-12  Gluco- 
corticoids are  well  established  as 
therapeutic  agents  for  specific  ma- 
lignancies and  there  may  be  a rela- 
tionship between  glucocorticoid  ther- 
apy and  P.  carinii  infection. 4’9,13-15 
Autopsy  reports  show  that/1,  carinii 
occurs  frequently  without  clinically 
apparent  illness.1617  Perra  evaluated 
301  post-mortem  specimens;  40  were 
positive  for  P.  carinii  and  39  of 
the  40  were  children  with  acute 
lymphoblastic  leukemia.  Clinically 
significant  pneumonias  were  not 
observed.  Hamlin  reviewed  three 
groups  at  post-mortem;  in  group  1, 
of  300  patients  with  leukemia  or 
lymphoma,  14  had  P.  carinii;  in 


TABLE  2.  Suspected  Cases 


Pt. 

Age/Sex 

Underlying  Disease 

Time* 

months 

Signs 

WBC 

cells/mm3 

pH 

Arterial 

pC02 

mm/Hg 

p02 

mm/Hg 

11. 

5 5/12  M 

ALL  in  remission 

19 

cough,  headache,  fever 

4,000 

7.56 

24 

45 

12. 

4 6/12  M 

ALL  in  remission 

3 

cough,  fever 

1,200 

7.52 

31 

53 

13. 

13  9/12  F 

ALL  in  remission 

1 

cough,  fever 

4,700 

7.51 

21 

34 

14. 

3 3/12  F 

ALL  in  remission 

3,  12 

cough,  fever 

3,300 

7.46 

28 

58 

15. 

16  M 

APL  consolidation 

2 

cough,  fever,  chills 

6,700 

7.52 

24 

41 

16. 

36  M 

Thymoma 

60 

dyspnea,  cough 

2,200 

7.40 

27 

42 

ALL  = Acute  lymphoblastic  leukemia 
APL  = Acute  promyelocytic  leukemia 

‘Time  period  between  diagnosis  of  primary  disease  and  P.  carinii  infection 
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group  2.  one  of  110  stillborns  and 
infants  had  P.  carinii ; and  group  3, 
the  remaining  245  consecutive  cases 
did  not  have  P.  carinii . 17  Esterly  re- 
viewed 200  consecutive  autopsies  at 
a general  hospital;  only  eight  were 
positive  for  P.  carinii , only  one 
patient  had  been  symptomatic,  and 
seven  had  malignant  disease.9  Thus, 
man  apparently  harbors  P.  carinii 
without  clinical  disease  with  a higher 
“carrier  rate”  in  patients  with  neo- 
plastic disease.  Immunosuppression, 
prolonged  hospitalization  and  ex- 
posure to  carriers  thus  may  favor 
the  development  of  P.  carinii  pneu- 
monia in  the  susceptible  patient. 
However,  a contagion  pattern  could 
not  be  established  in  P.  carinii  in- 
fections at  a children’s  cancer  hos- 
pital.18 Similarly  in  our  patients,  no 
pattern  could  be  identified  although 
many  of  the  children  were  exposed 
to  common  medical  personnel  and 
in  some  cases  each  other.  Recent 
evidence  suggests  that  P.  carinii  as 
well  as  other  opportunistic  infec- 
tions may  result  from  an  immuno- 
deficient  state  produced  by  sexually 
transmitted  infectious  agents  or  ex- 
posure to  a common  environmental 
agent.19,20  Cytomegalovirus  (CMV) 
infections  are  associated  with  im- 
mune defense  abnormalities  such  as 
decreased  lymphocyte  proliferation 
and  decreased  interferon  produc- 
tion.21,22 Drew  et  al.  report  serologic 
evidence  of  CMV  in  92%  of  homo- 
sexual men  compared  with  54%  het- 
erosexual men.23  The  association 
of  Kaposi’s  sarcoma  and  P.  carinii 
pneumonia  was  brought  to  medical 
attention  by  the  Centers  for  Disease 
Control  in  the  summer  of  1981. 24,25 
This  unique  group  possibly  repre- 
sents an  infection  induced  immune 
deficiency  which  may  predispose  to 
opportunistic  infections  and  Kaposi’s 
sarcoma. 

CLINICAL  MANIFESTATIONS 
AND  DIAGNOSIS 

The  clinical  features  of  P.  carinii 
pneumonia  are  not  specific.  Symp- 
toms can  develop  suddenly,  pro- 
gressing rapidly  over  a few  days  or 
insidiously  over  several  weeks.  The 
usual  duration  of  symptoms  is  less 
than  two  weeks  with  a range  of  three 
to  120  days  (mean  13.6  days).2  Dys- 
pnea, fever,  a non-productive  cough 


and  lethargy  are  most  frequent.  Clin- 
ical signs  include  tachypnea  and 
cyanosis  usually  without  significant 
ausculatory  pulmonary  findings. 
Arterial  blood  gas  measurements 
usually  reveal  hypoxia  and  mild  to 
moderate  respiratory  alkalosis.  Chest 
x-ray  shows  interstitial  pulmonary 
infiltrates  without  a definitive  dis- 
tribution. The  characteristic  clinical 
triad  in  patients  with  P.  carinii  pneu- 
monia at  admission  examination  is 
hypoxia,  tachypnea  and  interstitial 
infiltrates  by  x-ray. fi 

The  diagnosis  of  P.  carinii  infec- 
tion depends  on  the  demonstration 
of  the  organism  by  histopathologic 
methods.  Because  of  the  lack  of 
sputum  production  and  interstitial 
location  of  the  organism,  sputum  cul- 
tures, cytology,  bronchoscopy  with 
brushings,  cough  plates  and  tracheal 
aspirations  are  unreliable.6  Needle 
aspiration  of  lung  tissues  is  advo- 
cated by  some  but  has  a reported 
morbidity  rate  of  20%  and  provides 
a limited  quantity  of  tissue.  The  pro- 
cedure gives  a false  negative  rate  of 
greater  than  7%  overall.  The  major 
complications  of  needle  aspiration 
of  the  lung  are  pneumothorax  and 
hemoptysis.26  Endobronchial  brush 
biopsy  has  a reported  26%  false  neg- 
ative rate.27  Thus  open  lung  biopsy 
appears  to  be  the  procedure  of  choice 
for  the  diagnosis  of  P.  carinii  infec- 
tions because  adequate  tissue  for 
diagnosis  is  obtained.  In  experienced 
hands  there  are  few  complications. 
Ballatine  reports  a survival  rate  of 
91.3%  in  cases  of  P.  carinii  pneu- 
monia which  were  diagnosed  early 
in  the  illness  by  open  lung  biopsy.6 

TREATMENT 

The  mortality  of  P.  carinii  pneu- 
monia in  the  untreated  immunosup- 
pressed  patient  approaches  100%. 28 
Pentamidine  isothionate,  introduced 
in  the  1950s  significantly  reduced 
mortality  due  to  P.  carinii.  Data 
from  the  Center  for  Disease  Control 
showed  a recovery  rate  of  63%,  but 
46.8%  of  those  patients  receiving 
pentamidine  for  nine  days  or  more 
had  significant  adverse  reactions  to 
the  drug.  Renal  impairment  occurred 
in  23.5%,  abnormal  liver  function 
tests  in  9.5%,  hypoglycemia  in  6.2%, 
hematologic  disturbances  in  4.2%, 
skin  rashes  in  1.5%,  hypocalcemia 


in  12%,  and  injection  site  reactions 
in  18.4%.  Of  the  63%  who  recov- 
ered, 14%  had  a recurrence  of  the 
disease.29 

The  development  of  the  rat  model 
by  Hughes  led  to  the  discovery  that 
TMP-SMZ  was  effective  against 
P.  carinii  and  did  not  produce  fre- 
quent or  serious  adverse  effects. 
TMP-SMZ  is  as  effective  as  pen- 
tamidine, can  be  given  by  mouth 
and  is  relatively  inexpensive.  In  ad- 
dition TMP-SMZ  affords  effective 
prophylaxis  against  P.  carinii. 28-32 
Rats  fed  steroids  or  deprived  of  pro- 
tein develop  P.  carinii  pneumonia 
which  is  prevented  when  TMP-SMZ 
is  given.  In  a randomized  double- 
blind study  over  two  years,  none  of 
80  children  with  cancer  developed 
P.  carinii  infections  when  treated 
prophylactically  with  TMP-SMZ, 
while  17  of  80  children  not  given 
TMP-SMZ  developed  P.  carinii 
pneumonia.31 

Although  significant  concerns  about 
prolonged  usage  of  antimicrobial 
agents  are  well  appreciated,  no  ad- 
verse effects  were  noted  in  the  initial 
evaluation  of  TMP-SMZ  as  a pro- 
phylactic agent  for/4,  carinii.  In  addi- 
tion, patients  treated  with  TMP- 
SMZ  also  had  a lower  rate  of  bac- 
terial infections.33 

Leukemic  children  who  develop 
P.  carinii  infections  usually  do  so 
within  the  first  year  of  primary  diag- 
nosis. Generally  the  population  at 
risk  should  be  treated  prophylac- 
tically for  at  least  a year  after  pri- 
mary diagnosis.  TMP-SMZ  is  effec- 
tive for  prophylaxis  in  doses  of  5 mg 
TMP,  20  mg  SMZ  by  mouth  in  two 
divided  doses  per  day.  The  thera- 
peutic dosage  schedule  is  20  mg 
TMP,  80  mg  SMZ  per  kg  daily  for  14 
days  by  mouth  in  four  equally  di- 
vided doses.  In  patients  unable  to 
take  medication  by  mouth  an  intra- 
venous preparation  of  TMP-SMZ 
is  now  commercially  available  and 
should  be  administered  in  the  same 
dose.  The  dosage  schedule  for  pen- 
tamidine is  4 mg/kg  intramuscularly 
daily  for  14  days.32  There  are  no 
clinical  studies  supporting  the  effi- 
cacy of  combined  TMP-SMZ  and 
pentamidine.  Combination  therapy 
appears  to  be  less  effective  than 
single  drug  therapy  in  the  animal 
model  because  of  the  toxicity  as- 
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sociated  with  pentamidine.30,31 

Supportive  therapy  is  an  impor- 
tant component  in  the  care  of  the 
patients  with  P.  carinii  infections. 
Hypoxia  should  be  monitored  and 
arterial  O2  partial  pressure  should 
be  maintained  at  70  mm  Hg  or  higher. 
Insensible  water  loss  is  increased  in 
the  patient  with  fever  or  tachypnea. 
Therefore,  adequate  hydration  is 
stressed.  In  view  of  the  general  de- 
crease in  the  immune  responsive- 
ness of  this  patient  population  eval- 
uation for  concomitant  infection  is 
essential.  Chemotherapeutic  agents 
are  generally  discontinued  upon 
entering  the  hospital  and  are  re- 
sumed when  the  patient’s  condition 
improves. 
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JOHN  OF  MIRFIELD  [1372-1407] 

I protest,  however,  at  the  finish  of  this  little  work,  just  as  I also  did  at  the  beginning  thereof,  that  with  regard  to 
all  the  things  which  are  contained  in  this  little  tract,  I myself  have  added  nothing  of  my  own  to  the  matter  at 
hand,  for  the  reason  that  I have  not  discovered  anything  of  my  very  own  to  add.  I have  simply  collected  the 
words  of  authoritative  philosophers  and  scientists,  as  well  as  the  opinions  of  practical  men,  and  having  collected 
them  together,  have  written  them  all  down  in  one  little  summary:  so  that  poor  and  unlearned  men  who  do  not 
possess  a plenty  of  books  at  hand  may  here  be  able  to  find,  at  least  in  a superficial  degree,  not  a few  remedies  for 
very  many  diseases. 

Breviurum  Bartholomei,  Epilogue  (tr.  by  H.  R.  Aldridge) 
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Experience  With  Fluphenazine  Decanoate 

in  the  Management  of 

Chronic  Schizophrenic  Outpatients 

Nancy  Gaby,  M.D.,  David  Lefkowitz,  M.D.,  and  J.  Ray  Israel,  M.D. 


ABSTRACT  Forty  schizophrenic  outpatients  receiving  depot  fluphenazine  were  randomly  selected  from  the 
population  of  a community  mental  health  center.  Patients  were  followed  for  up  to  four  years  and  their 
ability  to  tolerate  prolonged  fluphenazine  free  periods  was  examined.  Four  patients  were  excluded  due 
to  intolerable  side  effects  and  six  for  changed  diagnoses.  Three  patients  could  not  be  withdrawn  from 
fluphenazine  at  all  and  only  11  tolerated  drug  holidays  longer  than  one  year  without  relapse.  Patients 
had  a lower  annual  hospitalization  rate  while  taking  fluphenazine.  Males,  paranoid  schizophrenics, 
and  those  with  a previous  history  of  noncompliance  were  more  prone  to  relapse.  Seventy-seven  percent 
of  patients  had  extrapyramidal  symptoms  requiring  anti-parkinsonian  drug  therapy. 


INTRODUCTION 

Several  studies  have  described  the 
therapeutic  effects  of  depot  pheno- 
thiazines  in  the  management  of  schiz- 
ophrenic outpatients.1  6 These  medi- 
cations are  especially  valuable  in 
the  treatment  of  patients  who  are 
noncompliant  with  oral  medications. 
We  have  examined  our  experience 
with  the  use  of  fluphenazine  deca- 
noate (Prolixin  decanoate,  Squibb) 
in  40  chronic  schizophrenic  out- 
patients. 

METHODS 

The  study  group  was  drawn  from 
an  outpatient  population  being  fol- 
lowed at  the  Davidson  County  Men- 
tal Health  Clinic  in  Thomasville, 
North  Carolina.  Forty  patients  with 
the  diagnosis  of  chronic  schizo- 
phrenia or  schizo-affective  illness 
who  were  receiving  depot  fluphen- 
azine at  some  time  during  the  pre- 
vious 12  months  were  selected  from 
the  clinic  files  in  June,  1977. 
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For  each  patient,  the  study  period 
began  in  the  month  of  initiation  of 
depot  fluphenazine  therapy  or  in 
June  of  1976,  if  the  first  dose  of  flu- 
phenazine preceded  this  date.  Dur- 
ing the  study,  only  the  decanoate 
preparation  of  fluphenazine  was 
given.  Frequency  of  clinic  visits  and 
dose  of  fluphenazine  were  deter- 
mined by  clinical  response.  An  ef- 
fort was  made  to  discontinue  flu- 
phenazine by  decreasing  the  dose 
or  increasing  the  interval  between 
injections.  Concurrent  use  of  other 
psychotropic  medications  was  mini- 
mized. Patients  were  followed  for 
up  to  48  months  until  termination  of 
the  study  in  June,  1980,  or  loss  of 
follow-up. 

At  the  completion  of  the  study, 
patients  were  divided  into  those 
who  had  had  rest  periods,  defined 
as  fluphenazine  free  intervals  ex- 
ceeding 30  days,  and  those  who  had 
not  (Group  I).  The  former  were 
further  subdivided  into  those  in 
whom  fluphenazine  was  success- 
fully discontinued  (Group  II)  and 
those  in  whom  it  was  not  (Group 
III).  A fluphenazine  free  period 
of  one  year  or  greater  without  re- 
hospitalization, resumption  of  flu- 


phenazine, or  loss  to  follow-up  was 
arbitrarily  chosen  to  represent  a 
successful  outcome,  on  the  basis  of 
studies  which  had  indicated  maxi- 
mal relapse  rate  within  the  first  year 
of  fluphenazine  withdrawal.7-9  Pa- 
tients terminated  due  to  unaccept- 
able side  effects  or  change  in  diag- 
nosis were  excluded  from  further 
analysis.  The  following  criteria  were 
examined  for  Groups  I through  III: 
(1)  age,  (2)  sex,  (3)  diagnosis  (in- 
cluding subtypes  of  schizophrenia), 
(4)  number  of  hospitalizations  per 
year  during  the  four-year  period 
prior  to  onset  of  fluphenazine  ther- 
apy, (5)  number  of  hospitalizations 
per  year  in  the  study  period,  (6) 
number  of  hospitalizations  per  year 
while  on  fluphenazine  during  the 
study,  (7)  number  of  hospitaliza- 
tions per  year  during  the  study  while 
off  fluphenazine,  (8)  whether  the 
patient  was  still  taking  fluphenazine 
at  the  termination  of  the  study,  (9) 
whether  patient's  fluphenazine  free 
periods  were  intentional  or  due  to 
noncompliance,  (10)  administration 
of  concurrent  psychotropic  agents 
during  the  study  period,  and  (1 1)  in- 
cidence of  extrapyramidal  side  ef- 
fects while  on  fluphenazine.  The 
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TABLE  I 

Description  of  Patients 

Terminated 


Group  1 

Group  II 

Group  III 

Patients 

Number  of  Patients 

3 

11 

16 

10 

Sex 

Male 

2 

0 

9 

4 

Female 

1 

11 

7 

6 

Age,  years 

20-29 

1 

1 

4 

3 

30-39 

1 

5 

6 

0 

40-49 

1 

4 

4 

5 

50 

0 

1 

2 

2 

Diagnoses 

Schizophrenia 

paranoid 

2 

1 

6 

undifferentiated 
Schizo-affective  disorder 

1 

9 

1 

9 

1 

number  of  hospitalizations  per  year 
was  calculated  by  multiplying  the 
number  of  hospitalizations  during 
the  interval  in  question  times  12, 
and  then  dividing  the  product  by  the 
number  of  months  of  follow  up. 

Means  and  standard  deviations 
were  evaluated  where  appropriate 
and  statistical  analysis  was  per- 
formed with  the  two  tailed  t-test  for 
unequal  sample  size. 

RESULTS 

The  demographic  characteristics 
of  the  40  patients  entered  in  the 
study  are  summarized  in  Table  I. 
Three  patients  (Group  I)  received 
depot  fluphenazine  without  inter- 
ruption during  the  course  of  the 


study.  Attempts  to  decrease  their 
doses  of  fluphenazine  led  to  exacer- 
bation of  symptoms  and  in  one  case 
to  suicide. 

An  additional  10  patients,  four 
males  and  six  females,  were  termi- 
nated for  reasons  unrelated  to  the 
variables  investigated.  In  six,  diag- 
noses were  altered  to  manic-depres- 
sive illness  during  the  course  of  the 
study.  Insomnia  and  impotence  ne- 
cessitated discontinuation  in  a sev- 
enth patient.  Three  patients  devel- 
oped tardive  dyskinesia,  one  being 
among  the  six  patients  with  manic- 
depressive  illness.  A tenth  patient 
was  terminated  because  of  extra- 
pyramidal  side  effects. 

The  remaining  27  patients  had  one 


or  more  rest  periods  off  fluphena- 
zine for  30  days  or  longer.  Eleven 
patients  (Group  II)  were  able  to 
remain  off  depot  fluphenazine  for 
periods  of  more  than  12  months. 
Characteristics  of  these  patients  are 
shown  in  Table  II.  The  patients  able 
to  tolerate  prolonged  fluphenazine 
free  intervals  were  female,  average 
age  of  39  years,  and  had  the  diag- 
nosis of  chronic  undifferentiated 
schizophrenia.  In  10(91%),  the  initial 
discontinuation  of  fluphenazine  was 
intentional  and  only  in  one  patient 
was  it  due  to  noncompliance.  Be- 
fore withdrawal,  doses  for  Group  II 
patients  ranged  from  6.25  mg  per 
month  to  50  mg  every  two  weeks. 
Seven  of  the  1 1 patients  were  fol- 
lowed until  termination  of  the  study 
in  June  of  1980.  Three  patients  were 
lost  to  follow-up  after  approxi- 
mately three  years.  A single  patient 
died  of  metastatic  carcinoma.  The 
number  of  hospitalizations  per  year 
while  on  fluphenazine  was  zero,  but 
while  off  was  0.28  ± 0.45.  This  was 
statistically  significant  at  the  0.01 
level.  All  received  oral  antipsy- 
chotic drugs  when  not  receiving  flu- 
phenazine. At  the  termination  of  the 
study  period,  two  patients  had  been 
rehospitalized,  one  was  in  a rest 
home,  and  two  required  reinitiation 
of  depot  fluphenazine.  At  the  end 
of  the  study,  four  were  taking  oral 
antipsychotics.  Five  patients  (45%) 
had  required  oral  antipsychotics 


r 

TABLE  II 

Outcome  in  Group  II  Patients3 


Pt. 

Age 

Sex 

Diagnoses 

Duration  of 
Rest  Pds. 
(months) 

1 

36 

F 

CUT 

18 

2 

36 

F 

CUT 

25b 

3 

64 

F 

paranoid 

13 

4 

48 

F 

CUT 

24< 

5 

43 

F 

CUT 

13d 

6 

40 

F 

CUT 

24 

7 

42 

F 

schizo- 

4T' 

8 

33 

F 

affective 

CUT 

36 

9 

24 

F 

CUT 

27 

10 

30 

F 

CUT 

21 

11 

32 

F 

CUT 

22 

#hosp/yr. 

on 

#hosp/yr. 

off 

EPS  while  on 

Fluphenazine 

Fluphenazine 

Outcome 

Fluphenazine 

0 

0 

stable 

+ 

0 

1.4 

hospitalized 

+ 

0 

0 

died  2/79 

0 

0.5 

bone  cancer 
lost  to  follow- 

+ 

0 

0 

up  6/79 
lost  to  follow- 

0 

0 

up  3/79 

transferred  7/79 

t 

0 

0.59 

to  care  of  LMD 
hospitalized 

+ 

0 

0 

stable 

+ 

0 

0 

stable 

- 

0 

0 

rest  home 

+ 

0 

0.55 

stable 

- 

“Abbreviations  used  throughout  Tables  II  & III:  CUT  = Chronic  Undifferentiated  Type  Schizophrenia,  EPS  = Extrapyramidal  Side 
Effects. 

h12  and  15  months,  respectively. 

‘'Hospitalized  after  14  months  rest  period;  then  begun  on  oral  medications. 
d1  and  12  months,  respectively. 
e5  and  36  months,  respectively. 
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Stable  hi 


Outcome  in 

Group  III 

Duration  of 

#hosp/yr 

#hosp/yr 

fluphenazine 

on 

off 

EPS  while  on 

Pt. 

Age 

Sex 

Diagnosis 

therapy 

Fluphenazine 

Fluphenazine 

Outcome 

Fluphenazine 

1 

28 

M 

paranoid 

45 

0 

0 

stable 

+ 

2 

28 

M 

paranoid 

39 

0 

0 

stable 

+ 

3 

30 

M 

CUT 

40 

0.3 

1.5 

stable 

+ 

4 

43 

M 

CUT 

47 

0 

0 

stable 

- 

5 

35 

M 

paranoid 

4 

0 

0.27 

lost  to  follow- 
up 3/80 



6 

37 

M 

CUT 

45 

0 

4 

stable 

- 

7 

21 

M 

CUT 

12 

0 

1 

hospitalized 

+ 

8 

50 

F 

paranoid 

47 

0 

0 

stable 

- 

9 

40 

F 

schizo- 

affective 

44 

0 

3 

stable 

+ 

10 

35 

F 

paranoid 

38 

0 

1.2 

stable 

+ 

11 

28 

F 

CUT 

28 

0 

2.4 

stable 

+ 

12 

44 

F 

CUT 

45 

0.27 

0 

stable 

- 

13 

36 

F 

CUT 

33 

0 

3.2 

hospitalized 

+ 

14 

57 

F 

CUT 

46 

0 

1.6 

hospitalized 

+ 

15 

47 

M 

CUT 

8 

0 

2.4 

lost  to  follow- 
up 5/79 

+ 

16 

33 

M 

paranoid 

11 

0 

0 

suicide  8/77 

+ 

while  on  IM  fluphenazine  and  one 
patient  (9%)  had  taken  concomitant 
antidepressants.  Seven  patients 
(64%)  experienced  extrapyramidal 
symptoms  and  required  oral  anti- 
cholinergics. 

Patients  in  Group  III  (Table  III) 
who  were  unable  to  tolerate  ex- 
tended fluphenazine  free  periods 
had  an  average  age  of  37  years.  Nine 
patients  (56%)  were  males.  Six  pa- 
tients (37.5%)  were  diagnosed  as 
paranoid  schizophrenics  as  opposed 
to  only  one  (9%)  in  Group  II.  Four 
patients  were  taken  off  IM  fluphen- 
azine intentionally  but  12  stopped 
voluntarily  (noncompliance).  Doses 
tended  to  be  slightly  higher  in  this 
group  but  none  received  more  than 
50  mg  every  two  weeks.  As  in  Group 
II.  patients  had  significantly  fewer 
hospitalizations  per  year  while  taking 
fluphenazine  than  while  not:  0.04  ± 
0.1  versus  1.29  ± 1 .36  (probability 
< 0.01).  At  the  termination  of  the 
study,  three  patients  were  hospi- 
talized. one  had  committed  suicide 
(August.  1977)  while  on  IM  fluphen- 
azine. two  had  been  lost  to  foilow- 
up  in  the  past  year,  and  the  remain- 
ing 10  were  clinically  stable  on  depot 
injections.  Six  patients  (47%)  had 
received  oral  antipsychotics  simul- 
taneously with  fluphenazine,  but 
only  two  patients  (13%)  had  been 
taking  antidepressants.  Extrapyra- 
midal symptoms  were  seen  in  1 1 
patients  (69%),  all  of  whom  were 
treated  with  anticholinergic  drugs. 


Intergroup  comparison  reveals  the 
higher  incidence  of  males,  paranoid 
schizophrenics  and  noncompliance 
in  Group  III  compared  to  Group  II. 
Age,  use  of  oral  antipsychotics, 
and  incidence  of  extrapyramidal 
symptomatology  were  essentially  the 
same  in  the  two  groups.  The  number 
of  hospitalizations  per  year  during 
the  study  and  in  the  four-year  period 
before  fluphenazine  was  examined 
in  the  two  groups  and  was  not  sig- 
nificantly different  (Table  IV).  In 
addition,  during  the  study  period, 
there  was  no  statistical  difference 
between  Group  II  and  Group  III  in 
terms  of  the  number  of  hospitaliza- 
tions per  year  while  taking  IM  flu- 
phenazine. As  might  be  expected, 
patients  in  Group  III  had  a signifi- 
cantly higher  number  of  admissions 


per  year  while  off.fluphenazine,  and 
had  a significantly  shorter  duration 
of  fluphenazine  free  periods. 

If  Groups  I and  III  are  combined, 
13  of  the  patients  followed  during 
the  study  period  could  not  be  suc- 
cessfully withdrawn  from  fluphen- 
azine without  relapse  within  one 
year.  Four  of  the  11  Group  II  pa- 
tients (36%)  were  known  to  relapse 
during  the  course  of  the  study ; three 
within  their  second  fluphenazine  free 
year,  and  one  within  the  third  year. 
Therefore,  the  relapse  rate  after  dis- 
continuation of  fluphenazine  was 
67%. 

Eighteen  (67%)  of  those  taking  flu- 
phenazine required  anticholinergic 
therapy  for  extrapyramidal  symp- 
tomatology at  some  time  during  the 
study.  Fifteen  patients  were  still 


C TABLE  IV 


Comparative  Hospital  Rates  in  Groups  II  and  III 


Mean  Value 

Mean  Value 

± SD 

± SD 

T 

Signifi- 

Group II 

Group  III 

df 

cance 

Number  hosp/yr  before 
study 

.57  ± .40 

.79  ± .23 

1.6143 

25 

NS 

Number  hosp/yr  during 
study 

.17  ± .45 

.41  ± 1.36 

1.6819 

25 

NS 

Number  hosp/yr  while 
on  Fluphenazine 

.00  ± .00 

.04  ± .097 

1.2170 

25 

NS 

Number  hosp/yr  while 
off  Fluphenazine 

.28  ± .45 

1.29  ± 1.36 

2.3675 

25 

p 0.05 

Total  duration  of 
Fluphenazine  Therapy 
(months) 

15.27  ± 7.19 

33.25  ± 15.58 

3.5602 

25 

p 0.01 
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taking  fluphenazine  at  the  end  of  the 
study  in  June,  1980.  Fourteen  (47%) 
were  on  antiparkinsonian  agents, 
six  (20%)  had  had  their  anticho- 
linergics discontinued  and  seven 
(33%)  had  never  required  them. 

DISCUSSION 

Our  experience  with  fluphena- 
zine decanoate  therapy  in  a com- 
munity mental  health  setting  is  in 
agreement  with  previous  reports. 1-6 
The  patients  studied  had  signifi- 
cantly fewer  hospitalizations  while 
taking  fluphenazine.  Ten  percent  of 
patients  could  not  tolerate  fluphen- 
azine free  periods  at  all.  Of  those 
patients  who  had  drug  holidays, 
53%  relapsed  within  one  year,  10% 
during  the  second  year,  and  3%  dur- 
ing the  third  year.  This  is  in  accord 
with  the  results  of  other  discon- 
tinuation studies  which  show  30% 
to  80%  of  patients  relapsing  over 
follow-up  periods  of  one  to  four 
years7  10  with  maximum  relapse 
rates  during  the  first  year.7  In  com- 
parison, relapse  rates  in  schizo- 
phrenics who  continue  to  receive 
depot  fluphenazine  vary  from  10% 
to  45%. 11-15 

We  found  relapsers  more  likely  to 
be  male,  to  have  a diagnosis  of  para- 
noid schizophrenia,  and  to  have  a 
history  of  noncompliance.  Some  in- 
vestigators discount  noncompliance 
as  a determinant  of  relapse,  usually 
citing  equal  or  near  equal  relapse 
rates  with  oral  and  depot  pheno- 
thiazines. 12-14  However,  75%  of  our 
relapsers  in  the  first  year  were  non- 
compliers  and  the  only  noncom- 
pliant  patient  in  Group  II  relapsed 
after  14  months.  Total  duration  of 
depot  fluphenazine  therapy  prior  to 
drug  holiday  was  an  uncontrolled 
variable  in  our  study.  There  is  no 
agreement  as  to  how  long  depot  phen- 
othiazines  need  to  be  continued 
before  they  may  be  safely  with- 
drawn. Johnson  has  shown  that  re- 
lapses occur  more  frequently  in  the 
six  months  after  discontinuation  than 
when  fluphenazine  is  continued,  even 
after  four  years  of  previous  mainte- 
nance therapy.7  This  difference  is 
statistically  significant  for  mainte- 
nance periods  up  to  three  years. 
Therefore,  he  concluded  that  it  is 
unwise  to  allow  drug  free  periods  of 


three  months  or  longer  in  patients 
who  have  received  depot  fluphena- 
zine for  less  than  three  years.  Pa- 
tient age,  said  to  be  of  predictive 
value,12  was  not  a prognostic  factor 
in  our  patients.  Likewise,  the  simul- 
taneous use  of  oral  psychotropic 
medications  did  not  seem  to  distin- 
guish relapsers  from  nonrelapsers. 
It  is  conceivable  that  patients  non- 
compliant  for  fluphenazine  injec- 
tions would  also  be  unlikely  to  take 
their  oral  medications  regularly  and 
would  be  prone  to  relapse  regard- 
less of  their  mode  of  therapy.  No 
attempt  was  made  to  use  the  same 
dosages  of  fluphenazine  in  all  pa- 
tients; rather,  dose  and  dosing  in- 
terval were  individualized  on  the 
basis  of  clinical  response,  as  has 
been  recommended.1617  Doses  were, 
however,  kept  within  the  traditional 
range  and  none  received  "very  high 
dose”  regimens. 18,19  Patients  in 
Groups  1 and  III  received  slightly 
higher  doses,  probably  due  to  the 
greater  ability  of  Group  II  patients 
to  tolerate  reduction  in  dosages. 

Extrapyramidal  symptomatology 
was  seen  in  three-fourths  of  the  pa- 
tients. Differences  in  the  frequency 
of  side  effects  in  various  studies2"  22 
may  reflect  variations  in  dose,  pa- 
tient population,  and  the  spectrum 
of  severity  of  drug  induced  move- 
ment disorders.  Our  incidence  of 
77%  is  not  unusual  and  only  one 
patient  had  extrapyramidal  symp- 
toms severe  enough  to  require  dis- 
continuation of  fluphenazine  and 
termination  from  the  study.  Tardive 
dyskinesia  was  seen  in  7.5%  of  the 
initial  patient  population,  all  of  w hom 
were  terminated  from  the  study.  This 
incidence  is  considerably  lower  than 
the  22%  reported  by  Gibson  at  the 
end  of  three  years  of  therapy  with 
long  acting  phenothiazines23  and 
54%  seen  by  Chouinard.  et  al,  after 
28  weeks.24  Theoretically,  high  po- 
tency antipsychotic  agents  such  as 
fluphenazine  should  be  more  likely 
to  induce  both  pseudo-parkinsonian 
symptoms  and  tardive  dyskinesia. 
All  antipsychotics  are.  however, 
capable  of  producing  tardive  dys- 
kinesia. and  no  particular  one  being 
less  likely  than  another  to  do  so.25 
On  the  basis  of  our  data,  we  cannot 
derive  a specific  patient  profile  such 


as  that  reported  by  Blum,26  which 
predisposes  to  the  development  of 
side  effects  from  fluphenazine. 
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President’s  Acceptance  Speech 

Marshall  S.  Redding,  M.D. 


There  is  something  magic  about 
tonight.  A little  over  a year  ago  I had 
no  idea  I would  be  standing  here, 
but  as  I do  a real  sense  of  humility 
engulfs  me. 

When  Harry  Truman  assumed  the 
office  of  President  of  the  United 
States  following  the  sudden  death  of 
Franklin  Roosevelt,  his  first  remark 
to  the  press  was,  “Well,  boys,  if 
you’ve  ever  had  a load  of  hay  fall 
on  you,  you  knowjust  how  I feel.” 

In  preparing  to  assume  the  re- 
sponsibilities of  president  of  the 
Medical  Society,  there  have  been 
times  when  I have  felt  like  Truman. 
But,  as  this  hour  drew  near,  I took 
courage  from  the  words  of  the  great 
17th  century  scientist.  Sir  Isaac 
Newton.  In  a letter  to  fellow  scien- 
tist Robert  Hooke,  Newton  said, 
“If  I have  seen  farther  than  other 
men,  it  is  by  standing  upon  the 
shoulders  of  giants.” 

During  my  term  as  president  I 
fully  expect  to  make  a significant 
and  lasting  contribution  to  the  prog- 
ress of  medicine  in  this  state.  Lest 
you  think  me  too  bold,  let  me  hasten 
to  add  I expect  to  do  this  not  be- 
cause of  any  surplus  of  confidence 
in  my  own  ability.  I expect  that  be- 
cause, as  president  of  one  of  the 
most  respected  medical  societies, 
I,  too,  stand  on  the  shoulders  of 
giants. 

Consider  the  giants  who  have 
served  you  as  past  president.  The 
list  of  their  accomplishments  is  im- 
pressive — from  the  polio  vaccine 
campaigns  that  wiped  out  polio- 
myelitis in  our  patients  in  the  1950s 

Acceptance  remarks,  Pinehurst,  N.C.,  May  8.  1982 


and  ’60s  to  the  protection  of  our 
membership  through  the  establish- 
ment of  our  own  insurance  com- 
pany. Not  to  mention  the  innumer- 
able and  constant  legislative  fights 
to  protect  the  quality  of  medical 


Marshall  S.  Redding,  M.D.,  a native  of 
Greensboro,  earned  his  undergraduate  degree 
in  chemistry  and  his  medical  degree  (1966) 
from  Duke  University.  Following  his  intern- 
ship at  the  US  Naval  Hospital  in  Portsmouth, 
Virginia,  he  completed  his  residency  in  Oph- 
thalmology at  the  US  Naval  Hospital  in  Phila- 
delphia. Redding  has  practiced  medicine  in 
Elizabeth  City  since  1971,  when  he  established 
the  Albemarle  Eye  Care  Center  there.  Active 
in  organized  medicine,  he  served  as  president 
of  the  NC  Ophthalmology  Society  1981-82  and 
now  serves  as  president  of  the  NC  Medical 
Society.  Redding  is  a fellow  of  both  the  Amer- 
ican Academy  of  Ophthalmology  and  the 
American  College  of  Surgeons,  Chairman  of 
the  Board  of  Trustees  of  Albemarle  Hospital  in 
Elizabeth  City,  staff  ophthalmologist  at  Cho- 
wan Hospital  in  Edenton,  and  assistant  profes- 
sor at  Eastern  Virginia  Medical  School  in 
Norfolk,  Virginia. 


care.  The  success  of  each  of  these 
ventures  was  made  possible  in  whole 
or  in  part  through  the  efforts  of  our 
past  presidents. 

But  the  past  presidents  are  not  the 
only  giants  who  dwell  among  us. 
There  are  countless  others,  distin- 
guished delegates,  committee  mem- 
bers, and  officers,  who  have  made 
a lasting  mark  on  the  progress  of 
health  care  in  North  Carolina.  And 
let  us  never  forget  that  the  ultimate 
success  of  any  organization  rest 
with  its  members.  You  are  the  real 
giants  upon  whose  shoulders  your 
great  leaders  have  stood.  My  confi- 
dence in  the  good  work  the  society 
will  do  in  the  coming  year  stems 
from  my  confidence  in  you. 

Though  I won’t  take  time  tonight 
to  recite  the  details  of  what  I hope 
we  will  accomplish,  I do  want  to 
leave  you  with  this  one  proposal: 
The  foremost  hope  and  goal  of  my 
presidency  is  to  establish  the  soli- 
darity of  this  society.  I like  that 
word.  It  describes  that  intensifica- 
tion of  unity  we  have  come  to  so 
closely  associate  with  the  Polish 
freedom  movement.  Solidarity  is 
the  likeness  of  interests,  objectives, 
and  responsibilities  that  enables  a 
group  of  persons  to  think  and  act  as 
one.  And  that  is  precisely  what  we 
need  in  order  to  meet  the  challenges 
of  and  obstacles  to  practicing  medi- 
cine in  the  1980s. 

The  solidarity  of  this  society  will 
determine  our  success  or  failure  in 
dealing  with  government  regulation 
and  intervention  in  health  care.  In 
the  survey  of  our  membership  com- 
pleted last  month,  61%  of  you  said 
legislative  activities  should  be  the 
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society's  first  priority.  Here,  more 
than  anywhere  else,  we  must  speak 
and  act  as  one.  We  must  be  aware 
that  our  enthusiasm  for  and  loyalty 
to  our  various  specialties  do  not  pull 
us  apart.  Like  it  or  not.  legislators 
listen  to  numbers.  Whom  do  we  think 
the  legislators  listen  to  most  — 160 
ophthalmologists  or  6.000  physi- 
cians? You  see.  as  a united  medical 
society,  we  carry  far  more  political 
clout  than  we  do  when  acting  in  our 
various  specialty  groups  alone.  There 
is  certainly  a place  for  ophthalmol- 
ogists to  speak  as  ophthalmologists 
or  for  internists  to  speak  as  intern- 
ists. But  we  must  never  forget  that 
many  of  the  crucial  legislative  is- 
sues affect  all  of  us  and  will  be  de- 
cided on  the  basis  of  sound  medical 
judgment  only  if  physicians  present 
a united  and  credible  position. 

The  solidarity  of  this  society  will 
also  determine  our  success  or  fail- 
ure in  dealing  with  the  demands  of 
special  interest  groups.  Organized 
labor  demands  more  and  more  health 
care  benefits,  and  big  business,  who 
foot  the  bill  for  these  benefits,  cries 
for  cost  containment.  The  number 
of  patients  clamoring  for  Medicare 
and  Medicaid  services  swells,  over- 
running budget  allocations,  while 
the  federal  government  points  its 
finger  at  hospitals  and  doctors  and 
says  “you  charge  too  much."  In- 
creasing numbers  of  paramedical 
groups  are  receiving  legislative  status 
in  the  health  care  field.  Paramedi- 
cal groups  often  promise  to  provide 
the  physician's  care  at  a greatly  re- 
duced cost.  Many  are  demanding 
the  right  to  perform  procedures  that 


the  law  and  sound  medical  advice 
have  traditionally  reserved  for  the 
skilled  hand  and  tutored  judgment 
of  the  licensed  physician.  These 
various  special  interest  groups  often 
sway  the  government,  the  media, 
and  the  public  because  of  their  num- 
bers and  claims  of  reduced  cost.  If 
physicians  are  to  retain  control  over 
their  own  profession,  they  must 
speak  with  one  voice  in  the  public 
forum.  The  progress  of  medicine  in 
North  Carolina  depends  upon  the 
solidarity  of  this  medical  society. 

Whether  we  achieve  that  solidar- 
ity in  the  coming  year  or  not  de- 
pends upon  you.  If  you  have  ever 
had  the  occasion  to  look  at  an  or- 
ganizational chart  of  the  medical 
society,  you'll  find  that  the  mem- 
bership is  located  at  the  top  of  the 
chart.  The  President,  the  House  of 
Delegates,  the  Executive  Council, 
the  Executive  Director  and  his  staff 
are  all  subject  to  the  will  of  the 
membership.  You  nominate  and  elect 
the  officers  of  this  society  through 
your  House  of  Delegates;  we  serve 
at  your  pleasure.  You  pay  the  dues. 
There  would  be  no  convention  if  you 
weren't  here.  You  are  the  North  Car- 
olina Medical  Society.  You  are  the 
giants  upon  whose  shoulders  we 
stand.  We  will  see  only  as  far  as 
your  shoulders  are  tall.  You  will  de- 
cide the  future  of  medicine  in  this 
state. 

A story  is  told  of  a group  of  boys 
in  ancient  Greece  who  once  tried  to 
trick  a wise  old  philosopher.  One  of 
the  boys  caught  a small  bird  and 
announced  to  his  companion  that  he 


was  going  to  ask  the  old  man  if  the 
bird  concealed  in  his  hands  was 
dead  or  alive.  If  he  replied  that  the 
bird  was  dead,  the  boy  would  re- 
lease it  and  let  it  fly  away.  If  he  said 
the  bird  was  alive,  the  boy  would 
crush  it.  They  thought  the  scheme 
to  fool  the  old  man  was  flawless. 
But  when  the  boy  confronted  the 
philosopher  with  the  dilemma,  he 
shrewedly  answered,  “The  fate  of 
the  bird  is  in  your  hands,  my  son.’’ 
The  fate  of  the  North  Carolina  Medi- 
cal Society,  the  progress  of  Ameri- 
can medicine,  and  the  health  of  this 
nation  are  in  your  hand.  It  is  an 
honor  to  serve  as  your  president. 
The  accomplishments  of  our  past 
presidents,  the  support  of  our  House 
of  Delegates,  and  your  commitment 
to  our  common  goals  have  made 
me  bold.  Tonight  I stand  upon  the 
shoulders  of  giants.  With  your  help 
I pledge  to  perform  every  duty  of 
office,  meet  every  challenge,  and 
seize  every  opportunity  to  advance 
the  work  of  this  society  in  its  great 
quest  for  the  elimination  of  suffering 
and  disease  and  the  extension  of  life 
and  health. 

We  are  on  this  earth  but  a very 
short  time;  each  of  us  in  our  own 
way  makes  our  mark  — the  quality 
and  depth  of  that  mark  is  only  lim- 
ited by  our  individual  imaginations 
and  resourcefulness  and  the  will  of 
God.  May  tonight  be  no  exception, 
may  each  day  that  follows  be  a more 
perfect  one,  and  may  we  work  to- 
gether for  the  uniqueness  of  this 
year.  May  our  mark  be  deep  and  our 
candle  burn  bright  that  we  might  see 
our  way  clearly  together. 
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The  Coastal  Plains  Region  Neonatal 
Follow-Up  Program:  Preliminary  Results 

S.  C.  Engelke,  M.D.,  R.  L.  Saldanha,  M.D.,  and  A.  E.  Kopelman,  M.D. 


Neonatal  and  infant  mortality 
rates  in  North  Carolina  are  the 
fourth  highest  in  the  United  States. 
Within  the  state,  they  are  highest  in 
the  Coastal  Plains  Region.1-2  The 
East  Carolina  University  Neonatal 
Follow-Up  Program  was  funded  in 
1 980  by  the  State  Division  of  Health 
Services  both  to  provide  early  diag- 
nostic services  and  as  a longitudinal 
study  of  efforts  to  improve  perinatal 
care  in  the  region.  We  report  here 
the  preliminary  results  of  our  pro- 
gram. 

DESCRIPTION  OF  PROGRAM 

Specific  outcomes  evaluated  after 
discharge  of  high-risk  infants  from 
the  neonatal  intensive  care  unit 
(NICU)  include  physical  health,  neu- 
rological-cognitive development, 
family  functioning,  and  the  inci- 
dence of  parenting  disturbance.  The 
follow-up  clinic  is  held  weekly  at  the 
Greenville  Developmental  Evalua- 
tion Clinic  and  is  staffed  by  two 
neonatologists,  two  psychologists, 
a social  worker,  two  physical  thera- 
pists, a clinic  coordinator,  and  a 
nurse  clinician.  The  program  em- 
phasizes early  identification  of  prob- 
lems with  primary  care  at  the  local 
level.  Continuity  has  been  facili- 
tated by  close  communication  with 
referring  physicians  and  community 
agencies  in  the  region. 

Follow-up  candidates  are  selected 


From  the  Department  of  Pediatrics 
East  Carolina  University  School  of  Medicine 
Greenville,  N.C.  27834 
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from  a 29-county  population  of  neo- 
natal intensive  care  patients  based 
on  specific  criteria  judged  as  par- 
ticularly high  risk  for  neuro-devel- 
opmental  problems.  Testing  is  sched- 
uled for  6,  12,  18  and  36  months  of 
age,  adjusted  for  prematurity.  Medi- 
cal, social  and  follow-up  data  are 
collected  on  approximately  600 
items.3  Validated  assessment  mea- 
sures include  a composite  Psycho- 
social Inventory,  the  Parmelee  New- 
born Neurological  Exam,  Neonatal 
Perception  Inventory,  Primitive  Re- 
flex Profile,  standardized  infant  phy- 
sical and  neurological  assessments, 
Denver  Development  Screening  Test 
(DDST)  and  Bayley  Scales  of  Infant 
Development. 

RESULTS 

Follow-up  program  results  for 
infants  born  during  the  period  Janu- 


ary-December 1980  are  shown  in 
the  accompanying  table.  Seventy 
percent  of  admissions  were  born  at 
the  regional  center.  One-third  of 
these  were  local  residents;  the  other 
two-thirds  were  maternal  referrals 
from  other  counties.  Thirty  percent 
of  admissions  were  transported  to 
the  regional  center  by  the  transport 
team.  Although  birth  weight  and  mor- 
tality did  not  differ,  inborn  babies 
had  significantly  higher  five  minute 
Apgar  scores  (p  < 0.005),  shorter 
duration  of  intensive  and  total  hos- 
pital care  (p  < 0.01)  and  lower  hos- 
pital costs  (p  < 0.01). 

Of  the  294  survivors,  198  met  one 
or  more  of  the  specific  follow-up 
criteria  we  had  chosen:  birth  weight 
less  than  1,250  grams  (37),  intra- 
uterine growth  retardation  (47),  ven- 
tilator management  (114),  proven 
sepsis  (18),  intracranial  hemorrhage 


Table 

Eastern  Region  Perinatal  Program: 
Preliminary  Results 


Birth  Weight  (grams) 

< 750 

751- 

1000 

1001- 

1500 

1501- 

2500 

>2500 

TOTAL 

Admissions 

1 1 

15 

63 

139 

95 

323 

Inborn (%)  

91 

53 

73 

81 

74 

70 

Survival  (%) 

27 

80 

90 

94 

95 

91 

Abnormal 

Development  (%)  .... 

33 

11 

12 

9 

11 

11 

Number  Tested 

V 

3 

9 

33 

65 

37 

147 

J 
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(29),  perinatal  asphyxia  (21),  sei- 
zures (45).  polycythemia  (9)  or  psy- 
chosocial risk  (52).  Thirty-nine  pa- 
tients from  Pitt  County  of  varying 
birth  weights  and  gestational  ages 
but  without  the  preceding  risk  cri- 
teria were  followed  as  control  sub- 
jects. For  various  reasons,  51  of 
the  entire  group  were  unable  to  be 
tested,  resulting  in  aclinic  follow-up 
rate  of  74%.  Preliminary  develop- 
mental findings  presented  here  are 
based  on  clinic  assessments  at  4-6 
months  of  age;  about  one-half  of 
the  population  have  also  been  eval- 
uated at  12  months.  Abnormal  de- 
velopment has  been  defined  as  a 
Bayley  Mental  or  Motor  Index  less 
than  70  or  definite  delays  on  the 
most  recent  DDST  using  DDST 
manual  guidelines.  Results  are  ex- 
pressed as  a percentage  of  those 
tested. 

The  incidence  of  definite  devel- 
opmental abnormalities  did  not  dif- 
fer between  any  of  the  birth  we  ight 
groups  greater  than  750  grams  and 
was  similar  to  the  9%  incidence 
found  in  the  control  group.  Devel- 
opmental delays  were  not  signifi- 
cantly associated  with  respirator 
therapy  (12%),  intrauterine  growth 
retardation  (0%),  sepsis  (0%)  or  poly- 
cythemia (0%).  but  were  increased 
in  patients  with  intracranial  hemor- 
rhage (54%),  seizures  (35%)  and  as- 
phyxia (22%). 

Abnormal  neurological  evaluation 
was  defined  as  significant  changes 
in  passive  or  active  tone,  cranial 
nerve  abnormalities  or  persistence 
of  primitive  reflexes.  As  with  de- 
velopment, an  increase  in  neuro- 
logical abnormalities  was  found  in 
patients  with  a history  of  intra- 
cranial hemorrhage  (41%),  seizures 
(29%)  or  asphyxia  (27%)  when  com- 
pared with  the  control  incidence 
(0%)  or  the  total  population  ( 10%). 

Neurological  abnormalities  were 
increased  in  infants  with  develop- 
mental delays  (71%)  and,  conversely, 
developmental  delays  were  associ- 
ated with  neurological  deficits  (59%). 
Because  of  this  frequent  associa- 
tion, the  combined  incidence  of  either 
developmental  or  neurological  prob- 
lems in  the  overall  population  ( 1 5%) 
was  not  different  from  the  separate 
occurrence  of  neurological  deficit 
(10%)  or  developmental  delay  ( 1 1%). 


Evolution  of  Perinatal  Care 


Pre  1950  Expectant  Rx  - Infant  care  by 
obstetrician 

1950  - 1965  Intervention  - Improved  incubators; 

(Fi02  liters);  IV  fluids;  transfusions; 
(withold  feedings);  gavage;  (vitamin  K) 
antibiotics  (sulfa,  chloro) 

1965  - 1970  Transition  - Physiology  of  RDS, 

metabolism,  resuscitation;  (early  IV 
fluids);  (HCO.)  Rx);  (intubation)  improv- 
ed servo-incubator;  electronic  and 
laboratory  monitoring;  earlier  antibiotic 
treatment 


1970  1975  NICU  Regionalization  - Transport  L/S 

ratio;  radiant  warmer;  (IMV,  CPAP), 
(Parenteral  Nutrition);  Duodenal 
feedings;  (Phototherapy);  Theophylline; 
bonding  - liberal  visiting 

1975  + Perinatology  - Maternal  transport; 

amniotic  lung  profile;  (Betamethasone); 
(Isoxuprine);  double  wall  incubator; 
breast  milk  feeding;  ultrasonography;  ar- 
tificial surfactant9;  premie  mental 
health,  Brazelton;  social  awareness  and 
intervention 


Figure  1.  Evolution  of  care.  Therapies  later 
associated  with  iatrogenic  complications  are 
denoted  by  parentheses. 


Of  particular  interest  was  the  find- 
ing. consistent  with  the  work  of  Pas- 
coe,4  of  a three  and  one-half  fold 
increase  in  significant  developmen- 
tal delays  (26%)  in  infants  at  risk 
of  psychosocial  deprivation  when 
compared  with  their  incidence  of 
neurological  deficit  (7%). 

These  results  must  be  considered 
preliminary  since  reliability  of  neuro- 
development testing  improves  after 
six  months  of  age.  Also,  an  addi- 
tional 12%  of  the  infants  tested  had 
suspicious  findings  that  are  of  un- 
known significance  at  this  time. 

The  incidence  of  visual  problems, 
which  included  significant  strabis- 
mus and  retrolental  fibroplasia,  was 
increased  in  infants  with  delayed 
development  (47%).  neurological 
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Figure  2.  Complex  continuum  influencing  in- 
fant outcome. 


deficit  (64%)  or  a history  of  intra- 
cranial hemorrhage  (35%),  seizures 
(21%)  or  asphyxia  (18%)  when  com- 
pared with  the  overall  incidence 
(10%)  or  control  group  (4%).  Hear- 
ing impairment  diagnosed  by  screen- 
ing techniques  was  associated  with 
developmental  delays  (29%)  and  neu- 
rological abnormalities  (28%)  when 
compared  with  its  occurrence  in  the 
total  group  (7%)  or  in  controls  (4%). 

DISCUSSION 

The  evolution  of  perinatal  care 
nationwide  has  resulted  in  improved 
survival  for  full  term  and  more  re- 
cently for  increasingly  smaller  pre- 
mature infants.  However,  thera- 
peutic "breakthroughs”  continue 
to  be  associated  with  iatrogenic  com- 
plications discovered  later,  empha- 
sizing the  need  for  caution  in  intro- 
ducing new  therapies  (Figure  1). 

Interpretation  of  survival  and  out- 
come data  are  affected  by  a number 
of  factors,  including  birth  weight 
grouping,  time  period  of  care,  indi- 
vidual nursery  policies,  place  of 
birth,  and  whether  results  are  ex- 
pressed as  rate  per  thousand  births 
or  prevalence  in  survivors.  Longer 
follow-up  with  more  sophisticated 
testing  is  needed  to  detect  subtle 
deficits  and  secondary  emotional 
effects. 

In  addition,  the  outcome  of  the 
low  birth  weight  infant  is  influenced 
by  a complex  "continuum  of  care- 
taking casualty”  (Figure  2).  Recent 
studies  have  clearly  documented 
the  major  influence  of  the  psycho- 
social environment  on  development 
as  well  as  on  the  occurrence  of 
abuse  and  neglect.4-6  Disorders  of 
growth,  recurrent  infection,  pulmo- 
nary function,  hearing  and  vision 
and  other  physical  and  neuro-devel- 
opmental  problems  require  careful 
attention  by  all  who  follow  these 
vulnerable  infants. 

Nevertheless,  dramatic  improve- 
ments in  specialized  care  in  the  last 
few  years  have  resulted  in  improved 
outcome  for  infants  with  factors 
formerly  considered  high  risk,  such 
as  intrauterine  growth  retardation.7 
A review  of  the  literature  indicates 
that  survival  of  the  premature  new- 
born has  increased  from  5%  in  those 
weighing  less  than  1.000  grams  at 
birth  in  1 965  to  about  50%  currently. 
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MEDICINE  AND  MEDICAL  EDUCATION 

Arthur  C.  Christakos,  M.D. 

Associate  Dean,  Medical  Education 
Duke  University  School  of  Medicine 

It  is  difficult  to  think  about 
one’s  philosophy  of  medical 
education  and  about  medi- 
cine in  general  without  re- 
calling those  in  the  profes- 
sion who  may  have  had  some 
influence  on  one’s  career 
choice.  Such  is  the  case  with 
me.  When  1 consider  these 
topics,  I naturally  remem- 
ber, among  others,  my 
former  family  physician  who 
embodies  those  characteris- 
tics traditionally  associated 
with  the  doctor  — the  iatros.  Whether  on  a house  call, 
in  his  office,  or  at  the  corner  drugstore,  he  could  be 
identified  as  the  doctor  by  his  demeanor,  attire,  man- 
nerisms, and  even  by  the  faint  aroma  of  tincture  of 
iodine  which  lingered  about  him.  The  patient  was  the 
most  important  person  in  the  world  to  this  man,  but  his 
warm,  sincere,  and  compassionate  concern  for  the 
patient  did  not  impair  his  professional  objectivity  and 
detachment  so  necessary  in  accomplishing  his  task. 
The  epitome  of  discretion,  he  never  betrayed  a confi- 
dence. His  enthusiasm  for  what  he  was  doing  was 
infectious,  and  he  instilled  a sense  of  encouragement 
and  a positivity  in  his  relationships  with  people,  so 
that  even  in  hopeless  situations,  despair  was  unlikely 
and  dignity  prevailed.  In  addition,  it  was  obvious  that 
his  education  had  not  ceased  with  graduation  from 
medical  school.  He  was  constantly  reading  and  im- 
proving his  skills.  He  recognized  his  limitations  and 
was  unafraid  to  seek  consultation.  His  omnipresence 
was  legendary;  his  integrity,  above  question. 

In  the  words  of  another  country  doctor,  “This  man 
had  the  three  A’s  of  being  a good  doctor  — Ability, 
Affability,  and  Availability.”  In  these  contexts  of 
ability,  affability,  and  availability,  I should  like  briefly 
to  discuss  students  of  medicine  and  their  teachers 
rather  than  medicine  and  medical  education. 

Ability 

It  goes  without  saying  that  one  must  have  a certain 
degree  of  intelligence  to  become  a doctor.  Certain 
other  qualities  in  addition  to  intelligence  are  important 
in  becoming  and  remaining  an  effective  physician. 


Written  for  the  1980  Aesculapian,  the  Duke  University  School  of  Medicine  yearbook. 
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Most  doctors  have  unusually  well-developed  powers 
of  observation.  Some  seem  to  come  by  this  naturally, 
while  others  make  concerted  efforts  to  develop  and 
improve  this  faculty.  Many  advances  in  medicine  have 
resulted  from  this  ability  in  those  intelligent  enough  to 
use  it.  Being  alert  and  aware  are  characteristics  of  the 
good  observer. 

Medical  teachers  must  have  the  ability  to  help  their 
students  improve  their  powers  of  observation  while 
inculcating  the  principles  of  the  scientific  method  in 
them.  Accurate  observations  and  documentation  of 
facts  by  both  teachers  and  students  make  for  proper 
interpretation  of  data  which  is  essential  for  problem 
solving. 

Repetition  breeds  familiarity,  and  familiarity  breeds 
learning.  The  ability  of  teachers  to  repeat  ;n  innova- 
tive ways  to  avoid  boredom  on  the  part  of  their  stu- 
dents and  the  ability  of  the  students  to  profit  from 
repetition  and  to  expand  their  understanding  from  it 
are  important  components  of  any  educational  process. 
As  one  of  my  mentors  once  said  after  being  com- 
mended for  successfully  controlling  retroperitoneal 
bleeding  during  pelvic  surgery,  “Fve  been  there  be- 
fore!” Practice  tends  to  make  perfect. 

We  all  recognize,  however,  that  certain  faculties  are 
better  developed  in  some  people  than  in  others.  The 
ability  of  the  teacher  and  the  student  to  recognize 
those  attributes  during  the  medical  school  experience 
is  helpful  in  channeling  some  people  into  pathology 
and  others  into  pediatrics,  gastroenterology,  obstet- 
rics, psychiatry,  general  surgery,  etc. 

The  student  who  has  a specific  interest  and  who  can 
identify  a teacher  who  has  expertise  in  that  area  would 
do  well  to  associate  with  that  mentor  as  much  as 
possible.  Much  is  learned  through  dialogue  with  those 
who  know  first  hand  about  a subject.  Herein  lies  one 
of  the  major  strengths  of  the  Duke  curriculum.  Many 
capable  faculty  are  actively  involved  in  the  estab- 
lished procedures  of  their  disciplines  and  are  explor- 
ing the  frontiers  in  those  areas.  Duke  students  have 
demonstrated  their  ability  to  profit  from  this  over  the 
years  by  associating  directly  with  those  faculty  per- 
sons. 

Affability 

In  addition  to  these  various  abilities,  the  successful 
student  of  medicine  and  his  effective  teacher  share  a 
secret  which  is  found  in  their  positive  attitude.  Those 
students  and  teachers  who  seem  to  be  the  happiest  and 
most  effective  are  those  with  enthusiasm  for  what  they 
are  doing.  They  are  the  ones  who  are  motivated  and 
have  a sense  of  purpose.  They  are  willing  to  sacrifice 
personal  pleasures,  to  be  altruistic,  to  care  for  those 
for  whom  they  have  professional  responsibility,  and  at 


Arthur  C.  Christakos,  M.D. 


September  1982.  NCMJ 


651 


the  same  time,  they  are  able  to  maintain  the  balanced 
perspective  necessary  for  their  personal  lives  includ- 
ing spouses,  children,  families,  friends,  society,  reli- 
gion, etc. 

Availability 

The  able  and  affable  students  of  medicine  and  their 
teachers  of  the  same  ilk  can  be  effective  only  if  they 
are  available.  The  teachers  are  obligated  to  make 
themselves  available  to  their  students,  and  the  stu- 
dents are  obligated  to  make  themselves  available  to 
those  situations  that  are  most  advantageous  to  learn- 
ing throughout  their  lives.  They  are  also  obligated  to 


make  themselves  available  to  those  people  who  have 
entrusted  their  health  to  them. 

The  students  of  the  Duke  University  School  of 
Medicine  impress  me  as  able,  affable,  and  available 
candidates  for  the  privilege  and  responsibility  of  car- 
ing for  sick  people. 

The  able,  affable,  and  available  physicians  are  the 
true  spiritual  descendants  of  the  Greats  of  Medical 
History.  They  seem  to  maintain  bonds  with  Aes- 
culapius, Hippocrates,  Galen,  Hunter,  Simmelweiss, 
Virchow,  Osier.  Best,  Taylor,  White,  Minot,  Strud- 
wick.  Nott,  Cushing,  Holmes,  Sims,  Williams,  Davi- 
son, Reed,  Hohman.  Markee,  Carter,  Smith.  Swett, 
Hart,  Stead,  Alyea,  Baker.  . . . 


ALAIN  RENE  LESAGE  [1668-1747] 

Sir,  said  I,  one  evening,  to  Doctor  Sangrado,  I call  Heaven  to  witness  on  the  spot  that  I have  never  strayed 
from  your  infallible  method;  and  yet  I have  never  saved  a patient:  one  would  think  they  died  out  of  spite.  . . . My 
good  lad,  replied  he,  my  experience  nearly  comes  to  the  same  point.  It  is  but  seldom  I have  the  pleasure  of 
curing  my  kind  and  partial  friends.  If  I had  less  confidence  in  my  principles,  I should  think  my  prescriptions  had 
set  their  faces  against  the  work  they  were  intended  to  perform.  If  you  will  take  a hint,  sir,  replied  I,  we  had  better 
vary  our  system.  Let  us  give,  by  way  of  experiment,  chemical  preparations  to  our  patients:  the  worst  they  can 
do  is  to  tread  in  the  steps  of  our  pure  dilutions  and  phlebotomizing  evacuations.  I would  willingly  give  it  a trial, 
rejoined  he,  if  it  were  a matter  of  indifference,  but  I have  published  on  the  practice  of  bleeding  and  the  use  of 
drenches:  would  you  have  me  cut  the  throat  of  my  own  fame  as  an  author!  O,  you  are  in  the  right,  resumed  I;  our 
enemies  must  not  gain  this  triumph  over  us;  they  would  say  that  you  are  out  of  conceit  with  your  own  systems, 
and  would  ruin  your  reputation  for  inconsistency.  Perish  the  people,  perish  rather  our  nobility  and  clergy!  But 
let  us  go  in  the  old  path.  . . . 

We  went  on  working  double  tides,  and  did  do  much  execution,  that  in  less  than  six  weeks  we  made  as  many 
widows  and  orphans  as  the  siege  of  Troy. 

The  Adventures  of  Gil  Bias  de  Santillana,  Bk.  II,  Ch.  5 (tr.  by  Tobias  Smollett) 
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PROGRESS  REPORT 
ON  AMBULATORY  SURGERY 
(NOW  GREATER 

UTILIZATION,  GREATER  SAVINGS) 

In  the  December  1980  issue  of  the  North  Caro- 
lina Medical  Journal,  we  reported  on  the  status  of 
ambulatory  surgery  in  North  Carolina  and  made  the 
case  for  greater  availability  and  utilization  of  this  eco- 
nomical method  of  providing  surgical  treatment  of 
good  quality.  To  this  end.  Blue  Cross  and  Blue  Shield 
of  North  Carolina  (BCBSNC)  initiated  a two-year 
effort  to  take  this  message  across  the  state.  A series 
of  regional  meetings  were  planned,  co-hosted  by 
selected  hospitals  in  which  those  who  are  already 
providing  ambulatory  surgery  in  that  region  could  en- 
courage others  to  follow  this  lead.  Because  such  types 
of  activities  are  all  too  often  not  followed  up,  eval- 
uated and  reported,  we  are  particularly  pleased  to  be 
able  to  report  some  interim  results  of  the  BCBSNC 
efforts  to  you. 

During  1980-81,  one  of  us,  (J.E.D.),  led  seven  re- 
gional seminars  co-sponsored  by  BCBSNC  with  hos- 
pitals in  Brevard,  Charlotte,  Greensboro,  Fayetteville, 
Raleigh,  Hickory  and  Goldsboro.  Representatives 
from  86  hospitals  and  eight  freestanding  ambulatory 
surgery  facilities  attended  the  meetings.  Staff  at 
BCBSNC  surveyed  ambulatory  surgery  resources  in 
each  region  and  worked  individually  with  55  hospitals 
and  two  freestanding  units  in  providing  information 
and  guidance  for  extending  and  improving  their  ser- 
vices. During  this  two  year  period  ( 1980-1981 ),  19new 
hospital-based  ambulatory  surgery  programs  were 
established,  adding  to  the  32  previously  existing  in  the 
state.  Five  hospitals  which  already  had  operational 
programs  are  now  building  new  expanded  facilities. 
Another  nine  hospitals  that  currently  lack  a program 
are  in  the  midst  of  construction  which  will  accommo- 
date new  ambulatory  surgery  projects.  Thus,  the  28 
programs  started  or  adapted  in  this  period  represent 
almost  a doubling  of  the  number  that  were  in  operation 
in  1980. 

Data  on  the  use  of  such  facilities  are  also  encourag- 
ing. BCBSNC  has  been  monitoring  the  use  of  am- 
bulatory surgery  for  seven  selected  surgical  proce- 
dures including  D&Cs,  excision  of  breast  mass  and 
adult  circumcision.  For  each  of  three  years  prior  to  the 
launching  of  the  BCBSNC  program  (1977-1979),  25  % 
of  the  seven  surgical  procedures  were  being  per- 
formed on  an  ambulatory  basis  for  their  subscribers 
statewide.  Fatest  figures  for  1981  show  an  increase  in 
this  proportion  to  34  % — a 36  % increase  in  the  use  of 
ambulatory  surgery  from  the  baseline  period.  The 
savings  from  avoided  hospital  charges  due  to  this  level 
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of  ambulatory  surgery  for  the  seven  procedures  alone 
is  estimated  to  be  $2,590,000.  We  are  optimistic  that 
an  upward  trend  in  use  and  savings  will  continue  in 
light  of  the  already  established  programs  across  the 
state  that  are  in  various  phases  of  planning,  construc- 
tion, and  beginning  operation.  The  cooperative  efforts 
manifest  among  our  private  sector  groups  in  North 
Carolina  has  been  the  major  factor  contributing  to  the 
success  of  this  movement. 

Encouraged  by  the  results  thus  far,  BCBSNC  is 
now  engaging  in  a second  phase  of  promoting  am- 
bulatory surgery.  While  the  entire  state  was  targeted 
in  the  first  phase,  to  assist  those  who  were  clearly 
interested  in  developing  ambulatory  surgery,  phase 
two  is  directed  during  1982  toward  12  selected  com- 
munities which  are  lagging  behind  the  rest  of  North 
Carolina.  Staff  at  BCBSNC  are  working  closely  with 
hospital  administrators,  physicians  and  employers  in 
these  communities  to  delineate  the  obstacles  to  am- 
bulatory surgery  and  to  facilitate  the  development  of 
these  programs.  We  plan  to  submit  a future  report  of 
this  newest  effort. 

James  E.  Davis,  M.D. 

Sandra  B.  Greene,  D.P.H. 

Cecil  G.  Sheps,  M.D. 


CLINICIANS  AS 

SPORTS  PHYSICIANS:  SOME  GUIDELINES 

When  a physician  is  asked  to  play  the  role  of  sports 
physician  in  his  or  her  community,  that  physician  is 
being  asked,  in  essence,  to  fulfill  a civic  duty.  My 
basic  premise  is  that  sports  participation  is  good  for 
persons  of  all  ages,  but  that  for  a person  not  physically 
able,  the  risk  of  injury  exceeds  the  value  of  that  par- 
ticipation. This  editorial  is  addressed  to  those  of  you 
who  have  been  asked  to  so  participate,  but  who  hesi- 
tate because  you  are  not  sure  1)  what  will  be  expected 
of  you,  2)  how  one  goes  about  being  a sports  physi- 
cian, and  3)  how  much  time  it  will  take. 

What  will  be  expected  of  you?  As  sports  physician, 
you  will  be  required  to  use  your  skill  and  judgment  in 
three  ways:  for  the  preparticipation  history  and  physi- 
cal examination;  during  an  athletic  contest  in  which  a 
participant  sustains  an  injury;  and  during  the  injured 
participant’s  recovery  and  rehabilitation.  You  will 
need  time  to  conduct  preparticipation  examinations 
and  you  will  either  need  to  be  present  at  all  athletic 
contests  or  be  where  you  can  quickly  reach  the  playing 
field  or  gymnasium,  and  you  will  almost  certainly  be 
involved  in  an  injured  athlete’s  rehabilitation.  Consid- 
eration of  those  three  areas  outlines  your  first  and 


September  1982,  NCMJ 


653 


third  concerns  — what  will  be  expected  of  you  and 
how  much  time  will  it  take. 

How  does  one  go  about  being  a sports  physician? 
You  should  have  no  trouble  carrying  out  your  duties  if 
you  remember  two  things.  First,  you  will  be  dealing 
primarily  with  little  leaguers  and  junior  high  and  high 
school  students,  occasionally  with  college  and 
weekend  athletes.  Thus,  the  judgments  and  criteria  for 
participation  with  which  you  will  be  concerned  will 
differ  from  those  for  professional  athletes.  Secondly, 
your  keyword  should  be  “prevention.”  Prevention  of 
injury,  prevention  of  reinjury,  and,  particularly,  pre- 
vention of  converting  a small  injury  into  a permanent 
disability. 

The  Prepartieipation  History 
and  Physical  Examination. 

A standard  athletic  participation  form  provided  by 
the  State  Department  of  Public  Instruction  is  very 
helpful.  The  student  or  parents  should  complete  the 
history  section  before  you  do  the  physical  examina- 
tion. but  you  should  go  over  the  history  to  be  sure  it  is 
accurate  and  complete.  You  should  re-evaluate  in  de- 
tail any  medical  problem  described,  and  be  sure  that 
the  form  has  been  signed  by  the  student  and  his  or  her 
parents. 

As  for  the  physical  examination,  the  student's 
height  and  weight  are  more  important  than  age.  par- 
ticularly in  prepubertal  students.  Obesity  is  a patho- 
logic state  and  a possible  contraindication  to  athletic 
participation,  especially  because  the  risks  of  heat-re- 
lated syndromes  and  of  excess  stress  on  the  cardio- 
vascular system  are  markedly  increased  in  the  obese 
person. 

Previous  injury,  if  rehabilitation  has  been  ade- 
quate, should  not  be  a contraindication  to  participa- 
tion in  a sport.  You  may  also  be  the  first  to  recognize 
scoliosis  and  other  musculoskeletal  abnormalities. 
Consequently,  you  may  have  to  postpone  the  stu- 
dent’s participation  until  appropriate  consultation  is 
obtained. 

Certain  medical  conditions  require  further  evalua- 
tion, medical  clearances,  and  parental  releases  before 
you  will  be  able  to  certify  a student  for  athletic  par- 
ticipation: acute  infections,  obvious  growth  distur- 
bances, diabetes  mellitus,  jaundice,  severe  visual  or 
auditory  impairment,  pulmonary  insufficiency,  or- 
ganic heart  disease  or  hypertension,  enlarged  liver  or 
spleen,  hernia,  musculoskeletal  deformity  associated 
with  functional  loss,  a history  of  convulsions  or  con- 
cussions, and  absence  of  a paired  organ,  such  as  the 
kidney,  eye  or  testicle.  When  these  conditions  cannot 
be  treated  adequately,  you  must  deny  the  student 
clearance  for  participation  in  a sport  that  threatens 
well-being,  and  guide  that  student  toward  a sport  that 
is  safe. 

The  Acute  Decision  on  the  Sidelines 

When  you  are  called  to  treat  a player  injured  during 
an  athletic  contest  and  to  decide  whether  the  player 


can  continue  in  the  game,  you  most  need  to  recall  your 
guiding  concerns:  these  are  not  professional  players, 
and  prevention  is  the  goal.  You  cannot  be  a fan  first 
and  a sideline  doctor  second;  you  must  be  an  objective 
physician  first.  The  pressure  exerted  by  the  player, 
the  team,  the  coach,  and  the  fans  to  allow  the  player  to 
return  to  the  game  may  be  intense,  particularly  if  that 
injured  player  is  the  star.  Above  the  din  of  persuasion, 
you  must  remember  the  player's  future,  not  only  for 
sports  but  also  for  the  quality  of  existence  for  the  rest 
of  life.  You  must  retain  your  objectivity,  because  in 
the  heat  of  the  contest,  even  the  player's  parents  may 
well  lose  theirs. 

Severe  head  or  neck  injuries,  serious  eye  injuries, 
obvious  fractures,  and  markedly  unstable  joints 
should  not  challenge  your  objectivity,  because  the 
player  obviously  cannot  participate.  It  is  the  border- 
line injuries  that  will  be  your  greatest  problem:  contu- 
sions, lacerations,  abrasions,  sprains,  and  strains. 
Here,  you  must  do  your  best  to  make  an  accurate 
diagnosis  and  then  to  use  your  best  judgment.  If  you 
have  any  doubt  about  the  severity  of  the  injury,  your 
duty  will  be  to  keep  the  player  out  of  the  game  until 
you  can  make  an  adequate  assessment  and  a decision 
with  which  you  are  comfortable. 

Rehabilitation 

Adequate  rehabilitation  is  defined  as  the  return  of 
the  injured  part  to  the  preinjury  level  of  strength, 
endurance,  and  agility.  Your  goal  here  will  be  to 
facilitate  that  improvement  and  the  athlete’s  safe  re- 
turn to  participation.  Taking  a broken  limb  as  an  ex- 
ample. it  is  not  sufficient  to  put  on  a cast,  allow  time 
for  healing,  remove  the  cast,  and  let  the  player  return 
to  competition.  The  limb  must  be  rehabilitated  by 
appropriately  controlled  activity  to  full  function. 

Different  injuries  to  different  parts  of  the  body  heal 
at  different  rates,  and  all  are  influenced  by  the  severity 
of  the  injury.  Here,  too,  you  must  remain  uninflu- 
enced by  coaches,  parents,  and  others;  the  athlete 
must  not  be  allowed  to  return  to  participation  before 
you  feel  that  he  has  regained  strength,  agility,  and 
endurance.  When  full  restoration  of  function  and  use 
is  impossible,  you  must  channel  the  player's  interest 
to  a sport  in  which  he  will  be  able  to  compete  with  less 
risk. 

These  sound  like  onerous  duties  but  the  word  “ex- 
acting” describes  them  better.  And  there  are  no  words 
to  describe  the  pleasure  you  will  derive  from  those 
duties  if  you  assume  them.  The  guiding  of  young, 
healthy,  developing  bodies  into  healthy,  intact,  adult 
bodies  should  provide  you  with  incredible  satisfac- 
tion. When  your  community  asks  you  to  serve  as 
sports  physician,  I hope  you  will  do  so. 

George  D.  Rovere,  M.D. 

Section  of  Orthopedic  Surgery 
Department  of  Surgery,  and  the 
Sports  Medicine  Unit 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.C.  27103 
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From  the  Desk 

\ 

of  the  Managing  Editor 

J 

As  Others  See  Us: 

A LAYMAN  LOOKS 
AT  THE  WHITE  COATS 

A.  Kenneth  Pye 

' ‘ The  future  of  American  medical  education  is,  like  all  other 
higher  developments,  simply  in  the  hands  of  the  only  aris- 
tocracy we  strive  for  — the  aristocracy  of  an  enlightened 
public  opinion." 

— Fielding  H.  Garrison, 

Introduction  to  the  History  of  Medicine 
(2nd  ed.),  Ch.  12 

This  quote  could  apply  more  generally  to  the  profession  of 
medicine.  Duke  University  Chancellor  A.  Kenneth  Pye’s 
speech  at  this  year's  Medical  Alumni  Weekend  is  reprinted 
here  as  a stimulating  treatise  on  the  sub  ject  of  public  opinion 
— as  others  see  us  — and  its  importance  to  the  future  of 
medicine.  — AAH 

No  doubt  many  of  you  are  disappointed  that  you 
ended  up  with  a combination  lawyer-academic 
bureaucrat  like  me  instead  of  a distinguished  scientist 
such  as  Phil  Handler.  I agreed  to  substitute  for  Phil  in 
exchange  for  Bill’s  promise  that  I could  speak  to  you 
on  the  subject,  “A  Layman  looks  at  the  White  Coats.” 

I did  so  because  I have  become  deeply  concerned  that 
members  of  your  profession,  as  well  as  members  of 
mine,  spend  too  much  time  talking  to  each  other  and 
not  enough  understanding  how  they  are  perceived  by 
others. 

1 don’t  think  I’m  an  unsympathetic  observer  of  the 
medical  scene.  I readily  concede  that  most  physicians 
work  harder  and  are  brighter  than  most  other  persons 
in  our  society,  including  many  academics  and  mem- 
bers of  the  other  learned  professions,  and  I am  certain 
that  they  are  no  less  dedicated  to  the  common  good. 
To  quote  Montaigne  without  subscribing  to  all  of  his 
views  on  the  subject:  “On  the  whole  I honour  the 
physicians;  not  in  accordance  with  the  precept  be- 
cause they  are  necessary.  . . . but  for  love  of  them- 
selves, having  met  many  honest  and  likeable  men 
among  them.  . . 

Hence,  my  remarks  today  should  not  be  considered 
those  of  a hostile  critic  but  as  reflections  of  concerns 
of  a friend  who  thinks  that  the  future  is  likely  to  be 
considerably  different  than  our  most  recent  past  and  is 
worried  that  the  professions,  and  particularly  medi- 
cine, may  not  appreciate  the  accelerated  pace  of 
change  soon  enough  to  accommodate  themselves  as 
well  as  might  otherwise  be  possible. 


Reprinted  with  permission  from  Duke  University  Medical  Center  Perspectives , Spring 
1982,  Vol.  2,  pp.  2-8. 


All  professions  have  a privileged  status  in  American 
society,  and  the  profession  of  medicine  is  more  privi- 
leged than  most.  Special  privileges  are  always  vulner- 
able in  a democratic  society,  but  never  more  so  than 
when  the  people  become  dissatisfied  with  a condition 
which  they  associate,  rightly  or  wrongly,  with  those  to 
whom  special  privileges  have  been  granted.  It  may  be 
of  little  consequence  that  the  natural  connection  be- 
tween the  public  concerns  and  the  privilege  of  the 
profession  is  tenuous.  Discontent  with  the  conditions 
can  trigger  change  in  the  name  of  reform  that  is  far 


A.  Kenneth  Pye  received  his  BA  from  the  University  of  Buffalo  and  his 
law  degrees  from  Georgetown  University.  He  taught  law  and  was 
associate  dean  at  Georgetown  from  1955  to  1966,  when  he  became 
professor  of  law  at  Duke.  Pye  was  dean  of  the  Duke  University  School 
of  Law  1968-70  and  1973-76,  University  counsel  1971-1973,  and  chan- 
cellor of  Duke  University  1970-73,  and  1976  to  the  present.  Pye  plans 
to  return  to  teaching  at  the  end  of  this  academic  year. 
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more  sweeping  than  that  required  to  meet  the  pro- 
fessed need. 

My  thesis  this  afternoon  is  that  there  is  a real  danger 
that  the  major  changes  likely  to  be  imposed  upon  the 
medical  profession  will  reflect  serious  public  miscon- 
ceptions about  medicine  and  resentment  over  the  spe- 
cial status  enjoyed  by  physicians.  The  best  way  to 
avoid  the  risk  of  overkill  is  for  the  profession  to  (1) 
educate  the  public  in  the  areas  in  which  it  suffers  from 
significant  misconceptions;  (2)  put  its  own  house  in 
order  where  there  are  justifiable  reasons  for  public 
disquiet;  and  (3)  use  its  influence  to  guide  national 
health  policy  away  from  government  control  even  if 
the  result  should  be  a more  competitive  system  re- 
sulting in  some  pecuniary  loss. 

It  seems  to  me  that  the  dominant  passion  of  our 
century  is  the  movement  toward  equality.  Arguably, 
the  trend  toward  equality  has  been  going  on  at  least 
since  the  French  Revolution.  But  certainly  the  dy- 
namics of  the  movement  have  changed  in  kind  rather 
than  degree  during  our  lifetime.  The  movement  to- 
ward political  equality,  racial  equality,  sexual  equality 
and  economic  equality  is  known  to  all  of  us.  The  whole 
notion  of  affirmative  action  that  has  been  so  much  a 
part  of  our  lives  during  the  last  decade  can  best  be 
understood  as  a change  from  a desire  for  equality  of 
opportunity  to  a desire  for  equality  of  result.  Opportu- 
nity is  no  longer  enough.  The  bottom  line  is  equality  in 
sharing  the  bounty  of  the  good  life.  The  egalitarian 
movement  is  not  peculiar  to  our  country  nor  confined 
to  the  domestic  arena  in  any  nation.  During  the  re- 
mainder of  this  century,  no  force  will  be  more  signifi- 
cant in  world  affairs  than  the  North-South  debate,  the 
strivings  of  the  peoples  of  the  southern  hemisphere  to 
share  equally  in  material  prosperity,  health  and  long 
life  with  those  of  us  who  are  fortunate  enough  to  have 
been  born  white  in  the  northern  half  of  the  globe.  No 
profession  can  flourish  except  within  the  context  of 
the  society  of  which  it  is  a part.  The  egalitarian  move- 
ment, like  other  major  movements  within  that  society, 
inevitably  will  have  a profound  impact  on  the  nature  of 
the  professions. 

In  the  university  we  teach  that  a profession  is  char- 
acterized by  an  ideal  of  service,  common  standards 
and  responsibility  to  a wider  community.  But  in  the 
real  world  after  graduation,  while  we  continue  to  de- 
fine a profession  in  terms  of  its  dedication  to  the  public 
good,  we  soon  adopt  an  elitist  approach  that  recog- 
nizes the  profession’s  right  to  determine  what  best 
serves  the  public  good,  and  justifies  its  insistence 
upon  self-regulation  and  freedom  from  external  con- 
trol, as  a sine  qua  non  for  the  assurance  of  quality 
which  is  essential  for  that  public  good.  In  every  demo- 
cratic society  we  must  deal  with  what  Jay  Gold  has 
described  as  the  reconciliation  of  the  professional 
principle  which  holds  that  decisions  should  be  made 
by  those  who  have  significant  knowledge  about  the 
subject,  and  the  democratic  principle  which  holds  that 
decisions  should  be  made  by  those  whose  interests 
will  be  affected  significantly  by  the  outcome.  In  an 
egalitarian  age,  the  inherent  tension  between  these 


two  principles  tends  to  tilt  in  favor  of  power  of  the 
people  and  away  from  self-determination  by  those 
who  claim  specialized  expertise  by  virtue  of  education 
and  training  and  see  no  conflict  of  interest  in  actions 
that  benefit  both  themselves  and  the  public. 

Who  makes  the  decision  of  what  is  in  the  public 
interest  and  what  measures  best  serve  it  has  signifi- 
cant impact  upon  the  nature  of  a profession.  Under 
some  circumstances  a profession  may  be  delegated 
broad  authority  by  the  public,  a virtual  monopoly  of 
determining  the  kind  of  services  it  will  provide  and  the 
price  it  will  charge  for  its  services,  relatively  free  from 
real,  as  distinguished  from  theoretical,  control  over 
how  it  manages  its  affairs.  In  general,  the  learned 
professions  have  possessed  this  kind  of  power  in 
America  through  most  of  this  century,  although  the 
fact  was  not  clearly  understood  by  all.  Such  profes- 
sional prerogatives  can  continue  to  exist,  however, 
only  when  the  public  is  reasonably  happy  with  its 
access  to  services,  the  quality  of  the  services,  and  the 
price  of  the  services,  and  when  it  is  generally  unaware 
of  alternatives  that  might  produce  the  same  or  better 
results  through  the  use  of  alternative,  less  costly 
means. 

When  a profession  becomes  dependent  upon  the 
public  trough  for  its  economic  vitality,  it  must  realisti- 
cally face  the  additional  requirement  of  achieving 
political  resultsjustifying  its  public  subsidy.  If  a politi- 
cian obtains  more  public  approval  for  a vote  to  cut 
taxes  than  for  maintaining  Medicaid,  then  medical 
service  to  indigents  is  likely  to  be  in  trouble.  In  an  era 
when  egalitarianism  is  an  important  goal  of  a society, 
it  is  particularly  difficult  to  persuade  the  public  and 
politicians  of  the  wisdom  of  self-determination  by  a 
profession  on  matters  such  as  access,  quality,  price, 
and  the  exclusion  of  other  providers  when  the  profes- 
sion is  getting  richer  and  the  public  is  getting  poorer. 
In  such  circumstances  there  is  a tendency  for  the 
public  to  withdraw  its  delegation  of  the  power  of  pro- 
fessional self-regulation  arid  for  government  to  impose 
its  own  requirements  to  achieve  what  the  public,  or 
the  politicians,  think  are  the  right  answers  to  hard 
questions. 

If  I'm  right  in  these  very  broad  generalizations,  the 
issue  becomes  whether  the  public  is  happy  with  ac- 
cess, quality,  price  of  medical  services,  and  whether  it 
is  content  to  have  them  dispensed  in  the  present  man- 
ner. The  polls  still  show  a high  level  of  satisfaction 
with  health  services,  but  I strongly  suspect  that  during 
the  coming  years  more  people  will  become  unhappy 
for  myriad  reasons  and  that  the  sum  total  of  these 
disenchantments  suggests  a rocky  road  for  physicians 
in  the  future. 

What  is  likely  to  be  the  source  of  popular  dissatis- 
faction? Human  life  has  been  extended.  Diseases  that 
have  been  the  scourge  of  mankind  have  been  eradi- 
cated. New  technologies  and  new  drugs  permit  the 
treatment  of  pain  and  illness  more  successfully  than  at 
any  time  in  history.  Inequalities  in  the  availability  of 
health  care  for  the  poor  and  aged  have  been  markedly 
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reduced.  There  are  more  doctors  and  hospitals  than 
ever.  Why  isn't  the  public  happy? 

I think  we  can  start  with  pure  avarice.  There  are 
churlish  members  of  our  society  who  simply  object 
that  doctors  drive  bigger  cars  and  send  their  kids  to 
better  schools.  Such  emotions  are  sometimes  fueled 
by  observation  of  the  manner  in  which  physicians  deal 
with  others  outside  the  profession.  Dean  Acheson 
once  described  lawyers  as  functioning  with  a realiza- 
tion of  their  “effortless  superiority.”  It  is  exactly  that 
attitude  which  is  the  source  of  much  public  bitterness 
about  lawyers  and  doctors.  Few  critics  of  the  genre 
stop  to  consider  that  many  physicians  are  in  their 
offices  while  they  are  reading  a newspaper  over  cof- 
fee, and  some  physicians  are  still  at  work  when  the 
critic  is  sipping  a martini  before  dinner.  Jealousy  may 
be  at  the  bottom  of  these  criticisms  but  unjustified 
perceptions  may  be  as  important  as  reality  in  the 
shaping  of  public  attitudes. 

Others  may  be  swayed  less  by  emotional  resent- 
ment but  nevertheless  end  up  with  a similar  bottom 
line.  They  question  why  the  compensation  of  physi- 
cians is  so  much  greater  in  America  than  in  many  other 
countries  in  which  physicians  are  well  trained  and 
presumably  equally  dedicated.  These  critics  would 
concede  that  time  spent  in  school  by  a doctor  is  much 
longer  and  the  costs  are  greater,  but  would  speedily 
point  out  that  the  difference  in  years  and  in  dollars 
spent  is  not  sufficient  to  explain  the  extent  of  the 
disparity.  In  particular,  some  critics  wonder  why  the 
law  of  supply  and  demand  does  not  seem  to  apply  to 
physicians.  When  the  number  of  doctors  increases,  so 
seemingly  do  the  rates  charged  for  professional  ser- 
vices. The  answer,  in  the  minds  of  some  critics,  is  that 
prices  do  not  decline  as  supply  increases  because 
physicians  have  a monopoly  and  use  monopolistic 
practices  to  keep  prices  high  despite  new  physicians 
added  to  the  community.  The  more  pervasive  ex- 
planation is  the  prevalence  of  insurance  which  insu- 
lates the  consumer  from  direct  cost  and  invites  an 
expanded  definition  of  medical  necessity. 

Critics  also  argue  that  physicians  are  subsidized  to  a 
greater  degree  and  in  greater  amounts  than  most 
others  in  our  society,  yet  are  permitted  independence 
from  public  accountability  to  a much  greater  degree 
than  most.  These  critics  point  out  that  the  cost  of 
medical  education  is  much  higher  than  most  or  all 
programs  of  professional  education,  yet  tuition 
charges  are  only  marginally  above  those  for  other 
disciplines,  if  higher  at  all.  The  relatively  low  tuition, 
when  compared  to  the  high  level  of  educational  costs, 
reflects  a clear  subsidy,  reaching  its  peak  in  the  state 
universities  where  tuition  is  only  a small  fraction  of  the 
actual  cost  of  educating  a doctor.  Thus,  people  who 
are  being  educated  for  an  extremely  lucrative  profes- 
sion not  only  do  not  pay  the  real  costs  of  that  educa- 
tion but  are  also  not  required  to  incur  any  greater  loans 
than  those  who  are  being  educated  for  service  profes- 
sions in  which  remuneration  after  graduation  is  likely 
to  be  much  lower,  such  as  nursing  and  public  school 
teaching.  The  educational  subsidy  continues  when 


there  is  a surplus  of  doctors  as  well  as  when  there  is  a 
shortage. 

Subsidization  continues  in  practice,  according  to 
critics,  because  the  capital  expenses  of  a physician  are 
relatively  low.  They  are  low  not  because  modern 
medicine  is  not  a capital  intensive  venture  but  because 
capital  costs  for  practicing  the  profession  — such  as 
hospitals  and  the  technology  found  therein  — are  paid 
for  either  by  the  public  or  a non-profit  institution,  and 
the  patient  is  charged  directly  for  the  use  of  capital 
assets,  with  the  physician  paying  little  or  nothing  for 
the  use  of  the  operating  room  or  a CAT  scanner  which 
he  requires  for  the  practice  of  his  special  skills.  In- 
deed. part  of  the  high  costs  of  hospital  operations  may 
be  attributable  to  an  understandable  tendency  to  sac- 
rifice hospital  efficiency  for  the  convenience  of  physi- 
cians who  practice  in  them. 

Not  only  is  there  a subsidization  of  expenses  but 
there  is  also  subsidization  of  income  reflected  in  pub- 
lic programs  of  Medicare  and  Medicaid  where  there 
are  direct  public  payments  to  members  of  a profession 
who  are  entrusted  with  the  primary  determination  of 
what  services  the  patient  needs  and  how  much  to 
charge  for  these  services.  Less  obvious  but  equally 
real  is  the  indirect  subsidization  that  results  from  the 
tax  laws’  exclusion  from  the  taxable  income  of  an 
employee  of  contributions  paid  for  his  medical  insur- 
ance by  his  employer.  We  sometimes  forget  that  this 
feature  of  the  tax  laws  will  reduce  federal  revenues  by 
approximately  $21  billion  next  year  while  ensuring  a 
broad  demand  for  physicians’  services. 

A third  form  of  subsidization  is  reflected  in  the 
income  tax  deduction  made  available  to  a taxpayer 
when  his  medical  expenses  exceed  a small  fraction  of 
his  adjusted  gross  income.  The  use  of  the  services  of  a 
marriage  counselor,  a lawyer,  an  accountant  or  a 
plumber  does  not  entitle  the  taxpayer  to  a deduction. 
The  same  amount  paid  to  a psychiatrist  does.  In  addi- 
tion to  concern  about  the  monopoly  practices  of  the 
profession  and  the  levels  of  its  direct  and  indirect 
subsidization,  some  critics  are  also  concerned  with 
advantages  under  the  tax  laws  which  physicians  share 
with  other  professions  but  which  are  unavailable  to 
the  average  citizen:  the  ability  to  significantly  reduce 
taxes  by  making  provision  for  a wide  range  of  fringe 
benefits  which  are  not  taxable,  such  as  dental  insur- 
ance; the  business  deduction  cost  of  journeys  to  spas 
for  continuing  education;  a wide  variety  of  tax  shel- 
ters; and,  in  the  case  of  academic  physicians,  the 
payment  by  a university  of  tuition  benefits  for  their 
children. 

There  will  be  some,  of  course,  who  will  reject  these 
criticisms  out  of  hand;  others  who  may  concede  some 
validity  to  at  least  some  of  them  but  point  out  that 
these  conditions  have  existed  for  some  time  and  ask 
why  they  should  cause  any  special  consternation 
today  when  the  profession  has  long  enjoyed  such  spe- 
cial status.  I think  there  are  several  answers  to  this 
reasonable  question,  and  I will  discuss  a few;  the 
acceleration  of  health  costs;  a change  in  governmental 
attitude  toward  the  absorption  of  continually  increas- 
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ing  costs;  renewed  academic  concern  about  the  direc- 
tions of  our  national  health  policy;  and  a failure  of  the 
profession  to  deal  with  some  popular  misconceptions 
about  it. 

Everyone  is  aware  that  health  costs  have  been  in- 
creasing, but  even  those  of  us  who  follow  the  subject 
closely  are  staggered  by  the  dimensions  of  the  prob- 
lem. Expenditures  for  health  in  America  rose  350  % 
between  1965  and  1978.  Health  expenditures  in- 
creased from  5.3  % of  the  gross  national  product  in 
1960  to  9.4  % in  1980.  and  in  the  present  decade  we 
may  be  facing  double  digit  increases  as  health  costs 
continue  to  increase  swiftly  and  the  GNP  increases  at 
a lower  rate  than  in  the  late  1960s  and  early  1970s. 
Private  spending  for  health  care  by  patients  them- 
selves and  by  private  insurance  companies  has  been 
growing  at  an  even  faster  rate  than  public  spending. 
Hospital  expenditures  are  obviously  the  largest  seg- 
ment of  the  health  industry  but  the  second  largest 
category  of  health  expenditures  is  physician  services, 
and  these  outlays  have  quadrupled  from  1965  to  1978, 
increasing  at  an  average  annual  rate  of  11.6%.  From 
1978.  payments  for  physician  services  exceeded  $35 
billion;  it  has  been  estimated  that  they  grew  to  $45 
billion  last  year. 

Cost  increases  of  this  magnitude  would  pose  a 
problem  if  isolated  from  what  else  is  going  on  in 
American  society.  They  cause  a particularly  difficult 
situation  when  there  is  retrenchment  everywhere  else 
and  medical  expenses  seem  to  be  unchecked.  It  even 
seems  likely  that  the  problem  will  be  only  slightly 
affected  by  a recession  because  demand  for  medical 
services  is  virtually  assured  by  insurance.  The  failure 
of  regulatory  attempts  at  cost  containment,  such  as 
the  efforts  to  limit  capital  expenditures  of  hospitals 
through  hospital  certificates  of  need,  the  efforts  to 
curtail  hospital  costs  through  rate  or  revenue  controls, 
and  the  effort  to  limit  unnecessary  procedures  through 
PSROs,  in  fact  may  contribute  to  a public  attitude  that 
something  drastic  must  be  done  with  the  “fat  cats”  in 
the  health  industry.  Certainly,  the  problem  is  not 
helped  by  the  medical  profession's  loud  and  persistent 
protestations  of  belief  in  the  free  enterprise  system 
and  its  opposition  to  “handouts”  while  opposing  any 
cuts  in  programs  that  benefit  it.  Few  place  credence  in 
assertions  that  “voluntary  cost  containment”  and 
medical  school  courses  on  how  to  cut  costs  are  realis- 
tic solutions  to  our  problems. 

Unquestionably,  the  public  concern  will  be  acceler- 
ated if  middle-class  citizens  are  required  to  pay  more 
of  their  own  health  costs  directly,  and  if  they  perceive 
the  degree  to  which  they  are  already  paying  more  than 
the  real  cost  of  the  services  provided  them  through 
low  visibility  transfers.  When  a hospital  or  a physician 
provides  services  to  an  indigent  and  does  not  receive 
reimbursement,  the  costs  incurred  are  frequently 
transferred  to  a paying  patient.  Thus  far,  few  paying 
patients  realize  that  they  are  paying  for  their  own 
services  plus  some  share  of  services  rendered  to 
others.  If  third  party  insurance,  the  predominant 
method  of  payment  of  private  costs,  is  altered  to  re- 


quired co-payment  or  higher  deductibles,  or  if  the  tax 
policy  of  the  government  is  changed  so  that  income 
tax  is  paid  on  health  benefits  supplied  by  employers  in 
the  same  way  as  it  is  paid  on  ordinary  income,  or  if  the 
medical  tax  deduction  is  significantly  limited,  it  is 
reasonable  to  assume  that  many  middle-class  citizens 
will  display  much  greater  concern  about  health  costs 
than  they  have  done  in  the  past.  Efforts  to  reduce 
those  costs  may  not  be  aimed  directly  at  physicians, 
but  the  incidental  impact  on  them  may  be  consider- 
able. 

The  second  major  factor  suggesting  the  need  for 
concern  with  public  dissatisfaction  is  the  attitude  of 
the  government,  which  is  paying  a little  over  40  % of 
the  bills  for  medical  services.  It  seems  clear  that  the 
government  wants  to  pay  less  and  that  it  is  seriously 
considering  new  ways  to  reduce  costs.  A significant 
number  of  thoughtful  people  in  government  believe 
that  our  present  system  embodies  serious  weaknesses 
that  are  contributing  to  the  high  costs  and  providing 
disincentives  for  cost  saving.  What  the  government  is 
likely  to  do  is,  of  course,  anybody's  guess.  But  it  may 
well  proceed  in  several  directions  that  could  have 
significant  impact  on  the  medical  profession.  The  first 
is  to  remove  what  it  regards  as  unwise  tax  subsidies  for 
the  purchase  of  private  health  insurance,  or  at  least 
reduce  tax  subsidies  by  placing  conditions  upon  the 
kind  of  private  insurance  plans  that  would  qualify  for 
favorable  tax  treatment.  Such  conditions  might  re- 
quire that  an  employee  have  a choice  of  plans  and  give 
him  an  incentive  for  utilizing  the  least  expensive  ones. 
An  employer  might  be  required  to  provide  a choice  of 
health  plans  but  obligated  to  make  the  same  kind  of 
contribution,  regardless  of  which  kind  of  plan  the  em- 
ployee chooses.  Some  of  these  plans  might  provide 
lower  employee  contributions  but  involve  co-pay- 
ments or  deductions,  or  policy  limits.  Insurance  com- 
panies might  be  encouraged  by  government  policy  to 
offer  different  kinds  of  plans,  including  “preferred” 
provider  coverage  — that  is,  the  utilization  of  certain 
physicians  to  perform  services  at  rates  lower  than 
those  now  prevalent  in  the  market.  Simultaneously, 
the  government  may  encourage  competition  by  pro- 
viding subsidies  not  through  direct  financing  and 
reimbursement  programs  such  as  Medicare  and 
Medicaid  but  by  assisting  public  beneficiaries  to  pur- 
chase private  insurance  through  devices  such  as  vou- 
cher systems  or  providing  an  HMO  option  for  Medi- 
care reimbursement. 

Where  we  will  go  is  unclear,  but  the  failure  of  pres- 
ent approaches  to  cost  containment  is  clear.  Few  stu- 
dents of  the  process  think  costs  can  be  controlled 
effectively  in  a system  that  combines  government- 
subsidized  health  insurance  in  which  the  employee- 
patient  has  no  incentive  to  reduce  costs  in  meeting  the 
health  care  needs  of  his  family  with  a program  of  direct 
reimbursement  to  providers  of  care  to  the  old  and  the 
poor  without  regard  to  whether  adequate  health  care 
to  these  groups  is  available  at  lower  costs  from  others. 

The  government  may  start  by  intensifying  its  efforts 
to  increase  price  competition  among  providers.  There 
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is  clear  concern  that  there  have  been  noncompetitive 
practices  imposed  by  physicians  on  each  other  and  on 
innovative  prepayment  plans.  Professional  control 
over  Blue  Shield  plans,  restrictions  on  manpower- 
utilization  through  practices  such  as  hospital/staff 
privileges,  specialty  certification  and  restraints  placed 
over  non-physicians  by  physicians,  concerted  refusal 
to  deal  with  insurance  plans  that  adopt  cost  contain- 
ment measures  that  are  viewed  by  physicians  as  inap- 
propriate, collective  bargaining  by  medical  organiza- 
tions with  third  parties  to  approve  or  disapprove  cost 
containment  measures,  and  even  such  traditional  con- 
cepts as  reimbursement  on  the  basis  of  a “usual,  cus- 
tomary and  reasonable  fee”  with  peer  review  to 
determine  when  deviations  are  justifiable,  may  be 
subject  to  significant  antitrust  attack.  In  short,  the 
government  may  be  prepared  to  accept  the  advice  of 
my  colleague  Clark  Havighurst  and  change  from  di- 
rect command  and  control  varieties  of  regulation  to 
the  enforcement  of  an  open  market  and  real  price 
competition. 

All  these  concepts  may  seem  more  appropriate  for 
application  to  industrial  organizations  than  to  mem- 
bers of  a learned  profession,  and  until  1975  I think  it  is 
fair  to  say  that  most  thought  that  the  learned  profes- 
sions were  exempt  from  the  antitrust  law,  by  the  ex- 
ercise of  bureaucratic  discretion  if  not  by  the  language 
of  the  law.  Recent  cases  now  make  it  clear  that  the 
Sherman  Act  applies  to  the  professions  as  to  any  other 
organization  engaged  in  private  commercial  activities. 
Thus,  even  laudable  attempts  of  organized  medicine 
to  form  IPAs  and  to  undertake  other  reforms  may  fall 
afoul  of  the  antitrust  laws  simply  because  benign  in- 
tent is  no  longer  a defense  for  a practice  that  minimizes 
competition. 

We  cannot  be  certain  that  such  events  will  trans- 
pire. There  is  talk  of  taking  away  the  antitrust  author- 
ity of  the  Federal  Trade  Commission.  Deep  concerns 
have  been  voiced  that  the  removal  of  regulation  may 
precede  the  appearances  of  competition  for  a number 
of  years,  with  catastrophic  effects.  The  courts  may 
choose  to  limit  the  application  of  the  antitrust  laws  if 
they  perceive  that  there  are  real  risks  of  impairing  the 
quality  of  professional  services  available  to  the  public. 
The  Maricopa  County  Medical  Society  case  now  be- 
fore the  Supreme  Court  will  surely  provide  some 
clues.  Only  time  will  tell. 

A third  factor  suggesting  greater  public  involvement 
in  areas  long  considered  to  be  the  special  realm  of  the 
profession  involves  scholarly  approaches  to  the  sub- 
ject of  health  care  that  are  questioning  the  heavy  in- 
vestment that  the  country  has  been  putting  in  doctors 
and  hospitals  and  asking  whether  less  money  might  be 
better  spent  by  changing  directions.  Two  problems  are 
particularly  troubling  to  thoughtful  observers.  First  is 
the  argument  advanced  eloquently  by  Victor  Fuchs 
that  an  increase  in  medical  resources,  given  a reason- 
able quantity  as  a base,  does  not  have  much  effect  on 
health.  It  is  argued  that  health  is  much  more  depen- 
dent on  nonmedical  factors  than  the  quantity  of  medi- 
cal care  available.  Economic  growth,  technological 


change,  income  and  education  may  be  more  important 
to  improving  overall  health  care  than  increasing  the 
number  of  doctors,  nurses  and  hospitals.  These  ob- 
servers point  out  that  while  there  are  major  improve- 
ments in  health  recorded  in  all  the  industrial  nations 
between  1935  and  1955,  and  these  improvements  were 
extended  to  the  less  developed  sections  of  the  world 
shortly  thereafter,  the  rate  of  improvement  did  not 
continue.  While  there  are  notable  improvements  in 
specific  areas,  such  as  the  decrease  in  the  number  of 
deaths  caused  by  heart  disease,  the  health  of  the 
country  does  not  show  a direct  relationship  to  the 
major  influx  of  resources  to  health  care  providers 
during  the  last  15  years.  Indeed,  some  of  the  most 
vocal  critics  argue  that  the  present  excess  in  hospital 
capacity,  the  so-called  “glut”  of  physicians,  the  al- 
leged increase  in  the  number  of  unnecessary  opera- 
tions, and  use  of  medical  procedures  primarily  for 
“defense  from  malpractice,”  may  be  counterproduc- 
tive. The  evidence,  they  assert,  does  not  support  the 
conclusion  that  fewer  physicians  would  really  have  a 
major  impact  on  life  expectancy  or  most  other  inci- 
dents of  good  health. 

The  most  strident  of  these  critics  are  what  Paul  Star 
has  called  “therapeutic  nihilists.”  But  one  does  not 
have  to  go  as  far  as  the  most  radical  to  suggest  that 
there  may  be  some  merit  in  their  concern.  More  peo- 
ple are  asking  the  question  of  “what  bang  do  you  get 
for  the  buck”  — public  health  measures,  medical  re- 
search targeted  to  disease  prevention,  or  increasing 
the  support  for  services  to  patients? 

The  second  academic  criticism  is  more  egalitarian  in 
its  thrust.  It  points  out  that  although  the  gap  has  been 
narrowed,  even  after  more  than  a decade  of  Medicare 
and  Medicaid,  the  disability  for  acute  and  chronic 
health  conditions  as  measured  by  work-loss  days,  or 
restrictive  activity  days,  or  disabled  days,  varies  sig- 
nificantly by  social  and  economic  criteria.  The  gap 
between  low  income  people  with  poor  schooling  and 
the  upper  middle  class  has  not  been  eradicated.  Pub- 
licly subsidized  private  health  insurance  may  greatly 
increase  access  to  specialists  in  urban  areas  by  the  rich 
seeking  relief  from  comparatively  minor  health  com- 
plaints; it  has  done  little  to  improve  the  health  care  of 
the  poor  or  middle  class  in  rural  areas  and  slums. 

A fourth  factor  contributing  to  a renewed  public 
concerns  is  the  failure  of  the  profession  to  deal  effec- 
tively with  some  basic  misconceptions,  many  of  which 
are  not  its  fault.  Alain  Enthoven  has  provided  a list  of 
seven  under  the  intriguing  title,  Wliat  Medical  Care 
Isn't.  The  first  misconception  is  that  the  patient  is  led 
to  believe  that  the  doctor  should  know  what  condition 
the  patient  has,  be  able  to  answer  the  patient’s  ques- 
tions precisely,  and  prescribe  the  right  treatment.  If  he 
doesn’t,  then  the  doctor  must  be  guilty  of  incompe- 
tence or  malpractice.  Second,  the  patient  has  been  led 
to  believe  that  for  each  medical  condition  there  is  a 
“best  treatment.”  It  is  then  up  to  the  doctor  to  know 
about  that  treatment  and  use  it;  anything  else  is  un- 
necessary surgery,  waste,  fraud  or  underservice. 
Third,  the  patient  is  led  to  believe  that  medicine  is  an 
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exact  science  and  that  there  is  now  a firm  scientific 
basis  for  whatever  the  doctor  does.  In  the  fourth 
place,  the  public  has  been  led  to  believe  that  medical 
care  consists  of  standard  products  that  can  be  de- 
scribed precisely  in  meaningful  units  such  as  "in- 
patient days."  or  “outpatient  visits,”  or  “doctor-office 
visits.”  In  the  fifth  place,  the  public,  educated  in  large 
part  by  television,  has  been  led  to  believe  that  medical 
care  is  much  more  a matter  of  life  and  death,  or  serious 
pain,  or  disease  than  is  the  case.  In  the  sixth  place,  the 
public  has  been  led  to  believe  that  more  medical  care  is 
necessarily  better  than  less  medical  care.  And  finally, 
the  public  believes  that  most  people  have  no  control 
over  the  timing  of  their  need  for  medical  care;  what- 
ever is  needed  is  needed  immediately. 

The  profession  has  done  little  to  free  patients  or  the 
general  public  from  these  misconceptions.  No  group  is 
in  a better  position  to  correct  these  views.  The  trouble 
is  that  several  of  these  views  have  greatly  benefited 
the  income  of  the  profession.  Instead  of  setting  the 
record  straight,  in  general  the  profession  has  seemed 
happy  to  assert  that  health  care  cannot  be  rationed, 
although  any  thoughtful  physician  knows  that  any 
services  in  any  society  will  be  rationed  inevitably  by 
someone. 

My  thesis  this  afternoon  is  that  we're  now  in  a 
different  ball  game  from  any  we  have  known  before. 
Concerns  over  cost  containment,  particularly  by  the 
middle  class;  concern  by  the  government  that  some- 
how, some  way,  it  simply  has  to  limit  the  rate  of 
increase  in  health  costs;  concerns  about  whether  good 
health  is  best  achieved  by  more  money  being  spent  for 
doctors  and  hospitals  rather  than  other  alternatives; 
misconceptions  about  the  nature  of  the  practice  of 
medicine  suggest  that  the  next  decade  will  be  chal- 
lenging. Resentment  over  the  special  status  enjoyed 


by  physicians  poses  a real  danger  to  the  profession  as 
it  now  exists. 

In  the  long  run.  no  profession  is  strong  enough  to 
withstand  a concerted  movement  by  the  government 
supported  by  the  public  aimed  at  controlling  its  ser- 
vices or  structure.  But  the  prestige,  the  power  to  per- 
suade. the  essential  legitimacy  of  the  professions  have 
long  been  recognized  in  American  life.  They  can  best 
maintain  their  independence,  maintain  the  right  to 
control  most  of  their  activities,  and  incidentally 
maintain  their  preferred  economic  position,  if  they  go 
to  the  people  and  disabuse  them  of  their  misconcep- 
tions and  take  the  initiative  to  deal  with  real  problems 
before  other  solutions  are  thrust  upon  them.  What  is 
needed  of  any  profession  is  a willingness  to  alter  its 
practices  itself  rather  than  have  greater  changes  im- 
posed upon  it  by  others.  A refusal  to  see  the  hand- 
writing on  the  wall,  an  insistence  on  professional  pre- 
rogatives, adopting  a stone  wall  toward  legitimate 
public  concerns,  in  the  long  run  can  only  result  in 
greater  restrictions  upon  the  power  of  professional 
self-determination  than  would  have  occurred  if  the 
initiative  had  been  seized.  The  task  will  not  be  easy. 
Changes  that  would  have  been  applauded  a decade 
ago  may  now  be  attacked  under  the  antitrust  laws.  But 
American  business  has  existed  under  these  laws  for 
three-quarters  of  a century  and  flourished.  Creative 
lawyering,  with  cooperation  by  a profession  that  is 
prepared  to  change,  should  be  able  to  achieve  the 
same  result. 

I have  spoken  today  of  your  profession,  but  much  of 
what  1 have  said  is  applicable  to  mine.  Both  lawyers 
and  doctors  still  have  time  to  forge  creative  solutions 
to  the  problems  that  confront  us  and  the  public  we 
serve,  but  our  time  is  growing  short. 


ERRATUM.  I he  insert  entitled  Campaign  82:  The  NC'  Primary  Elections”  in  the  July  1982  issue  of  the  North  Carolina  Medical 
Journal  inadvertently  listed  only  two  of  three  physicians  who  are  running  for  the  General  Assembly.  John  W.  Varner  M D (D-House  37th 
D.stnct)  will  be  on  the  ballot  in  Novemberas  will  William  T.  Grimsley.  M.D..  (D-House  29th  Districted  Thomas  D.  Ghent  M D (R-Senate 
22nd  District).  The  Journal  regrets  this  error. 
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New  Members 


BUNCOMBE 

Peterson.  Eric  Webster,  (P)  60  Fox  Chase  Road.  West,  Asheville 
28804 

Potts,  Leo  Joseph.  (P)  12  Horizon  Hill  Road,  Asheville  28804 

BURKE 

Lee,  Kyung  Kun.  (GS)  P.O.  Box  2203,  Morganton  28655 

CLEVELAND 

Condie.  Scott  Douglas,  (FP)  1198  Wyke  Road,  Shelby  28150 

Treharne,  John  William.  Jr.,  (FP)  1 198  Wyke  Road,  Shelby  28150 

CUMBERLAND 

Beyer,  Alfred  James,  (GS)  1790  Metromedical  Drive,  Fayetteville 
28304 

Rampulla,  Elliot  J.,  (AN)  1762  Metromedical  Drive,  P.O.  Box 
64405,  Fayetteville  28306 

DURHAM-ORANGE 

Funderburk,  Charles  Harwood,  Jr.,  (STUDENT)  26-B  Stratford 
Hills  Apts.,  Chapel  Hill  27514 

Jeck.  Lida  Morawetz,  (P)  800  Eastowne  Dr.,  Ste.  204,  Chapel  Hill 
27514 

Wellford,  Armistead  Landon.  IV.  (STUDENT)  Apt.  24,  Spring 
Garden.  Chapel  Hill  27514 

Young.  Douglas  Bryan,  (TS)  1830  Hillandale  Road.  Durham  27705 

FORSYTH-STOKES-DAVIE 

Nichols,  Constance  Gail,  (STUDENT)  1900  Queen  St.,  Apt.  B-5, 
Winston-Salem  27103 

HARNETT 

Tofani,  Walter  Osiride,  (U)  200  Maple  Drive,  Erwin  28339 

MECKLENBURG 

Hall,  James  Bryan,  (OBG)  1000  Blythe  Boulevard,  P.O.  Box  32861, 
Charlotte  28232 

O’Roark,  Henry  Clyde,  (OBG)  6826  Dumbarton  Drive,  Charlotte 
28210 

Washington,  Gloria  Jane.  (RESIDENT)  1540  Garden  Terrace 
#511,  Charlotte  28203 


Medical  Clinics  Only 

HTgh  Limit  group  Life  and  Disability  Income  Insurance.  Available  only  to 
medical  clinics  and  their  employees  (not  available  to  general  public). 
Guarantee-issue  (no  medical)  for  five  or  more  participants.  Discount  to 
clinics  whose  manager  is  a member  of  MEDICAL  GROUP  MANAGEMENT 
ASSOCIATION 


Plyler  Financial  Services 

P.O.  Box  576  • Wilson,  N.C.  27893 
Telephone  (919)  291-3333 


PITT 

Daugherty,  Janice  Elaine,  (FP)  222  Belvedere  Drive,  Greenville 
27834 

Rawl,  Richard  Preston,  (FP)  222  Belvedere  Drive,  Greenvdle  27834 

ROBESON 

Fleming,  Christopher  Paul,  (OPH)  202  W.  28th  St.,  Lumberton 
28358 

ROCKINGHAM 

Beavers,  Carl  Michael,  (FP)  307  Morehead  Street,  P.O.  Box  2250, 
Reidsville  27320 

Freeman,  Tyler  Ira,  (IM)  511  Briarwood  Dr.,  Eden  27288 

RUTHERFORD 

Elizondo,  Merceditas  Orquiola,  (GP)  20  N.  Main  Street,  Cliffside 
28024 

Westmoreland,  Patricia  Peeples,  (D)  309  Charlotte  Road.  Ruther- 
fordton  28139 

Westmoreland,  William  Thomas,  (P)  Route  #1 , Box  27,  Mill  Spring 
28756 

Alarcon,  Julio,  (GS)  602  W.  Ridgeway  Street,  Warrenton  27589 

WATAUGA 

Norman,  Andy  Murray,  (OBG)  20  Doctor’s  Park,  Boone  28607 


What?  When?  Where? 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  ‘‘place’’  and  “sponsor  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.’’ 

In  State 
October  1 

“Physician  & Minister:  A Team  for  Healing’’ 

Place:  Greenville 

Fee:  $10 

Credit:  3 hours 

Info-  Edwin  W.  Monroe,  M.D.,  PO  Box  7224.  Greenville.  NC 
27834,  919-758-5200 


October  6-7 

“22nd  Annual  Charlotte  Postgraduate  Seminar’’ 

Place:  Charlotte 

Fee:  None 

Credit:  12  hours,  AAFP 

Info:  Michael  N.  Leblang,  M.D.,  Eastway  Medical  Clinic  PA, 

4101  Central  Avenue,  Charlotte,  NC  28205,  704-537-0020 

October  8 

“Seminar  in  Medicine” 

Info:  Emery  C.  Miller,  M.D.,  Associate  Dean  of  Continuing 

Education.  Bowman  Gray  School  of  Medicine,  300  South 
Hawthorne  Road.  Winston-Salem.  NC  27103,  919-748- 
4450 
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October  8-9 

"Surgical  Update  for  Non-Surgeons” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe.  M.D.,  PO  Box  7224,  Greenville  NC 

27834,  919-758-5200 

October  22-23 

“Cancer  and  Nutrition:  The  15th  Annual  Malignant  Disease  Sym- 
posium” 

Place:  Chapel  Hill 

Fee:  $125 

Credit:  13  hours 

Info:  Mi  mi  Minkoff,  Cancer  Research  Center,  Box  30,  Mac- 

Nider  Building,  Chapel  Hill,  NC  27514,  919-966-3036 

October  27 

Calcium  Antagonists:  A New  Era  of  Therapy  for  Cardiovascular 
Diseases” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224.  Greenville,  NC 

27834.  919-758-5200 

November  10 

“Developmental  Disability  in  the  Neonate  and  Infant:  Causes  and 
Rehabilitation” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours.  Category  I and  AAFP 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224.  Greenville  NC 

27834,  919-758-5200 

December  3-4 

“Renal  Dysfunctions  and  Hypertensive  Disorders  in  Pregnancy” 
Place:  Greenville 

Fee:  $50 

Credit:  2 hours.  (AAFP  applied  for) 

Info:  Edwin  W.  Monroe.  M.D..  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 


Out-of-State 
October  4-8 

“International  Symposium  of  Diagnostic  Imaging” 

Place:  Bermuda 

Fee:  $475 

Credit:  25  hours 

Into:  Donald  R.  Kirks,  M.D..  Program  Director,  Department  of 

Radiology  — Box  3834.  Duke  University  Medical  Center, 
Durham,  NC  27710 

October  25-29 

“Dermatology  for  Non-Dermatologists” 

Place:  Bermuda 

Fee:  $325 

Credit:  14  hours,  AMA  Category  I and  AAFP 
Info:  “Dermatology  for  Non-Dermatologists.”  PO  Box  2987, 

Duke  Medical  Center,  Durham.  NC  27710.  919-684-2504 

October  30-November  2 

“76th  Annual  Scientific  Assembly” 

Place:  Atlanta 

Into:  Southern  Medical  Association,  PO  Box  2446.  Birmingham 

Ala  35201.  205-323-4400 


November  4-7 

"Current  Controversies  in  Adult  and  Pediatric  Urology” 

Place:  Chicago 

Credit:  33  hours 

Info:  Linda  Mace,  PO  Box  3707,  Duke  Medical  Center.  Durham. 

27710 


November  12-14 

“Cardiology  in  the  Aging” 

Place:  Johnson  City.  Tenn. 

Info:  Floyd  B.  Goffin,  M.D.,  Assistant  Dean,  Department  of 

Continuing  Medical  Education.  Box  I9660A,  Quillen 
Dishner  College  of  Medicine,  East  Tennessee  State  Uni- 
versity, Johnson  City  37614,  615-928-6426 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 
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Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 

David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 

James  D.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


NOW  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
and  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TEST  ’1  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Side 

■ No  Radiation 

■ C )utpatient  and  Inpatient  Use 
Studies  have  continued  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are  m 

more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 


include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs).  Fasciola  hepatica 
(eggs),  Trichostrongyius  orientalis 
(eggs),  mid  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Hntero-'Iest  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarrhea  caused  by  anaerobic 
tind  aerobic  bacteria  in  infants  and 
cliildren  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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UP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLING! 


November  16-17 

"Ellis  Orthopaedic  Lectureship” 

Place:  Johnson  City.  Term. 

Info:  Floyd  B.  Goffin,  M.D.,  Assistant  Dean.  Department  of 

Continuing  Medical  Education.  Box  I9660A,  Quillen 
Dishner  College  of  Medicine.  East  Tennessee  State  Uni- 
versity, Johnson  City  37614.  615-928-6426 

December  6-10 

"IV  International  Symposium  in  Perinatology,” 

"III  Course  in  Perinatal  Medicine” 

Place:  Mexico 

Info:  Continuing  Medical  Education  Unit,  Montes  Urales  800. 

Lomas  Virreyes.  Deleg.  Miguel  Hidalgo,  1 1000-Mexico, 
D.F. 

The  items  listed  in  this  column  cover  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  "WHAT?  WHEN?  WHERE?”,  P.O.  Box  27167, 
Raleigh  27611 , two  months  prior  to  the  month  in  which  they  are  to 
appear. 


North  Carolina 
Medical  Society  Auxiliary 


PRESIDENTIAL  ADDRESS 
TO  THE  HOUSE  OF  DELEGATES 
MAY  8,  1982 

I bet  you  thought  that  you  were  going  to  get  a slide 
show!  Last  year  my  predecessor  followed  the  maxim 
that  one  picture  is  worth  a thousand  words.  She  pre- 
sented an  excellent  pictorial  portrayal  of  the  activities 
of  the  medical  society  auxiliary.  I knew  right  then  and 
there  that  I had  been  bested;  so  rather  than  expose 
myself  to  invidious  comparisons  in  the  show  and  tell 
department,  my  recourse  is  to  attempt  a picture  show 
with  words.  The  lights  will  stay  on.  . . . 

This  year  has  been  a proud  moment  in  my  life.  It  is  a 
heady  experience  to  be  chosen  to  lead  3,000  talented, 
creative,  bright  spouses  of  physicians.  There  have 
been  occasions,  however,  when  I have  been  humbled. 
And  I want  to  talk  to  you  about  that.  . . . 

Dr.  Joe  Hooper  tells  the  story  of  going  back  to  his 
class  reunion  at  Harvard.  A classmate  asked  him, 
“Joe,  what  are  you  doing  these  days?” 

Joe  replied  in  his  laconic  fashion,  “Well,  I practice  a 
little  urology  down  in  Wilmington,  North  Carolina . . . 
and  I am  chairman  of  the  Republican  Party.” 

His  friend  replied,  “Joe,  that’s  like  being  the  biggest 
little  midget  in  the  world.” 

There  have  been  occasions  this  year  when  I have 
felt  like  the  second  biggest  little  midget  in  the  world. 
I’ve  gotten  all  dolled  up  in  my  very  best  suit,  and  I 
have  placed  the  magnificent  golden  pin  of  office  on  my 
shoulder  and  gone  forth  into  the  arena.  I’ve  sat  down 
on  the  front  row  in  anticipation  of  laudatory  recogni- 
tion. . . only  to  hear  from  the  dais,  “Let  me  introduce 
Miz  Anne  Hubbard,  president  of  the  ‘ladies  auxil- 
iary.’ ” 

There  1 sat  suddenly  feeling  exactly  like  Aunt  Bea  in 
her  apron,  surrounded  by  her  pickle  jars  and  coconut 
cake. 


If  nothing  else  I say  this  morning  is  the  least  bit 
memorable.  . . remember  this  one  thing.  Please  do  us 
a favor  and  erase  forever  from  your  minds  the  mis- 
nomer ladies’  auxiliary.  We  moved  this  organization 
out  of  the  kitchen  and  away  from  the  tea  table  a long 
time  ago. 

We  have  no  objection  to  being  called  ladies.  Where 
it  applies  it  is  very  fitting.  But  you  see,  some  of  our 
members  are  not  ladies.  They  are  men.  Stop  to  think 
about  it.  Already  at  least  a third  of  the  medical  stu- 
dents in  this  state  are  women.  If  we  don’t  establish  our 
rightful  name  in  the  hearts  and  minds  of  all  who  know 
us,  we  are  due  to  self-destruct  in  a very  few  years. 

That  would  be  a terrible  loss,  because  the  medical 
society  needs  the  medical  auxiliary. 

What  is  an  auxiliary?  Take  a beautiful  sail  boat  — 
full  sail  — cutting  through  the  water.  All  of  a sudden 
the  wind  dies.  The  boat  drifts.  There  are  three  things 
which  can  be  done:  (1)  Pray  (2)  Row  (3)  Turn  on  the 
auxiliary  motor.  Power  is  restored  and  you  can  go 
where  you  want  to  go  no  matter  what  the  wind  does. 

Physicians  get  so  involved  physically  and  emotion- 
ally in  the  practice  of  medicine  that  there  is  little  time 
or  energy  left  over.  Not  many  physicians  can  give  full 
sail  to  work  in  organized  medicine  and  to  impact 
legislation  to  the  extent  which  needs  to  be  done. 

The  medical  auxiliaries  pick  up  the  slack.  They 
implement  health  projects  in  the  communities  and 
they  are  involved  in  every  manner  of  health  education. 

Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attrac- 
tive tax  status  the  Federal  government  has  awarded  certain 
commercial  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer 
particularly  high  first-year  deductions  and  potential  for 
partially  tax-sheltered  cash  flow.  Selected  real  estate  pro- 
grams offer  good  investment  possibilities,  especially  with 
the  new  accelerated  depreciation  structure  provided  by 
the  1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable 
for  you? 

Private  Ledger  Financial  Services,  Inc.  carefully 
scrutinizes  the  programs  it  sponsors  with  focuses  on  man- 
agement, financial  stability,  past  performance,  tax  consid- 
erations and  program  structure  — all  of  which  become 
more  important  with  the  new  tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 
Victor  B.  Taube 
Private  Ledger  Financial 

Services,  Inc.  (919)  848-1572 

Member  S.I.P.C. 
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easy  to  take 


Pediatric  Drops 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 


sizes 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


They  do  public  relations  for  the  medical  profession; 
they  raise  many  dollars  for  scholarships  and  loans 
which  are  awarded  to  students  of  medicine  and  the 
allied  health  professions.  They  have  a keen  interest  in 
medical  legislation,  and  through  their  network  they 
inform  and  they  act  when  called  upon  to  do  so. 
Perhaps  more  than  anything  else  they  are  a support 
group  for  physicians'  families.  Very  few  people  not 
intimately  involved  with  the  medical  profession  really 
understand  the  various  ramifications  of  being  a part  of 
the  medical  family. 

During  the  1981-1982  year,  members  of  the  medical 
society  auxiliary  alone  have  raised  $28,162  for 
AMA-ERF.  This  is  a new  high.  This  money  primarily 
will  be  awarded  to  the  four  medical  schools  in  North 
Carolina  to  be  used  at  the  discretion  of  the  deans  of 
those  schools  to  benefit  medical  education  in  the  state. 

Also  during  this  year,  $23,209  was  raised  and  given 
in  scholarships  and  loans  to  nursing  students  and  other 
allied  health  professionals;  $6,625  was  loaned  to  eight 
medical  students  from  the  state  student  loan  fund  — 
$2,941.78  in  interest  from  the  state’s  mental  health 
endowment  fund  which  was  established  two  decades 
ago  for  this  purpose  was  given  to  the  University  of 
North  Carolina  Department  of  Psychiatry  to  use  at  its 
discretion  to  benefit  the  people  of  North  Carolina  in 
mental  health.  Hospices  across  the  state  received  sev- 


eral thousand  dollars  raised  by  the  auxiliaries;  money 
as  well  as  time  was  spent  to  equip  and  to  decorate 
pediatric  wards  and  to  fund  meal  programs,  screening 
clinics.  Red  Cross,  rescue  squads,  bloodmobiles, 
“Reach  for  Recovery”  patients. 

A particularly  pertinent  program  in  the  state  this 
year  which  has  occupied  the  concern  of  volunteer 
organizations  is  the  safe  rider  program.  With  all  of  our 
support  last  year,  the  General  Assembly  passed  the 
Child  Restraint  Law.  Every  child  under  two  must  be 
properly  restrained  in  an  approved  infant  seat  when 
riding  in  a car.  We  applaud  this  law.  but  we  are  aware 
that  for  the  public  it  presents  some  difficulties.  Ex- 
pense alone  is  an  overwhelming  factor.  A number  of 
auxiliaries  such  as  Scotland,  Wayne,  Burke,  High 
Point  and  Buncombe  have  really  become  involved  in 
their  communities'  infant  seat  loaner  programs.  They 
have  provided  money  and  education  to  the  public  and 
have  volunteered  hours.  The  Cadillac  of  these  pro- 
grams is  in  Buncombe  County  where  the  county  aux- 
iliary has  joined  with  the  health  department.  The  aux- 
iliary has  donated  100  approved  infant  seats,  and  the 
governor’s  office  has  matched  this  donation  with 
another  100.  After  ascertaining  through  a survey  the 
extent  of  the  need.  Buncombe  also  gave  a $400  grant  to 
cover  the  projected  40  families  who  would  be  unable 
to  make  the  $10  deposit  for  seats.  In  addition,  the 


TEGA-CORT  FORTE  1%  - TEGA  - CORT  - 0.5% 

(Available  at  all  drug  stores  - Rx  Only) 

SQUEEZE  TYPE  DISPENSER  BOTTLES 

Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosteroiid 

responsive  dermatoses  including  Poison  Ivy,  and  sunburn. 

Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 

by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 
use  only.  Store  in  a cool  place  but  do  not  freeze. 

PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 
DETAILED  INFORMATION 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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When  you  want  to  give 
your  diet  patients  more... 


wheat  bread 

o*5nK£wUV*,#n 
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Prescribe 


Most  patients  on  low  calorie  diets  miss  the  luxury  of  biting 
into  a full  slice  of  good-tasting  bread.  Diet  breads  are  usually 
thin  sliced  to  give  the  illusion  of  fewer  calories  and  toast  up 
to  nothing. 


But  now  there's  Less  Bread  — the  great  tasting  high  fiber  bread  con- 
taining only  40  calories  per  slice.  Ounce-for-ounce,  pound-for-pound, 
Less  Bread  has  33-1/3%  less  calories  and  30%  less  assimilable  carbo- 
hydrates than  ordinary  dark  or  white  breads. 


This  comparison  of  the  U S. D A.  data  on  white  bread,  whole  wheat 
bread  and  Less  Bread  will  give  you  a picture  of  the  dietary  benefits 
of  Less: 


White  Bread 


Calories/100  gm.  275 

Crude  Fiber  % .2 

Protein  % 9.0 

Fat  % 3.2 


Whole  Wheat  Bread  Less  Bread 

243  180 

1.6  5.3 

10.5  10.1 

3.0  2.5 


Equally  important,  the  fiber  content  of  Less  is  400%  greater  than  whole 
wheat  bread.  Two  slices  are  about  equal  to  a one-ounce-serving  of 
whole  bran  cereal. 

Less  Bread  is  the  sensible  way  for  your  diet  patients  to  cut  back  on 
calories  And  they'll  enioy  their  diets  and  feel  more  satisfied  after  their 
meals,  too.  Because,  any  way  you  slice  it,  they  get  more  with  Less. 


5/44  BREAD 


auxiliary  has  set  up  a regular  schedule  of  volunteer 
time  to  work  at  the  distribution  point  in  the  health 
department  three  days  a week. 

Providing  for  the  needs  of  infants  has  always  been  a 
special  concern  of  medical  auxiliaries.  In  another 
unique  program,  Forsyth  has  purchased  40  sturdy 
temporary  beds  — "lullaby  cribs”  — with  mattresses 
which  they  have  covered.  These  beds  and  mattresses 
were  given  to  the  Forsyth  Memorial  Hospital’s  Social 
Service  Departments  which  in  turn  gives  them  to 
mothers  of  newborns  who  have  no  beds  for  their 
babies. 

Perhaps  you  are  wondering  where  all  this  funding  is 
coming  from.  Some  of  you  may  be  feeling  for  your 
wallets  to  make  certain  they  are  still  there . The  money 
used  by  the  auxiliaries  is  raised  by  the  members  in  any 
number  of  ways.  Currently  Mecklenburg  County  is 
selling  tickets  for  two  exercise  concerts  to  be  given  in 
Charlotte  by  the  extremely  visible,  popular,  national 
physical  fitness  expert,  Richard  Simmons.  The  pro- 
ceeds are  to  benefit  the  Charlotte  Rehabilitation 
Hospital,  entirely  through  the  instigation  of  the  medi- 
cal auxiliary  with  the  assistance  of  Belk’s  and  WSOC- 
TV. 

New  Hanover  has  just  published  a beautiful  cook- 
book: "A  Cook’s  Tour  of  the  Azalea  Coast”  — rec- 
ipes. photographs,  drawings,  all  originals.  It  involved 
the  efforts  of  130  of  their  156  members.  Atthedebuton 
April  7.  they  sold  1 ,200  copies.  Some  of  the  members 
were  afraid  there  wouldn’t  be  enough  left  to  bring  to 
the  convention.  Never  fear.  They  are  here,  so  be  sure 
to  get  yours.  The  proceeds  from  this  excellent  effort, 
and  we  are  not  talking  about  chicken  feed,  assures  the 
auxiliary  ample  funding  for  their  health  education 
projects. 

Catawba  County’s  annual  fashion  extravaganza  in 
October  made  more  money  than  ever  before  as  did 
Alamance-Caswell’s  recent  antique  fair  — $7,000. 
Buncombe  put  on  an  elaborate  spring  frolic  fashion 
and  variety  show  which,  despite  competition  with  the 
ACC  Tournament,  yielded  a handsome  return  in  the 
thousands.  Much  smaller  Nash  made  $2,000  from  a 
bridge  benefit.  All  across  the  state,  county  auxiliaries 
have  staged  such  things  as  arts  in  the  park,  marathons, 
garage  sales,  elegant  rummage  sales,  silent  auctions, 
holiday  houses,  bake  sales,  silver  teas  — and  each  one 
has  had  its  own  personal  stamp.  With  these  activities  it 
looks  as  if  the  final  total  will  reach  the  $100,000  mark, 
and  that  in  the  year  of  a recession. 

Every  bit  of  this  money  goes  back  to  the  communi- 
ties (none  of  it  can  lawfully  go  into  our  treasury)  to 
help  those  in  need  — abused  children,  troubled  teens, 
battered  wives,  prisoners,  the  elderly,  the  handi- 
capped — as  well  as  to  provide  programs  and  seminars 
which  through  education  and  prevention  contribute  to 
a healthier  society.  All  three  of  our  successful  health 
museums  are  now  on  their  own,  but  they  still  receive 
financial  and  volunteer  support  from  the  auxiliaries 
who  gave  birth  to  them  — Buncombe,  Mecklenburg, 
and  New  Hanover.  And  now  another  one  is  being 
launched  in  Rowan  County.  This  is  an  effective  and 


exciting  way  to  teach  our  young  people  about  what 
makes  them  tick. 

As  you  can  see,  money  is  not  all  that  is  given. 
Something  which  can  be  more  precious  than  gold  is 
time.  This  the  members  of  the  auxiliaries  have  given  in 
abundance.  They  work  in  the  schools.  A sizeable 
group  from  the  Greensboro  auxiliary  teach  self- 
breast-examinations to  ninth  grade  girls.  Volunteers 
from  Richmond  County  teach  self-breast  and  testes 
examinations  in  the  high  schools.  Wake,  Wilson,  Pitt 
and  Henderson  have  participated  in  health  fairs,  and  I 
feel  that  I should  add  that  the  chairman  of  the  Wilson 
Health  Fair  was  a male  auxilian. 

Henderson  and  Catawba  gave  complete  baby  sitting 
courses.  CPR  courses  were  sponsored  by  Mecklen- 
burg, Wake  and  High  Point.  Avery  and  Alamance 
conducted  blood  pressure  screening.  Sampson 
County  designed  a community  hypertension  aware- 
ness week  with  blood  pressure  checks  conducted  at  a 
different  location  in  Clinton  each  day.  In  conjunction 
with  this  highly  successful  venture,  which  received 
enthusiastic  response  from  the  public,  one  of  the  local 
radio  stations  broadcast  30  second  spots  recorded  by 
five  different  local  medical  specialists  explaining  the 
dangers  of  hypertension  in  their  respective  areas  of 
expertise. 

There  are  38  radio  stations  in  North  Carolina  which 
use  the  health  tips  taped  by  the  county  auxiliaries  in 
their  areas,  and  there  are  a couple  of  TV  stations  as 
well.  Some  of  the  spots  include  interviews  of  doctors. 
Some  are  done  by  the  auxilians  alone.  The  county 
legislation  chairman  from  Greensboro  encouraged  her 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


Arterial  Blood 
Gases 
Spirometrv 
Diffusion  Testing 
Lung  Volumes 


-FAST,  ACCURATE 

RESULTS 

-QUALIFIED  RESPIRATORY 

THERAPISTS 

L- PHYSICIAN  SUPERVISED 
For  more  information  call:  (7041  332-8082 
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The  only  kind  of 
health  protection  that’s 
better  than  ours. 


H undreds  have  avoided  needless  suffering  and  Exercise  is  probably  the  world's  most  potent  pre- 
hospitalization because  our  screening  programs  ventive  medicine.  So  we  help  sponsor  a number  of 
caught  potentially  dangerous  conditions  early.  fitness  activities  all  over  North  Carolina. 


Health-conscious  living  can  head  off  many  On-the-job  exercise  programs  are  good  for 

serious  medical  problems.  Our  free  health  infor-  employees  and  good  for  production  We  help  busi- 
mation  programs  help  thousands  of  North  Caro-  nesses  set  them  up  and  honor  the  best  ones  with 

linians  take  better  care  of  themselves  ourGovemors  Fitness  Award  (see  photo,  right). 


We  can't  think  of  a better 
case  for  prevention  than  the 
people  who  are  beating  can- 
cer today  because  our  em- 
ployee screening  programs 
detected  the  disease  in  its 
earliest  most  curable  stages. 

Health  education  and 
physical  fitness  are  also 
excellent  forms  of  health 
insurance  and  we  sponsor 
programs  throughout  North 
Carolina. 

This  commitment  to  pro- 
moting good  health  makes 
good  economic  sense  for 
everyone  because,  when  the 
people  we  cover  stay  healthy 
that  helps  us  keep  premium 
costs  down. 

Butthe  most  significant 
savings  are  the  human  ones, 
the  prevention  of  needless 
suffering  and  loss  of  life. 

Of  course,  if  you  do  get 
sick,  there's  no  one  who  will 
take  better  care  of  you  than 
Blue  Cross  and  Blue  Shield 
of  North 
Carolina. 

But  no  in- 
surance 
company 
works  as 
hard  at 
keeping 
you  well. 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


husband  to  volunteer  as  “doctor  of  the  day”  at  the 
legislature  last  year.  While  he  was  thus  occupied,  she 
participated  in  a film  showing  medical  care  volun- 
teered in  the  legislative  building.  It  was  aired  on 
“Stateline”  (Channel  4). 

The  auxiliaries  have  sponsored  or  have  shared  with 
their  medical  societies  in  a variety  of  seminars.  Union 
County  did  a whole  series  dealing  with  the  national 
auxiliary’s  emphasis  on  “shape  up  for  life”  — physi- 
cal fitness,  nutrition  and  management  of  stress.  The 
seminar  introduced  by  the  state  last  May  dealing  with 
intergeneration  relationships,  “Generation  in  the 
Middle,”  was  a great  success,  and  as  a result  Lisa 
Gwyther  from  the  Duke  University  Center  on  Aging 
was  invited  to  five  or  six  counties  during  the  year  to 
talk.  She  has  made  us  all  very  knowledgeable  about 
Alzheimer’s  disease.  They  have  participated  in  semi- 
nars on  medical  marriage  and  the  family  and  ones  on 
finance.  Since  the  passage  of  the  Economic  Recovery 
Act  of  1981,  estates,  investments,  trusts  and  wills  as 
we  all  should  know  are  a whole  new  ball  game.  One  of 
the  fruits  of  these  seminars  is  that  they  have  served  to 
bring  auxiliaries  and  medical  societies  closer  together 
as  they  share  in  exploration  of  these  areas. 

On  the  state  level  there  also  has  been  an  increased 
sharing.  I am  particularly  grateful  to  President  Newell 
for  the  way  in  which  she  has  involved  the  auxiliary 
with  the  North  Carolina  Medical  Society.  We  have 
participated  in  nine  society  committees.  Where  we 
may  not  have  had  a vote  we  certainly  have  had  a voice. 
We  have  felt  welcome  and  our  opinions  respected. 

Out  of  our  participation  on  the  Physicians’  Health 
and  Effectiveness  Committee  a new  state  medical 
auxiliary  project  has  emerged.  It  is  “Helpline”  — a 
confidential  information  line  — and  I stress  the  word 
information.  It  will  be  non-threatening  to  a physician's 
spouse  who  needs  to  know  her  options  and  appro- 
priate action  when  there  are  problems  with  alcohol 
and  drug  abuse.  We  have  observed  that  a wife  will 


A DIVISION  OF  APPALACHIAN  HALL 


Located  in  the  beautiful  mountains  of  Western 
North  Carolina,  Woodhill  offers  a complete 
and  comprehensive  28-day  treatment  program 
for  the  chemically  addicted.  Included  are: 
detoxification,  individual  and  group  psycho- 
therapy, education  groups,  psychodrama, 
weekly  family  involvement,  as  well  as  a variety 
of  activities.  Integration  into  Alcoholics 
Anonymous  and  Al-Anon  along  with  a com- 
prehensive aftercare  program  is  provided. 
Additionally,  the  Woodhill  team  works 
closely  with  Employee  Assistance  Program 
managers  and  supervisors.  Appalachian  Hall  is 
JCAH  accredited  and  is  recognized  by  Blue 
Cross,  Champus,  Medicare,  and  other  major 
insurance  companies.  For  further  informa- 
tion please  write  or  call  us  at: 

P.O.  Box  5534  Asheville,  N.C.  2881  3 
(704)  253-3681 


suffer  a long  time  rather  than  make  a move  which  she 
perceives  might  threaten  her  security.  This  project 
fills  a gap  in  the  rehabilitation  program. 

I’m  an  enthusiastic  mother  when  telling  about 
the  accomplishments  of  her  chicks.  We  have  only 
scratched  the  surface,  but  I have  taken  up  enough  of 
your  time.  Perhaps  I should  send  each  of  you  a copy  of 
the  annual  report.  Granted  it  isn’t  as  spicy  as  the  latest 
Harold  Robbins  novel,  but  it  makes  rewarding  read- 
ing. 

The  medical  society  has  given  us  generous  support, 
but  will  you  do  one  more  thing  for  us?  Now  that  you 
are  aware  of  the  breadth  of  our  organization,  please  be 
our  goodwill  ambassadors.  And  that  reminds  me,  I 
didn’t  mention  our  romantic  side. 

What  I am  referring  to  is  our  participation  in  the 
Southern  Medical  Auxiliary’s  programs  — Doctors’ 
Day  and  the  Research  and  Romance  of  Medicine.  We 
took  two  exhibits  to  the  convention  in  New  Orleans 
last  November.  Doctors’  Day  won  two  first  place 
awards  — best  exhibit  and  best  statewide  observance. 
The  Research  and  Romance  of  Medicine  exhibit 
which  featured  Sampson  County’s  recently  published 
medical  history,  “Sketches:  Sampson  County  M.D.’s 
1736-1980”  won  three  — best  county  exhibit  of  75 
members  or  less;  best  county  exhibit  and  the  Rouse 
Trophy  for  the  best  exhibit  in  the  Research  and 
Romance  of  Medicine  category. 

The  way  I figure  it.  during  these  past  12  months  the 
state  of  North  Carolina  won  the  Battle  of  New  Orleans 
twice. 

Mrs.  Hampton  (Anne)  Hubbard 
Clinton,  N.C. 


News  Notes 

University  of  N.C. 
School  of  Medicine  & 
N.C.  Memorial  Hospital 


Researchers  at  the  University  of  North  Carolina  at 
Chapel  Hill  have  reported  findings  that  certain  cold- 
and  flu-causing  viruses  triple  the  risk  of  developing 
middle  ear  infections,  which  afflict  75  % of  all  Ameri- 
can children  in  the  first  years  of  life. 

Controlling  those  viruses  could  prevent  many  of  the 
infections,  they  said.  Known  as  otitis  media  with  effu- 
sion, the  infections  reduce  children’s  ability  to  hear 
and  can  require  surgery. 

The  researchers  reported  their  findings  — the  re- 
sults of  a 14-year  study  — in  the  New  England  Journal 
of  Medicine. 

Dr.  Frederick  Henderson,  assistant  professor  of 
pediatrics  and  a member  of  the  study  team,  said  that 
most  research  has  concentrated  on  bacteria  because 
they  multiply  in  children’s  ears  during  bouts  with  mid- 
dle ear  infections.  The  UNC-CH  study  identifies  kinds 
of  viral  infections  that  can  help  bacteria  get  started. 

The  study  uncovered  the  importance  of  viruses  by 
examining  infants  and  toddlers  regularly  for  14  years. 
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Medical  data  were  collected  from  83  children  over  the 
course  of  the  study,  conducted  at  the  UNC-CH  Frank 
Porter  Graham  Child  Development  Center. 

Medical  staff  took  nose  and  throat  cultures  every 
two  weeks  and  performed  physical  examinations 
during  the  course  of  all  illnesses.  This  approach  re- 
vealed that  viral  infections  often  preceded  middle  ear 
infections  within  a two-week  period. 

Henderson  said  three  kinds  of  evidence  were  found 
for  the  role  of  viruses.  The  team  recovered  viruses 
from  nose  and  throat  swabs  from  the  children  shortly 
before  and  during  the  ear  infections.  Epidemic  out- 
breaks of  ear  infections  matched  epidemics  of  viral 
infections.  And  the  children  who  had  ear  infections 
the  most  often  were  those  who  also  had  a history  of 
infection  with  the  three  viruses  identified  as  creating 
the  greatest  risk  of  ear  infections. 

Those  viruses  are:  respiratory  synticial  virus,  in- 
fluenza virus  types  A and  B.  and  adenovirus.  Peaks  in 
the  isolation  of  the  respiratory  and  adenovirus  infec- 
tions were  consistently  associated  with  high  rates  of 
ear  infection.  Henderson  said,  and  five  other  viruses 
were  found  to  have  some  effect  as  well. 

Bacterial  infections  in  the  nose  and  throat  carried 
only  half  the  risk  of  bringing  on  ear  infections,  he  said, 
but  the  study  produced  some  evidence  that  two  bac- 
teria commonly  associated  with  ear  infections  might 
interact  with  some  viruses  to  cause  infection. 

“Other  studies  have  shown  that  some  diseases  are 
brought  on  by  bacteria  and  viruses  acting  together,’’ 


said  Dr.  Albert  Collier,  a member  of  the  study  team 
and  director  of  health  research  at  the  Frank  Porter 
Graham  Center. 

“This  study  supports  the  notion  that  many  cases  of 
ear  infection  are  initiated  by  a virus,  allowing  bacteria 
to  grow  in  the  fluid  that  becomes  trapped  in  the  middle 
ear.” 

Henderson  said  that  otitis  media  with  effusion  is  the 
most  common  reason  for  doctors  to  prescribe  anti- 
biotics for  children  under  four  years  of  age.  He  said 
the  incidence  is  highest  among  children  in  the  second 
six  months  of  life  and  that  it  tapers  off  after  three  years 
of  age. 

“It  can  be  an  expensive  problem  for  parents,” 
he  said.  In  addition  to  doctors’  visits  and  drugs,  ear 
operations  are  recommended  in  many  chronic  cases  to 
drain  infectious  fluid  trapped  in  the  middle  ear.  The 
operation,  known  as  a myringotomy,  costs  up  to  $900. 

Because  the  infections  reduce  children’s  ability  to 
hear,  many  pediatricians  believe  that  repeated  cases 
can  delay  language  development.  Henderson  said. 
Some  children  have  the  infections  almost  constantly 
until  their  growing  bodies  develop  the  ability  to  clear 
ears  naturally. 

“Parents  of  young  children  should  be  alert  to  the 
possibility  of  infections  when  their  children  catch 
colds,  which  are  usually  caused  by  viruses,”  Hender- 
son said. 

“Further  research  into  preventing  viral  infections  in 
young  children  is  warranted.”  he  said.  “Certain  kinds 
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Dial  Access  is  Southern  Medical’s 
answer  to  problem-solving  CME. 

Dial  Access  is  a toll-free  continuing  medical  education  service  to 
physicians,  consisting  of  8-1 0 minute  recorded  messages 
explaining  the  most  recent  therapeutic  and  diagnostic  findings  on 
specialized  medical  problems.  Dial  Access  is  available  to  SMA 
members  for  only  $5.00  per  year  (non-members,  $25.00  per 
year).  Included  in  the  subscription  cost  are:  Ready  Reference 
Catalog  with  continual  updates  of  the  1 ,000  audio  tapes,  a 
quarterly  newsletter,  and  a 24-hour  a day,  7-day  a week  toll-free 
number  providing  you  with  complete  information  in  eight 

disciplines: 

• Arthritis  & Rheumatism  • Gastroenterology 

• Infectious  Diseases  • Diabetes  & Endocrinology 

• Obstetrics  & Gynecology  • Psychotherapeutics 

• Cancer  • Cardiovascular  Disease 

Subscribe  NOW  and  receive  your  Ready  Reference  Catalog  and 

your  I.D.  number. 

Write  or  call:  Barbara  Bedford,  SMA,  PO  Box  2446, 
Birmingham,  Alabama  35201,  (205)  323-4400. 
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Medicine's  experience  with  burgeoning  Federal  regulation  and  intervention  during 
the  past  few  years  has  proven  time  and  again  that  the  Federal  Government  can  be 
hazardous  to  your  health.  Medicine  has  always  regulated  itself  and  served  the 
public  more  effectively  than  any  bureaucratic  group. 

Sadly,  the  spectre  of  antitrust  laws  could  thwart  this  healthy  activity  at  a time 
when  the  public  is  demanding  both  quality  care  and  cost  containment.  I believe 
that  the  high  standards,  great  complexity,  and  precise  judgements  that  character- 
ize the  medical  profession  set  it  apart  from  an  ordinary  commercial  enterprise. 
External  regulation  of  medicine  through  antitrust  laws  is  destructive,  if  not 
impossible . 

Unfortunately,  Federal  Trade  Commission  initiatives  and  recent  U.  S.  Supreme  Court 
opinions  have  continued  the  trend  of  applying  commercial  antitrust  policies  to  the 
unique  health  care  field. 

The  Federal  Trade  Commission  continues  to  assert  its  jurisdiction  over  medicine 
and  other  professions.  This  lends  greater  importance  to  pending  Congressional 
legislation  which  would  limit  the  FTC's  authority  to  regulate  the  learned  profes- 
sions . 

On  May  17,  1982,  the  Supreme  Court  ruled  in  the  Mechanical  Engineers  case  that  a 

national  professional  association  is  subject  to  treble  damage  civil  liability  for 
the  unauthorized  acts  of  persons,  if  committed  with  "apparent  authority".  Then 
on  June  18,  the  Maricopa  County  Medical  Society  decision  was  issued  which  found 
that  maximum  fee  arrangements  of  f ee-f or-service  medical  care  foundations  was 
"price  fixing"  and  an  automatic  violation  of  the  antitrust  laws  — even  if  it  served 
to  lower  costs  and  increase  competition.  Ten  days  later,  the  Court  conclusively 
determined  in  the  Pireno  case  that  peer  fee  review  evaluations  for  insurers  is  not 
exempt  from  antitrust  liability. 

Until  the  application  of  the  antitrust  laws  is  properly  tempered  to  the  special 
needs  of  the  health  care  industry,  important  efforts  to  promote  quality  health  care 
and  control  costs  will  be  disrupted  and  impaired.  In  the  interim,  we  must  avoid 
antitrust  problems  while  we  strive  to  meet  today's  challenges. 

The  major  events  of  August  occurred  in  Williamsburg,  Va.,  and  Boone,  N.C.  The 
Williamsburg  meeting  was  a planning  retreat  for  evaluation  of  your  Medical  Society's 
goals  and  directions.  Excellent  attendance  and  active  participation  made  it  very 
worthwhile.  Your  President  came  away  with  new  enthusiasm  for  the  future.  You  will 
hear  more  about  that. 

The  Committee  on  Physicians'  Health  and  Effectiveness  held  a workshop  on  "The 
Impaired  Physician  and  Family"  in  Boone.  It  was  hosted  by  Dr.  and  Mrs.  J.  David 
Stratton  of  Charlotte.  The  meeting  cited  effective  intervention  and  treatment 


-2- 


programs  and  explored  ways  in  which  the  medical  profession  could  become  more  involved 
at  the  local  level.  The  meeting  stirred  a major  impetus  to  teach  medical  students 
about  the  problems  of  alcohol  and  drug  abuse  in  medicine  so  that  the  students  will 
be  prepared  to  deal  with  this  oft  hidden  problem.  These  activities  will  be  speci- 
fically addressed  in  September  when  we  seek  greater  physician  involvement  in  this 
difficult  area. 

The  French  have  an  expression  that  translates  into  English  as  "The  more  things 
change,  the  more  they  remain  the  same."  I'm  struck  by  the  aptness  of  that  expres- 
sion when  I review  the  thoughts  and  speeches  of  past  Society  presidents.  Problems 
and  challenges  may  change,  but  the  need  to  deal  with  them  vigorously  does  not. 

During  his  presidency  in  1968-69,  David  G.  Welton,  M.D.,  sounded  a note  that  is 
all  too  familiar:  "Upon  assuming  this  high  office  and  great  responsibility,  one 

cannot  avoid  being  staggered  by  the  endless  array  of  needs,  problems,  and  proposi- 
tions which  confront  the  medical  profession  today.  Recently,  I attempted  to  make 
a list  of  them.  After  30  minutes  of  writing,  the  list  was  not  complete.  Many  of 
these  matters  are  national  in  scope  and  have  been  thoroughly  viewed  and  reviewed, 
cussed,  and  discussed,  in  multiple  meetings  and  writings." 

Dr.  Welton  cited  expanding  population,  health  deficiencies  of  the  poor,  the  know- 
ledge explosion,  inflation,  and  urbanization  as  sources  of  difficulty.  He  also 
spoke  of  the  need  to  set  priorities  and  act  on  them. 

The  closing  remarks  of  his  inaugural  address  point  strongly  to  a need  that  endures 
to  this  day.  . .a  need  to  join  with  the  Society  in  advancing  the  cause  of  good  medi- 
cal policy  and  practice. 

".  . . in  order  to  retain  our  freedom,"  Dr.  Welton  said,  "we  must  work  collectively. 
This  is  where  your  county  society  and  your  State  Society  have  a golden  opportunity 
to  do  more  together  and  do  it  better.  So  I invite  — I urge  — every  physician 
in  North  Carolina  to  join  with  us  in  working  together  — as  well  as  individually  — 
for  the  common  good." 

Dr.  Welton' s considerable  contribution  to  the  common  good  included  completion  of 
the  arrangements  for  constructing  our  present  headquarters  building  in  Raleigh. 

Please  note  that  the  correct  dates  for  the  North  Carolina  Pediatric  Society  Meeting 
to  be  held  in  Pinehurst  are  September  10-12,  1982.  The  dates  were  incorrectly 
listed  in  the  June  BULLETIN.  We  hope  you  will  mark  your  calendar  accordingly. 

It's  nice  to  be  individualistic  — but,  realistically,  in  today's  world,  there  has 
to  be  some  organized  body  to  foster  the  legitimate  interests  of  any  profession. 
There  are  those  who  do  not  believe  as  we  do,  and  they  are  working  to  restrict, 
regulate,  and  control  us  and  the  entire  medical  profession.  Whether  you  join  the 
North  Carolina  Medical  Society  out  of  professional  responsibility  — whether  you 
join  out  of  curiosity  — whether  you  join  out  of  anger  at  what  exists  — whether 
you  join  out  of  the  need  for  protection  — the  issue  of  "joining"  because  you  ARE 
or  ARE  NOT  a "joiner"  is  really  moot. 

Sincerely  yours,  j 

A,  /^53- 

Marshall  S.  Redding,  M.D\ 

President 


These  reports  bring  you  informa- 
tion on  what  the  AMA  is  doing,  on 
behalf  of  the  profession  and  the 


public,  to  influence  decisions 
that  will  affect  health  care  in 
the  next  decade  and  beyond. 


The  word  "competition”  applied  to  the  health  care  delivery  system  may  be 
perceived  as  an  anathema  by  some  physicians  who,  in  the  past,  have  equated 
the  concept  of  competition  with  high-pressure,  wheeler-dealer  business 
rivals.  Or  competition  might  have  evoked  thoughts  of  Olympic  contestants, 
honorable  orators,  or  chess  champions.  But  the  phrase,  "competition  in  the 
medical  care  marketplace,"  until  recently,  was  not  often  used. 

Today,  competition  forms  the  cornerstone  of  some  legislative  and  adminis- 
trative proposals  aimed  at  reducing  health  care  utilization  and,  consequently, 
reducing  costs.  The  premise,  like  many  economic  concepts,  seems  simple:  if 
patients  (the  consumers)  have  greater  participation  in  choosing  from  among 
several  health  care  plans  with  different  costs  and  different  benefits,  they  will 
select  appropriate  plans  and  use  services  more  prudently.  Included  in  the 
premise  is  the  idea  that  those  connected  with  providing  and  financing  care — 
physicians,  hospitals,  insurers  and  others  — will  compete  to  find  the  most 
cost-effective  ways  of  providing  that  care.  The  extent  to  which  actual  behav- 
iors will  change  to  meet  predictions  is  unknown. 

The  American  Medical  Association  supports  many  of  the  principles  of  com- 
petition proposals  — but  we  have  grave  concerns  about  some  aspects  of 
certain  proposals. 

About  a year  ago,  the  AMA  House  of  Delegates  adopted  a report  containing 
principles  of  evaluating  competition  legislation.  The  report  named  six  basic 
desirable  concepts:  employers  should  offer  multiple  choice  of  plans;  plans 
should  provide  at  least  certain  minimum  benefits;  equal  employer  contri- 
butions, regardless  of  plan,  should  be  required;  nontaxable  rebates  to  em- 
ployees should  be  made  when  plans  costing  less  than  the  amount  of  the 
employer  contribution  are  selected;  a maximum  nontaxable  contribution  limit 
(adjustable  for  inflation)  should  be  placed  on  the  amount(s)  of  the  premiums 
paid  by  an  employer  that  are  eligible  for  tax  deductions  as  business  expense; 
and  unqualified  plans  should  not  be  eligible  for  tax  deduction. 


The  foregoing  concepts  are  basic  to  the  competition  proposals  now  being 
considered  by  Congress  and  the  Administration.  However,  some  legislative 
initiatives  before  the  Congress  also  go  far  beyond  these  and  could  create  an 
adverse  effect  on  our  health  delivery  system.  The  AMA  opposes  any  legisla- 
tion that  would:  (1)  increase  federal  involvement  in  regulation  of  health  care 
delivery;  (2)  merely  replace  existing  programs  of  regulation  with  yet  another 
set  of  expensive  and  complicated  dictates;  or  (3)  require  undesirable  re- 
structuring of  our  health  system.  The  AMA  believes,  also,  that  any  new 
program  should  be  introduced  on  a limited  basis  until  it  has  been  tested  and 
proved  effective. 

While  many  economic  theories  appear  reasonable  on  paper,  human  behavior 
does  not  always  mirror  theory.  Results  may  not  match  expectations.  Radical 
changes  in  health  care  delivery  should  be  avoided,  as  should  any  proposals 
that  would  serve  to  ration  or  lower  the  quality  of  health  care  available  to  the 
American  people. 

The  American  Medical  Association,  reflecting  the  concern  of  its  members, 
will  continue  to  maintain  a careful  watch  on  legislative  proposals  affecting 
health  care  and  support  only  those  that  show  the  promise  of  practicality. 

Such  leadership  requires  your  support.  The  larger  our  membership  (now 
nearly  240,000)  the  greater  our  influence,  and  our  strength,  as  the  only 
representative  for  all  of  medicine. 

For  details  on  how  to  join,  contact  your  state  or  county  medical  society  or 
the  Division  of  Membership,  American  Medical  Association,  535  North 
Dearborn,  Chicago,  Illinois  60610,  (312)  751-6196. 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som*no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on»set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to*tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in»som»nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 
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Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid3  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings3 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy3  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  3'3J  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”13 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.315 During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane*  <E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening: in  patients  with  recurring  insomnia  or  poor 
sleeping  habits:  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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of  colds  have  a greater  impact,  and  these  deserve  to  be 
singled  out  for  more  study.” 


More  than  30  scientists  and  educators  from  through- 
out the  country  participated  in  a conference  on 
“Teaching  the  New  Biology”  hosted  by  the  School  of 
Medicine  at  the  University  of  North  Carolina  at 
Chapel  Hill  June  1-3. 

The  Conference  focused  on  pre-clinical  medical 
education,  the  period  during  which  students  are  taught 
the  basic  sciences.  It  was  organized  by  Dr.  Charles  P. 
Friedman  and  Ruth  de  Bliek  of  the  Office  of  Research 
and  Development  for  Education  in  the  Health  Profes- 
sions and  Dr.  John  Perkins,  Department  of  Phar- 
macology. 

“The  conference  addressed  how  medical  education 
can  respond  to  changes  in  biological  science  by  mak- 
ing use  of  recent  developments  in  computers  and  cog- 
nitive psychology,”  Friedman  explained.  “The  focus 
was  on  physicians  who  will  be  educated  in  the  next  10 
years  and  will  be  practicing  well  into  the  21st  cen- 
tury.” 

Participants  in  the  conference  developed  recom- 
mendations concerning  the  rapidly  expanding  scien- 
tific basis  of  medical  practice,  appropriate  instruc- 
tional methods,  the  role  of  computers  and  the  process 
of  student  evaluation.  The  continuity  of  medical  edu- 


cation from  the  pre-medical  to  the  residency  years 
also  was  discussed. 

Formal  proceedings  of  the  conference,  which  was 
supported  by  the  Josiah  Macy  Jr.  Foundation,  are 
expected  to  be  published  in  early  1983.  A presentation 
also  will  be  made  at  the  annual  meeting  of  the  Associ- 
ation of  American  Medical  Colleges  in  November. 

Participants  from  UNC-CH  included:  Dr.  Stuart 
Bondurant.  dean  of  the  School  of  Medicine;  Fried- 
man. de  Bliek  and  Dr.  Frank  T.  Stritter,  Office  of 
Research  and  Development  for  Education  in  the 
Health  Professionals;  Dr.  Marshall  Edgell,  Depart- 
ment of  Bacteriology ; Perkins,  Department  of  Phar- 
macology; and  Dr.  William  D.  Mattern.  Department 
of  Medicine. 

The  Macy  Foundation  supports  efforts  in  medical 
sciences,  medical  arts  and  medical  education.  The 
foundation  convenes  conferences  on  timely  issues 
relating  to  these  fields  and  has  made  grants  totaling 
more  than  $43  million  since  it  was  established  in  1 930. 


The  Robert  Wood  Johnson  Foundation  of  Prince- 
ton. N..I.,  has  awarded  $1 10.000  to  the  Health  Ser- 
vices Research  Center  to  continue  the  center’s  na- 
tional evaluation  of  rural  medical  care  programs. 

Directed  by  Drs.  Cecil  G.  Sheps  and  Edward  H. 
Wagner,  the  study’s  goal  is  to  identify  the  most  effec- 


IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
(804)  543-6888 

Accredited  by  the  JCAH  • Approved  for  coverage  by  most  health 
insurance  programs. 
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tive  kinds  of  rural  health  care  programs.  The  grant  will 
enable  Sheps.  Wagner  and  their  colleagues  to  analyze 
information  gathered  during  the  past  three  years. 

"This  is  the  largest  and  most  comprehensive  study 
that  has  ever  been  undertaken  on  this  subject,”  Sheps 
said.  "Its  purpose  is  to  determine  the  nature  and 
amount  of  financial  support  required  under  different 
circumstances  and  the  particular  elements  of  organi- 
zation and  delivery  that  produce  the  best  results.” 

The  UNC-CH  researchers  are  especially  interested 
in  learning  what  types  of  rural  medical  care  programs 
provide  the  easiest  access  to  services  and  are  the  most 
stable,  he  said. 

They  also  plan  to  determine  how  reductions  in  fed- 
eral support  during  the  past  year  have  affected  the 
programs.  Previous  work  on  the  four-year  project  has 
been  supported  by  the  Robert  Wood  Johnson  Foun- 
dation and  the  U.S.  Department  of  Health  and  Human 
Services. 


Dr.  David  A.  Ontjes  has  been  named  chairman  of 
the  Department  of  Medicine.  His  appointment,  effec- 
tive July  1,  was  announced  by  Dr.  Christopher  C. 
Fordham  III,  university  chancellor,  who  also  an- 
nounced that  Ontjes  has  been  named  Eunice  Bernhard 
distinguished  professor  of  medicine. 

Ontjes  has  been  a member  of  the  School  of  Medicine 
faculty  since  1969,  when  he  was  appointed  assistant 
professor  of  medicine.  He  was  promoted  to  associate 
professor  in  1972  and  became  a full  professor  in  1976. 
He  served  as  chief  of  the  division  of  endocrinology 
and  metabolism  from  1972-81,  and  has  been  acting 
chairman  for  the  past  year. 

A native  of  Kansas,  Ontjes  graduated  with  highest 
distinction  from  the  University  of  Kansas  in  1959.  He 
attended  Oxford  University  as  a Rhodes  Scholar, 
earning  a master's  degree  there  in  1961.  He  received 
his  M.D.  degree  magna  cum  laude  from  the  Harvard 
University  Medical  School  in  1964,  and  completed  his 
post-graduate  training  at  the  Harvard  Medical  Unit  at 
Boston  City  Hospital. 

Prior  to  coming  to  Chapel  Hill.  Ontjes  served  three 
years  as  a commissioned  officer  in  the  U.S.  Public 
Health  Service.  During  that  time,  he  was  a research 
associate  in  the  Laboratory  of  Chemical  Biology,  Na- 
tional Institute  of  Arthritis  and  Metabolic  Diseases  in 
Bethesda,  Md. 

"Dr.  Ontjes  is  a distinguished  scholar,  teacher  and 
clinician,  respected  and  admired  by  his  colleagues, 
students  and  patients,”  said  Dr.  Stuart  Bondurant, 
dean  of  the  School  of  Medicine.  "This  school  has 
benefitted  greatly  from  his  leadership  in  the  division  of 
endocrinology  and  metabolism,  on  a number  of  key 
administrative  committees  and,  most  recently,  as 
acting  chair  of  medicine.  We  look  forward  to  the 
leadership  he  will  provide  in  this  new  role  in  the  years 
to  come.” 


Edward  J.  Shahady,  professor  and  chair,  John 
Frey,  associate  professor,  and  Donald  Cassata,  as- 


sociate professor  of  family  medicine,  attended  the  first 
International  Forum  on  Family  Medicine  Education 
held  in  Puerto  Rico.  The  International  Committee  of 
the  Society  of  Teachers  of  Family  Medicine  (STFM)  is 
chaired  by  Shahady.  Frey  and  Cassata  served  as 
workshop  moderators  at  the  meeting. 


Kenneth  Sugioka,  professor  and  chair  of  anesthesi- 
ology, chaired  a session  at  the  International  Work- 
shop on  Blood  Gas  Measurement  at  the  National  In- 
stitutes of  Health  in  Washington,  D.C.,  June  14-17. 


Richard  V.  Wolfenden,  professor  of  biochemistry, 
presented  the  Syntex  Lecture  at  the  Canadian  Insti- 
tute of  Chemistry  in  Toronto,  June  1 . The  lecture  was 
titled  "Use  of  Transition  State  Analogs  to  Examine 
Changes  in  Enzymes  and  Substrates  during  Catal- 
ysis.” 


Clayton  E.  Wheeler  Jr.,  professor  and  chair  of  the 
Department  of  Dermatology,  was  elected  president  of 
the  American  Dermatological  Association  at  its  an- 
nual meeting  held  in  Hot  Springs,  Va. 

East  Carolina  University 
School  of  Medicine 

Ellis  F.  Hall  Jr.  has  been  named  assistant  dean  at  the 
School  of  Medicine.  He  formerly  was  departmental 
administrator  for  the  Department  of  Family  Medicine, 
a position  he  assumed  in  May  1981. 

In  his  new  position  Hall  directs  the  operations  of  the 
new  ambulatory  care  center  in  the  Brody  Medical 
Science  Building.  The  unit  is  expected  to  have  40,000 
patient  visits  a year. 

Prior  to  joining  the  medical  school.  Hall  was  exec- 
utive officer  for  U.S.  Army  Medical  Activity  and 
Womack  Army  Community  Hospital  at  Fort  Bragg, 
N.C.  He  retired  from  that  position  as  a colonel  after  a 
38-year  career  in  the  army. 

Hall  has  had  extensive  experience  in  health  care 
administration  in  the  United  States,  Europe,  Africa, 
and  the  Middle  East.  His  military  assignments  as 
health  planner  and  administrator  included  positions 
with  Walter  Reed  Army  Medical  Center  and  the  Sur- 
geon General’s  office  in  Washington,  D.C.,  and  with 
army  installations  in  Florida,  Kentucky.  Alabama, 
Texas,  the  Philippines,  Okinawa  and  Korea. 

Hall  received  his  undergraduate  degree  from  the 
University  of  North  Carolina-Chapel  Hill  and  his 
master’s  degree  from  Syracuse  University. 


Dr.  Dennis  R.  Sinar.  associate  professor  of  medi- 
cine, presented  three  papers  during  a meeting  of  the 
American  Gastroenterologic  Association  in  Chicago 
held  May  16-18. 

Sinar’s  papers  were  entitled  "The  Dissociation  of 
Myoelectric  Activity  and  Fluid  Output  in  Ricin-Dam- 
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aged  Small  Intestine,”  “A  Comparison  of  Small  In- 
testinal Myoelectric  Patterns  with  Salmonella  and 
Shigella  Diarrhea  in  Primates”  and  “Glucose  Is  the 
Major  Component  in  Controlling  Irregular  Spike  Ac- 
tivity After  Feeding.” 

Also  in  May,  Sinar  presented  two  papers  in  Wash- 
ington, D.C.,  at  meetings  of  the  American  Federation 
of  Clinical  Research  and  the  American  Federation  for 
Clinical  Investigation.  The  papers  are  “Lidocaine  In- 
hibition of  Esophageal  Peristalsis  in  Baboons”  and 
“The  Beneficial  Effect  of  Methyl  PGE2  to  Diminish 
Caustic  Esophageal  Injury.” 

In  addition,  Sinar  is  the  co-author  of  “Verpamil  — 
A Potent  Inhibitor  of  Esophageal  Function  in  the  Ba- 
boon,” a paper  appearing  in  the  May  issue  of  Gas- 
troenterology. 


Three  members  of  the  Department  of  Family  Medi- 
cine presented  their  research  at  the  Family  Medicine 
Conference  Day  in  Chapel  Hill  on  June  1 1. 

Dr.  David  E.  Burtner,  assistant  professor,  and  Dr. 
Dennis  A.  Revicki,  research  coordinator,  presented 
“Self  Monitoring  of  Blood  Pressure:  A Pilot  Study.” 
Dr.  Harold  J.  May,  director  of  behavioral  science, 
and  Revicki  presented  “Stress  in  Family  Physicians: 
An  Investigation  of  the  Professional  Burnout  Syn- 
drome.” 


Walter  L.  Shepherd  has  been  named  assistant  dean 
at  the  School  of  Medicine. 

Shepherd,  whojoined  the  school  in  1975  as  assistant 
to  the  dean,  will  assume  senior  administrative  respon- 
sibilities for  health  services  research  and  continue  to 
serve  as  director  of  the  Center  for  Health  Services 
Research  and  Development,  a position  he  has  held 
since  1979. 

In  addition,  he  will  continue  to  be  administratively 
responsible  for  the  medical  school's  Office  of  Infor- 
mation and  Publications  and  Office  of  Health  Educa- 
tion. 

The  center’s  staff  conducts  research  on  the  health 
care  system  and  the  relationships  between  patients 
and  health  care  professionals  and  develops  strategies 
for  improving  health  services.  Shepherd  has  played  an 
active  role  in  the  development  of  innovative  health 
care  delivery  systems  for  the  region  and  has  provided 
both  research  and  development  assistance  to  many 
communities  and  organizations. 

A native  of  Buffalo,  N . Y. , Shepherd  was  a member 
of  the  administrative  staff  at  the  Medical  College  of 
Virginia  for  six  years  before  joining  the  medical 
school.  His  experience  also  includes  being  associate 
director  of  the  Richmond  Urban  League  and  a com- 
munity organizer  with  the  Richmond  Community  Ac- 
tion Program. 

He  received  his  undergraduate  and  graduate  de- 
grees from  ECU  and  is  a lecturer  in  the  university’s 
sociology  department. 


Twenty-six  college  and  high  school  students  who 
plan  careers  in  medicine  or  biomedical  research  par- 


ticipated in  two  summer  programs  at  the  School  of 
Medicine. 

Sponsored  by  the  Center  for  Student  Opportunities, 
the  annual  programs  are  designed  to  prepare  minority 
and  disadvantaged  students  for  admission  to  medical 
school  and  to  encourage  their  interest  in  medical  re- 
search. 

Twenty-two  of  the  students  were  enrolled  in  the 
Summer  Program  for  Future  Doctors,  an  eight-week 
session  that  introduces  college  students  to  the  quality 
and  quantity  of  work  required  in  medical  school.  The 
program  also  encourages  the  students’  interest  in 
practicing  primary  care  in  rural  areas. 

Four  Rose  High  School  students  from  Greenville 
were  enrolled  in  the  Research  Apprentice  Program, 
another  eight-week  session  that  provides  experience 
working  in  the  laboratories  of  medical  school  faculty 
in  the  anatomy,  microbiology  and  physiology  depart- 
ments. 

The  programs  were  funded  by  a $23,000  grant  from 
the  National  Fund  for  Medical  Education  and  a $4,500 
grant  from  the  National  Institutes  of  Health. 


Department  of  Pharmacology  members  Dr.  Al- 
phonse J.  Ingenito,  associate  professor,  and  Dr.  Mona 
M.  McConnaughey,  lecturer,  are  co-authors  of  a 
paper  appearing  in  the  May/June  issue  of  the  Journal 
of  Cardiovascular  Pharmacology.  The  paper  is  en- 
titled “Clonidine’s  Central  Hypotensive  Effect:  Route 
of  Administration  and  Localization  in  Cat  Brain.” 
McConnaughey  also  is  a co-author  with  Dr.  S. 
Gregory  lams,  associate  professor  in  the  Department 
of  Physiology.  Their  paper  is  entitled  “Myocardial 
Adrenergic  Receptors  and  Adenylate  Cyclase  in  the 
Developing  Rat”  and  appears  in  the  May/June  issue  of 
Clinical  and  Experimental  Hypertension. 


Drs.  Max  C.  Poole,  assistant  professor,  and  Tet- 
suya  Kawabe,  both  members  of  the  Department  of 
Anatomy,  attended  the  recent  annual  meeting  of  the 
American  Diabetes  Association  and  Endocrine  Soci- 
ety held  in  San  Francisco.  Poole  presented  research 
on  “Morphometric  Studies  of  the  Suppression  of 
Gonadotropin  Secretion  by  Hyperprolactinemia” 
during  the  meeting. 


Dr.  Allen  F.  Bowyer,  professor  of  medicine,  par- 
ticipated in  the  Ninth  World  Congress  of  Cardiology  in 
Moscow  in  June.  Bowyer  led  a session  on  general 
research  that  included  presentations  on  heart  function 
in  Olympic  athletes  and  Russian  cosmonauts,  and  he 
presented  the  results  of  his  research  on  the  use  of 
ergonovine  maleate  in  diagnosing  coronary  artery  dis- 
ease. 

His  studies  on  the  effects  of  massive  weight  reduc- 
tion on  heart  function  and  the  development  of  a com- 
puter program  to  predict  a patient’s  risk  and  life  ex- 
pectancy following  a heart  attack  were  included  in  the 
conference’s  proceedings. 
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Bowyer  also  presented  two  papers  in  New  Orleans 
in  May  at  a conference  on  the  application  of  Optical 
Instruments  in  Medicine.  The  papers  were  "Method 
to  Analyze  Left  Ventricular  Wall  Motion  Appropriate 
for  Nuclear  Echo  and  Angiographic  Study"  and 
"Three-Dimensional  Computergraphic  Presentation 
of  the  Coronary  Arterial  Tree." 


Dr.  James  L.  Mathis,  professor  and  chairman  of  the 
Department  of  Psychiatric  Medicine,  discussed  “An 
Experiment  in  Teaching  Psychiatric  Medicine"  with 
the  Association  of  Directors  of  Medical  Student  Edu- 
cation in  Psychiatry  on  June  18  in  Chicago. 


Dr.  Harold  Kallman,  professor  of  family  medicine 
and  chief  of  geriatric  training,  is  a co-author  of  a paper 
appearing  in  the  summer  Journal  of  the  New  Jersey 
Medical  Society.  “A  Health  Knowledge  Question- 
naire Survey  for  Senior  Citizens  is  the  title  of  Kali- 
man’s  paper. 


Dr.  Seymour  Bakerman,  professor  and  chairman  of 
the  Department  of  Pathology  and  Laboratory  Medi- 
cine, was  a visiting  professor  May  21-22  at  Walter 
Reed  Army  Medical  Center  in  Washington,  D.C.  He 
presented  a course  on  “The  Study  of  Hormones. 


Dr.  S.  Jamal  Mustafa,  associate  professor,  and 
Marica  Hobbs,  research  technician,  both  members  of 
the  Department  of  Pharmacology,  presented  their  re- 
search in  a paper  entitled  “Effect  of  Ethanol  Intoxica- 
tion on  Brian  Adenosine  Receptors"  at  the  Interna- 
tional Symposium  on  Adenosine  held  June  7-11  in 
Charlottesville,  Va. 

Mustafa  also  published  a paper  on  “Demonstration 
of  a Putative  Adenosine  Receptor  in  Rabbit  Aorta." 
The  paper  appeared  in  the  May/June  issue  of  Blood 
Vessels. 


A paper  appearing  in  the  March  issue  of  Toxicology 
and  Applied  Pharmacology  was  co-authored  by  Di . 
Donald  W.  Barnes,  assistant  professor  of  pharmacol- 
ogy. The  paper  is  entitled  “Toxicology  of  Trichloro- 
ethylene in  the  Mouse." 


Dr.  Charles  H.  Duckett,  professor  and  director  of 
graduate  education  in  the  Department  of  Family 
Medicine , has  been  elected  to  a three-year  tei  m on  the 
N.C.  Board  of  Medical  Examiners. 


Since  1916  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private,  not-for- 
profit  hospital.  Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

TIE  FUTURE  COMES  FAST. 


i 1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
xpanded  clinical  facilities.  Special 
id  services  include  adolescent,  sub- 
mce  abuse,  and  geriatric  programs, 
lint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 

ACTIVE  MEDICAL  STAFF  - December^l981 
Rolfe  B.  Finn,  M.D. 

William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

Orren  LeRoyce  Royal,  M.D. 


jm  Saint  Albans 
mm  RsychiatrK  Hospital 

Radford,  Virginia  703-639-2481 


to  Saint  Al- 
bans can  be  arranged 
24  hours  a day  by  call- 
ing 703-639-2481  Saint 
Albans  is  accredited  by 
the  lomt  Commission 
on  the  Accreditation  of 
Hospitals  and  is  ap- 
proved for  Blue  Cross, 
Champus,  Medicare, 
and  most  major  com- 
mercial insurance  com- 
panies. For  more  infor- 
mation, contact  Rolfe 
B Finn,  M.D  , medical 
director,  or  Robert  L. 
Terrell,  Jr.,  administra- 
tor, P O Box  3608, 
Radford,  Virginia 
24143 
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Duke  University 
Medical  Center 

Three  Duke  physicians  were  elected  fellows  in  the 
American  College  of  Physicians  (ACP). 

Drs.  Warner  M.  Burch  Jr.,  Edward  W.  Massey  and 
Joseph  O.  Moore  were  named  fellows  and  were  hon- 
ored at  a convocation  ceremony  at  the  annual  session 
of  the  organization  in  Philadelphia. 

Burch,  an  assistant  professor  of  medicine,  gradu- 
ated from  the  Bowman  Gray  School  of  Medicine  in 
1971 , where  he  was  a William  Neal  Reynolds  Scholar 
in  Medical  Education.  He  completed  his  residency 
and  a fellowship  at  Duke. 

Massey  is  an  assistant  professor  of  neurology  and 
assistant  director  of  the  medical  center’s  rehabilita- 
tion unit.  He  received  his  medical  degree  from  the 
University  of  Texas  Medical  Branch  at  Galveston. 
Texas,  in  1970,  and  completed  his  neurology  resi- 
dency there  in  1974. 

Moore,  who  is  an  assistant  professor  of  medicine  in 
the  division  of  hematology-oncology,  received  his  de- 
gree from  The  Johns  Hopkins  University  School  of 
Medicine  in  1970.  where  he  also  served  his  residency. 


Forty-five  interviewers  will  be  questioning  resi- 
dents of  Durham.  Franklin.  Granville,  Vance  or  War- 
ren County  about  their  health  through  this  December. 

The  interviewers  and  their  questionnaires  are  part 
of  a $2  million  Duke  study  on  what  kind  of  physical 
and  mental  illnesses  people  in  the  Piedmont  area  get 
and  where  they  go  for  treatment.  Duke  and  four  other 
institutions  are  interviewing  a total  of  17,500  persons 
nationwide  for  the  study,  funded  by  the  Public  Health 
Service. 

“The  interviewers  will  question  more  than  4.000 
people  in  five  Piedmont  counties,”  said  Dr.  Dan 
Blazer,  one  of  the  principal  investigators  for  Duke. 
Blazer,  associate  professor  of  psychiatry  and  assistant 
professor  of  community  and  family  medicine,  is  di- 
recting the  year-long  survey. 

Linda  George,  associate  professor  of  psychiatry 
and  adjunct  associate  professor  of  sociology,  is  the 
co-principal  investigator. 

Blazer  said  information  from  the  survey  will  be  used 
to  plan  health  care  services  for  Piedmont  communi- 
ties. The  Duke  researchers  hope  to  have  all  of  their 
interviews  completed  by  November,  and  the  results 
ready  for  inclusion  in  the  nationwide  survey  by  De- 
cember. 1983. 

“I  think  we  really  know  very  little  about  what  types 
of  problems  people  suffer  because  individuals  often 
don’t  seek  help,”  Blazer  said.  “We  need  to  know 
where  people  go  to  get  help,  and  what  some  of  the 
barriers  to  health  care  are.” 


A Duke  pharmacologist  has  been  named  chairman 
of  the  National  Academy  of  Science’s  Safe  Drinking 
Water  Committee.  Dr.  Daniel  B.  Menzel.  a professor 


of  pharmacology  and  associate  professor  of  experi- 
mental medicine,  will  serve  a two-year  term. 

Menzel  said  the  committee  would  concentrate  its 
efforts  on  two  major  areas:  studying  the  cancer-caus- 
ing potential  of  arsenic  and  asbestos  in  the  water  sup- 
ply; and  relating  the  incidence  of  human  disease  to 
chemical  hazards  in  the  water. 

The  scientist  is  director  of  Duke's  Laboratory  of 
Environmental  Toxicology  and  Pharmacology  and 
also  director  of  the  Cancer  and  Toxicology  and 
Chemical  Carcinogenesis  Program.  His  major  re- 
search interests  are  in  toxicology,  pharmacology,  and 
human  nutrition.  He  is  founding  editor  of  the  journal. 
Toxicology  Letters,  and  has  been  a contributing  au- 
thor to  several  textbooks.  He  is  a member  of  the 
Science  Advisory  Board  of  the  U.S.  Environmental 
Protection  Agency,  and  has  been  an  expert  reviewer 
of  criteria  documents  on  water  and  air  quality  stan- 
dards with  that  agency  since  1978. 


A Duke  obstetrician  and  gynecologist.  Dr.  Leonard 
Laufe,  is  perfecting  a sterilization  method  that  com- 
bines an  intra-uterine  device  and  quinacrine,  the  drug 
used  in  World  War  II  to  treat  malaria.  He  reported  his 
latest  research  findings  at  a meeting  of  the  Program  for 
Applied  Research  in  Fertility  Regulation  at  North- 
western University  in  Evanston,  III. 

The  physician  said  he  is  convinced  that  a non- 
surgical  form  of  female  sterilization  is  w hat’s  needed 
to  help  women  in  the  areas  of  the  world  "where  medi- 
cal services  are  at  a premium.”  Laufe  said  world 
health  leaders  estimate  that  approximately  180  million 
sterilizations  are  needed  for  the  developing  countries 
(excluding  China)  in  the  1980s. 

His  method  requires  a one-time  vaginal  insertion, 
which  can  be  done  by  paramedics.  The  drug  attached 
to  the  IUD  is  released  over  four  to  13  hours.  The  IUD 
works  as  a backup  contraceptive.  Laufe  said  the  In- 
ternational Fertility  Research  Program  (IERP),  in 
cooperation  with  The  Johns  Hopkins  University,  is 
conducting  an  extensive  toxicology  and  teratology 
(congenital  malformations)  study  of  quinacrine. 


About  12.000  people  turned  out  at  the  Duke  Chil- 
dren’s Classic  last  spring  to  see  such  celebrities  as 
Gerald  and  Betty  Ford.  Perry  Como,  Sam  Snead. 
Connie  Stevens  and  Buddy  Hackett. 

The  two-day  golf  and  tennis  tournament  raised  an 
estimated  $175,000  to  $180,000  for  the  medical  cen- 
ter’s department  of  pediatrics.  According  to  Classic 
director  Jerry  Neville,  those  figures  break  a record  set 
at  the  event  last  year  when  $166,000  was  raised. 


Dr.  David  C.  Sabiston  Jr.,  chairman  of  the  medical 
center’s  department  of  surgery,  has  been  made  an 
honorary  fellow  of  the  Royal  College  of  Surgeons  of 
Edinburgh.  The  society,  founded  in  1 505,  is  the  oldest 
continuously  functioning  surgical  certification  society 
in  the  world. 
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Sabiston.  who  is  a James  B.  Duke  Professor  of 
Surgery,  was  formally  made  an  honorary  fellow  of  the 
Royal  College  of  Surgeons  in  ceremonies  in  Edin- 
burgh. Scotland. 

'•Fellowship  in  the  Royal  College  of  Surgeons  is  the 
highest  honor  a surgeon  can  receive,”  said  Dr. 
William  G.  Anlyan,  vice  president  for  health  affairs. 
"No  one  is  more  deserving  of  this  recognition  than  Dr. 
Sabiston.” 

The  surgeon  was  recognized  for  his  work  in  the  field 
of  clinical  cardiac  surgery  and  cardiovascular  re- 
search. His  textbook  of  surgery  is  printed  in  six  lan- 
guages. The  Royal  College  also  recognized  the 
"significant  impact”  of  Sabiston’s  surgical  training 
program  at  Duke. 

Sabiston  received  his  bachelor's  degree  from  the 
University  of  North  Carolina  at  Chapel  Hill  in  1943. 
He  received  his  medical  degree  from  The  Johns  Hop- 
kins University  School  of  Medicine  in  1947,  where  he 
was  chief  resident  surgeon  in  1 952.  He  was  a Fulbright 
Research  Scholar  at  the  University  of  Oxford.  En- 
gland. 


An  endowed  professorship  has  been  established  at 
the  medical  center  in  honor  of  a long-time  faculty 
member  in  obstetrics  and  gynecology,  the  late  Dr. 
Walter  F.  Thomas. 

Well-known  for  his  work  in  gynecologic  surgery  and 
malignant  diseases.  Thomas  wrote  more  than  40  sci- 
entific publications  and  was  a member  of  1 1 profes- 
sional societies.  He  joined  the  Duke  faculty  in  1937 
and  rose  to  the  rank  of  full  professor  and  director  of 
gynecologic  oncology. 

"Dr.  Thomas  epitomized  the  good  physician  and 
superb  surgeon  in  this  discipline,”  said  Dr.  Charles  B. 
Hammond,  chairman  of  the  department  of  obstetrics 
and  gynecology. 

Thomas  earned  his  medical  degree  from  the  Univer- 
sity of  Virginia  in  1931  and  came  to  Duke  for  three 
years  of  residency  following  an  internship  in  Seattle, 
Wash.  In  1935  he  rejoined  the  Duke  faculty.  During 
World  War  II  he  served  on  active  duty  with  Duke’s 
65th  General  Hospital  Unit. 


Dr.  Merel  Harmel,  professor  and  chairman  of  the 
Department  of  Anesthesiology,  retired  Aug.  31.  Har- 
mel continues  to  teach,  practice  and  write  as  a profes- 
sor of  anesthesiology. 

A native  of  Ohio,  Harmel  received  his  bachelor  and 
medical  degree  from  Johns  Hopkins,  where  he  also 
had  his  first  appointment  as  instructor  in  surgery 
(anesthesia).  After  serving  at  the  University  of 
Pennsylvania  and  Albany  Medical  College,  he  went  to 
the  SUNY-Downstate  Medical  Center  as  professor 
and  chairman  of  anesthesiology  in  1952.  He  assumed 
the  same  post  at  the  Pritzker  School  of  Medicine  at  the 
University  of  Chicago  in  1968.  He  came  to  Duke  as 
professor  and  chairman  in  1971. 


Two  medical  center  researchers  have  been  awarded 
a $136,905  grant  from  the  National  Institutes  of  Health 
(NIH)  to  test  the  theory  that  people  with  diabetes  can 
lower  their  blood  sugar  levels  with  relaxation  exer- 
cises and  behavioral  training  techniques. 

"Scientists  have  known  for  a long  time  that  stress 
can  cause  the  blood  sugar  level  to  rise  in  a person  with 
diabetes,”  said  Dr.  Mark  N.  Feingloss,  an  assistant 
professor  of  medicine  in  the  division  of  endocrinology 
and  an  assistant  clinical  professor  of  psychiatry. 
"What  we’ll  be  doing  in  this  experiment  is  teaching 
patients  with  diabetes  how  to  affect  their  own  blood 
sugar  level.” 

The  principal  investigator.  Dr.  Richard  Surwit  said 
stress  causes  the  body  to  produce  hormones,  such  as 
adrenalin,  which  raise  blood  sugar  levels  in  diabetic 
individuals. 

Surwit  said  stress-related  blood  sugar  level  in- 
creases "are  a major  problem  in  the  care  of  diabetes.” 

Feingloss  and  Surwit  will  use  the  grant,  awarded  by 
the  National  Institute  of  Arthritis,  Metabolism  and 
Digestive  Diseases,  to  put  40  diabetic  patients  through 
an  eight  to  ten  day  training  and  evaluation  program  on 
Duke’s  Clinical  Research  Unit. 


Trials  of  a new  monitoring  device  have  been  so 
successful  that  medical  center  researchers  say  the 
instrument  may  "dramatically  reduce”  the  number  of 
people  who  die  or  are  left  severely  brain  damaged 
following  operating  room  mishaps. 

The  instrument,  which  has  been  used  at  the  hospital 
since  April  1 as  a monitor  on  surgical  patients  under 
general  anesthesia,  has  proved  itself  to  be  "capable  of 
indicating  within  two  or  three  seconds  whether  the 
amount  of  oxygen  available  to  the  patient’s  brain  is 
sufficient,”  said  Dr.  Michael  Mitnick.  a physiology 
research  associate. 

Mitnick  and  Dr.  Elisabeth  Fox.  an  associate  profes- 
sor of  anesthesiology,  said  the  instrument,  called  a 
NIROS-SCOPE  (Near  Infra  Red  Oxygen  Sufficiency 
Scope)  is  considered  a "revolutionary  development  in 
operating  room  technology”  because  it  continuously 
monitors  the  amount  of  oxygen  available  to  the  brain. 

Fox  said  the  NIROS-SCOPE  is  an  "invaluable 
tool”  for  the  anesthesiologist. 

"It  gives  us,  for  the  first  time,  a continuous,  non- 
invasive  way  of  directly  monitoring  the  amount  of 
oxygen  available  to  the  nerve  cells  in  the  brain  for 
proper  function  and  survival,”  she  said. 

The  instrument,  invented  and  developed  by  a Duke 
professor  of  physiology.  Dr.  Frans  Jobsis,  has  been 
patented  and  licensed  to  the  American  Hospital  Sup- 
ply Corp. 

Jobsis  hopes  to  see  the  instrument  commercially 
available  in  1983  and  widely  used  by  hospitals  within 
the  next  few  years. 

The  physiologist  said  recent  advances  in  near  in- 
frared light  sources  and  detectors  coupled  with  recent 
advances  in  microelectronics  and  microcomputers 
"set  the  stage  for  development  on  a new  instrument 
for  clinical  use.” 


September  1982.  NCMJ 
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Ralph  Snyderman.  professor  of  medicine  and  chief 
of  the  division  of  rheumatic  and  genetic  diseases,  re- 
ceived an  $84,591  research  grant  from  the  National 
Institute  of  Dental  Research  to  study  humoral  and 
cellular  mediators  in  inflammation. 

Deborah  E.  Bender,  assistant  professor  of  commu- 
nity and  family  medicine  and  associate  director  of  the 
Andean  Rural  Health  Project,  received  a grant  of  ap- 
proximately $10,000  from  the  Southeastern  Consor- 
tium for  International  Development.  She  will  conduct 
a research  and  training  program  on  infant  and  child 
health  care  with  the  residents  of  the  Bolivian  Alteilano 
this  summer. 

Theodore  A.  Slotkin,  professor  of  pharmacology, 
received  a research  grant  for  $66,987  from  the  Na- 
tional Institute  of  Child  Health  and  Human  Develop- 
ment for  his  study,  “Drugs  and  Development  of  Ad- 
renergic Nervous  System.” 

Alfred  P.  Sanfilippo,  assistant  professor  of  pathol- 
ogy and  surgery,  received  a research  grant  of  $46,579 
from  the  National  Eye  Institute  to  study  the  mecha- 
nisms of  corneal  allograft  rejection. 

Joseph  M.  Corless,  associate  professor  of  anatomy 
and  associate  in  the  Department  of  Ophthalmology, 
received  a research  grant  of  $1 12,920  from  the  Na- 
tional Eye  Institute.  His  project  is  “Retinal  Rod 
Photoreceptor  Membrane  Structure/Function.” 

Edward  W.  Holmes  Jr.,  professor  of  medicine  and 
assistant  professor  of  biochemistry,  received  an 
$86,145  research  grant  from  the  National  Institute  of 
Arthritis,  Diabetes,  Digestive  and  Kidney  Diseases. 
His  area  of  study  is  purine  metabolism  in  gout. 

John  H.  Casseday,  associate  medical  research  pro- 
fessor of  surgery  and  associate  professor  of  psychol- 
ogy, received  a research  grant  from  the  National  In- 
stitute of  Neurological  and  Communicative  Disorders 
and  Stroke.  Casseday’s  project  is  “Neural  Mecha- 
nisms for  Hearing.” 

Robert  H.  Jones,  associate  professor  of  surgery  and 
assistant  professor  of  radiology,  received  a $38,559 
research  grant  from  the  National  Heart.  Lung  and 
Blood  Institute  for  “Radionuclide  Studies  in  Congen- 
ital Heart  Disease.” 

William  S.  Lynn,  professor  of  medicine  and  as- 
sociate professor  of  biochemistry,  received  a $64,694 
research  grant  from  the  National  Heart,  Lung  and 
Blood  Institute.  He  is  studying  the  structure,  source 
and  functions  of  alveolar  glycoprotein. 

Eugene  D.  Day,  professor  of  microbiology  and  ex- 
perimental surgery,  received  a $63,065  research  grant 
from  the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  to  fund  studies  of 
glial  cell  membranes  and  myelin. 

Madison  S.  Spach.  professor  and  chief  of  the  divi- 
sion of  pediatric  cardiology,  received  a research  pro- 
gram project  award  of  $579,858  from  the  National 
Heart,  Lung  and  Blood  Institute  for  biophysical 
studies  in  pediatric  cardiology. 

Warren  J.  Kortz  in  the  Department  of  Surgery  re- 
ceived a $2,500  grant  from  the  Burroughs  Wellcome 


Fund  to  support  his  research  in  isolation,  purification 
and  transplantation  of  pancreatic  islets. 

A.  Richard  Whorton.  assistant  professor  in  the  De- 
partment of  Pharmacology,  received  a research  career 
development  award  of  $38,750  from  the  National 
Heart,  Lung  and  Blood  Institute  for  study  of  renal  and 
vascular  prostaglandin  synthesis  and  function. 
Whorton  also  received  a $34,368  research  grant  from 
the  National  Institute  on  Aging  to  study  the  effect  of 
age  on  vascular  arachidonic  acid  metabolism. 

Kenneth  A.  Taylor,  assistant  medical  research  pro- 
fessor in  anatomy,  received  a $61,188  research  grant 
from  the  National  Institute  of  General  Medical  Sci- 
ences to  fund  electron  microscope  studies  on  muscle. 

William  W.  Shingleton,  professor  and  chairman  of 
the  division  of  general  and  thoracic  surgery  and  di- 
rector of  the  Comprehensive  Cancer  Center,  received 
a $1,165,164  support  grant  from  the  National  Cancer 
Institute. 

Allen  D.  Roses,  professor  of  neurology,  received  a 
clinical  research  grant  of  $25,000  from  the  Muscular 
Dystrophy  Association  to  support  a project,  “Cir- 
culating Factors  in  the  Pathogenesis  of  Myasthenia 
Gravis.” 

Erdman  B.  Palmore,  professor  of  psychiatry  and 
sociology,  received  a $ 1 49,6 1 0 research  grant  from  the 
National  Institute  of  Mental  Health.  Palmore  is 
studying  “Mental  Illness  and  Social  Support  Among 
the  Very  Old.” 

Harold  P.  Erickson,  associate  professor  in  the  De- 
partment of  Anatomy,  received  a $48,004  research 
grant  from  the  National  Institute  of  General  Medical 
Sciences.  He  is  studying  the  immunoelectron  micros- 
copy of  cytoskeletal  filaments. 

Robert  Machemer,  professor  and  chairman  of  the 
Department  of  Ophthalmology,  received  a grant  of 
$101,526  from  the  National  Eye  Institute  for  vitrec- 
tomy research. 

Richard  O.  Burns,  professor  of  microbiology,  re- 
ceived a $56,719  research  grant  from  the  National 
Institute  of  General  and  Medical  Sciences  to  study 
molecular  mechanisms  of  biological  control. 

The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

The  Bowman  Gray/Baptist  Hospital  Medical  Cen- 
ter has  completed  its  first  year  of  offering  a procedure 
intended  to  aid  some  patients  with  narrowing  in  one  of 
the  three  coronary  arteries. 

The  procedure,  percutaneous  transluminal  coro- 
nary angioplasty  (PTCA),  has  been  used  with  eight 
patients  and  was  successful  in  six. 

PTCA  involves  guiding  a deflated  balloon  less  than 
one-sixteenth  of  an  inch  in  diameter  from  a leg  or  arm 
artery  into  one  of  the  coronary  arteries.  With  the 
balloon  in  the  artery,  the  balloon  is  repeatedly  inflated 
with  a liquid,  compressing  the  material  built  up  on  the 
artery  wall.  If  the  procedure  is  successful,  the  opening 
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BECAUSE  OF 

CHEMOTHERAPY 
KAREN  ANDiRSOH 
IS  A STATISTIC. 

THE  KIND  OF  STATISTIC 
WE  LIKE 

TO  BRAG  ABOUT. 


When  Karen  was  only  18  years  old, 
her  doctor  discovered  she  had  a 
deadly  form  of  leukemia.  Facing 
incredible  odds,  a survival  rate  of  only 
3%,  Karen  spent  the  next  three  years 
in  intensive  chemotherapy. 

Not  only  was  her  life  at  stake,  but  if 
she  did  survive,  there  were  serious 
questions  as  to  whether  shed  be  able 
to  have  children. 

Now,  eight  years  and  two  sons  later,  youd  never  suspect 
that  this  vigorous  young  mother  had  battled  a disease  that 
kills  more  than  15,000  Americans  every  year. 

Karen,  Brian  and  Erik  are  living  proof  that  we're  gaining 
in  the  fight  against  cancer.  It's  a fight  we  can't  afford  to  lose. 
It's  your  donations  that  help  us  continue  the  research, 
education  and  rehabilitation  programs  thatwill  give  us  more 
statistics  like  Karen  Anderson.  The  kind  of  statistics 
we  can  all  be  proud  of.  __  __ __ 

SHARE  THE 
COST  OF  LIVING 

Give  to  the  American  Cancer  Society. 


within  the  artery  is  enlarged  and  blood  flow  to  the 
heart  muscle  increases. 

One  measure  of  success  for  PTCA  is  if  it  increases 
the  inside  diameter  of  the  artery  by  20%  or  more.  A 
long-term  measure  is  whether  the  patient  returns  to  a 
normal  life,  free  from  angina  pains. 

Dr.  Michael  A.  Kutcher,  the  Bowman  Gray  car- 
diologist who  performs  the  PTCAs,  emphasizes  that 
the  PTCA  process  is  a true  team  effort  since  it  not  only 
involves  the  active  cooperation  of  his  fellow  cardiolo- 
gists, but  also  the  assistance  of  skilled  technicians  and 
the  collaboration  of  cardiothoracic  surgeons  and 
anesthesiologists. 

Though  no  such  situation  has  arisen  at  the  Win- 
ston-Salem medical  center,  world-wide  statistics 
show  there  is  a 5%  to  7%  chance  during  PTCA  that  a 
problem  will  occur  which  is  severe  enough  to  require 
emergency  surgery.  During  a PTCA,  an  operating 
room  and  a surgical  team  is  readied  to  handle  such  an 
emergency. 

A second  PTCA  can  be  performed  in  those  in- 
stances where  an  artery  has  narrowed  again  following 
an  initial  PTCA.  But  bypass  surgery  is  recommended 
if  narrowing  recurs  after  a second  PTCA. 


Over  a hundred  of  the  world's  authorities  on  repro- 
ductive immunology  gathered  at  the  Bowman  Gray 
School  of  Medicine  in  June  during  the  third  annual 
international  symposium  on  reproductive  immunol- 
ogy. The  previous  two  meetings  had  been  held  in  New 
York  City. 

Reproductive  immunology  is  a highly  specialized 
part  of  the  much  larger  field  dealing  with  the  body’s 
ability  to  defend  itself  from  outside  threats  such  as 
bacteria  and  internal  threats  such  as  cancer. 

It  is  not  understood  why  the  normal  immune  de- 
fense system  does  not  recognize  fetal  tissue  as  foreign 
material  and  attack  it.  It  also  is  not  understood  why 
the  fetus'  immune  system  does  not  recognize  and 
react  to  the  mother’s  tissue. 

One  of  the  participants  in  the  June  meeting.  Dr. 
Halle  Morton  of  Brisbane,  Australia,  discovered  early 
pregnancy  factor  in  1974.  The  factor  is  released  within 
hours  of  conception  and  has  been  found  to  be  a pow- 
erful suppressor  of  the  immune  system.  Dr.  Morton 
explains  that  when  a better  means  of  detecting  early 
pregnancy  factor  is  found,  medicine  will  have  a much 
more  rapid  means  of  determining  when  pregnancy 
occurs.  The  factor  may  also  play  a role  in  infertility 
research  and  may  help  to  explain  why  a fertilized  egg 
is  not  attacked  and  rejected  by  the  mother’s  immune 
system. 


Dr.  E.  Ted  Chandler,  associate  professor  of  medi- 
cine at  Bowman  Gray,  has  written  a new  book,  enti- 
tled How  To  Have  Good  Health.  The  188-page  book, 
published  by  Broadman  Press,  explains  how  a per- 
son’s Christian  faith  and  a healthier  body  will  lessen 
the  chances  of  sickness  and  aid  in  healing. 


In  the  book,  he  advises  people  that  if  they  evaluate 
their  lifestyles  and  recognize  those  parts  of  their 
lifestyles  which  are  harmful  over  a long  period,  they 
can  prevent  many  health  problems  and  reverse  some 
of  their  bad  effects. 

The  book  explains  how  to  develop  a healthier  body 
through  correct  eating  habits  and  proper  exercises.  It 
also  tells  how  to  avoid  extremes  and  how  to  react  to 
illness. 


Dr.  Elias  G.  Theros,  the  I.  Meschan  Distinguished 
Professor  of  Radiology  at  Bowman  Gray,  has  been 
honored  for  teaching  excellence  by  Bowman  Gray's 
Department  of  Radiology. 

He  has  received  the  James  L.  Quinn  III  Memorial 
Award,  given  annually  by  diagnostic  radiology  resi- 
dents, The  award  was  established  in  memory  of  Dr. 
Quinn,  a Bowman  Gray  alumnus  and  former  faculty 
member  who  was  nationally  known  in  the  nuclear 
medicine  field.  He  died  of  cancer  in  1980. 

Dr.  Matthew  D.  Carson,  chief  resident  in  radiology, 
received  the  department’s  Radiology  Faculty  Award, 
given  by  faculty  members  to  the  resident  who  has 
demonstrated  superior  scholarship  and  potential  as  a 
diagnostic  radiologist. 

Also  recognized  for  outstanding  teaching  was  Dr. 
Alan  Klein,  assistant  professor  of  radiology. 


The  Katherine  Anderson  Society  of  Bowman 
Gray’s  Physician  Assistant  Program  is  a co-recipient 
of  the  Public  Education  Award  of  the  American 
Academy  of  Physician  Assistants. 

The  student  society  at  Bowman  Gray  and  the 
George  Washington  University  student  group  re- 
ceived the  award  during  the  1 0th  annual  Physician 
Assistant  Conference  in  Washington,  D.C. 

The  annual  award  recognizes  outstanding  student 
society  accomplishments  in  informing  the  public 
about  the  physician  assistant  profession. 

One  project  of  the  Katherine  Anderson  Society  was 
a scoliosis  screening  program  in  the  Winston-Salem/ 
Forsyth  County  public  schools.  Members  of  the  soci- 
ety also  presented  programs  in  elementary  schools  to 
allay  the  fears  children  may  have  of  going  to  the  hos- 
pital or  to  see  the  doctor. 


Dr.  Robert  C.  Parker  Jr.  has  been  awarded  the  1982 
Osier  Award,  given  by  Bowman  Gray’s  Department 
of  Medicine  to  the  internal  medicine  resident  “who 
best  exemplifies  the  ideal  of  patient  care  and  scholar- 
ship” set  by  Sir  William  Osier. 

Parker,  a resident  in  medicine  at  the  time  of  the 
award,  has  begun  private  practice  in  internal  medicine 
at  the  Carle  Clinic  Association  in  Urbana,  111. 

The  award  consists  of  a plaque,  a medical  book  of 
the  recipient's  choice  and  the  inscription  of  the  recip- 
ient’s name  on  a permanent  plaque  at  the  medical 
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school.  Recipients  are  chosen  by  their  fellow  resi- 
dents. 


Dr.  Thomas  B.  Clarkson,  professor  and  chairman  of 
the  Department  of  Comparative  Medicine,  has  been 
appointed  to  a three-year  term  as  a member  of  the 
Arteriosclerosis.  Hypertension  and  Lipid  Metabolism 
Advisory  Committee  of  the  National  Heart,  Lung  and 
Blood  Institute. 


Dr.  Robert  W.  Hamilton,  associate  professor  of 
medicine  (nephrology),  has  been  appointed  program 
chairman  of  the  sixth  annual  North  Carolina  Chronic 
Renal  Disease  Symposium. 


Dr.  Joseph  E.  Johnson  III,  professor  and  chairman 
of  the  Department  of  Medicine,  has  been  elected  to  a 
four-year  term  as  North  Carolina  Governor  of  the 
American  College  of  Surgeons.  He  also  was  appointed 
chairman  of  the  Scientific  Program  Committee  which 
plans  national  meetings  of  the  College. 


Dr.  David  L.  Kelly,  professor  of  surgery  (neuro- 
surgery) has  been  appointed  chairman  of  the  Future 
Meetings  Sites  Committee  and  chairman  of  the  Hon- 
orary Membership  Committee  of  the  American  Asso- 
ciation of  Neurological  Surgeons. 


Dr.  Richard  B.  Marshall,  professor  of  pathology, 
has  been  elected  president  of  the  North  Carolina  Soci- 
ety of  Pathologists. 


Dr.  W.  Frederick  McGuirt,  associate  professor  of 


otolaryngology,  has  been  named  president  of  the  Sec- 
tion of  Otolaryngology  and  Maxillofacial  Surgery  of 
the  North  Carolina  Medical  Society. 


Dr.  Quentin  N.  Myrvik,  professor  of  microbiology, 
has  been  appointed  to  the  international  advisory  board 
for  the  Encyclopedia  of  the  Life  Sciences , a new  pub- 
lication being  developed  and  published  by  the  pub- 
lishers of  Nature  magazine. 


Dr.  George  D.  Rovere,  associate  professor  of  or- 
thopedic surgery,  has  been  appointed  editor  of  the 
Education  Committee  Course  Manuals  of  the  Ameri- 
can Orthopedic  Society  for  Sports  Medicine.  He  also 
has  been  re-appointed  chairman  of  the  Medical  Ad- 
visory Commission  for  Sports  Medicine  for  the  Su- 
perintendent of  the  North  Carolina  Department  of 
Public  Instruction. 


Dr.  James  N.  Thompson,  associate  professor  of 
otolaryngology,  has  been  named  secretary  of  the  Sec- 
tion of  Otolaryngology  and  Maxillofacial  Surgery  of 
the  North  Carolina  Medical  Society. 


Dr.  John  D.  Tolmie,  associate  dean  for  student  af- 
fairs, has  been  elected  secretary-treasurer  of  the 
Southern  Regional  Group  on  Student  Affairs  of  the 
Association  of  American  Medical  Colleges. 


Dr.  John  R.  Ureda,  assistant  professor  of  commu- 
nity medicine,  has  been  elected  to  a third  term  as 
president  of  the  Forsyth  County  Health  Education 
Council. 


THOMAS  MANN  [1875-1955] 

Sympathy  between  doctor  and  patient  is  surely  desirable,  and  a case  might  be  made  out  for  the  view  that  only 
he  who  suffers  can  be  the  guide  and  healer  of  the  suffering.  And  yet  — can  true  spiritual  mastery  over  a power  be 
won  by  him  who  is  counted  among  her  slaves?  Can  he  free  others  who  himself  is  not  free?  The  ailing  physician 
remains  a paradox  to  the  average  mind,  a questionable  phenomenon.  May  not  his  scientific  knowledge  tend  to 
be  clouded  and  confused  by  his  own  participation,  rather  than  enriched  and  morally  reinforced?  He  cannot  face 
disease  in  clear-eyed  hostility  to  her;  he  is  a prejudiced  party,  his  position  is  equivocal.  With  all  due  reserve  it 
must  be  asked  whether  a man  who  himself  belongs  among  the  ailing  can  give  himself  to  the  cure  or  care  Of  others 
as  can  a man  who  is  himself  entirely  sound. 

The  Magic  Mountain,  Ch.  IV,  “Doubts  and  Considerations” 

(tr.  by  H.  T.  Lowe-Porter) 
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JAMES  A.  HARRILL,  M.D. 

James  A.  Harrill  was  born  on  November  7,  1909,  in 
Mooresville,  North  Carolina.  He  was  graduated  from 
Wake  Forest  College  in  1931;  in  addition  to  having  a 
high  academic  standing,  he  found  time  to  play  on  the 
first  Wake  Forest  College  golf  team. 

He  entered  the  Wake  Forest  College  medical  pro- 
gram for  two  years,  transferring  then  to  the  University 
of  Pennsylvania,  from  which  he  received  the  M.D. 
degree  in  1935.  An  internship  and  residency  in  oto- 
laryngology were  completed  at  Kings  County  Hospi- 
tal in  Brooklyn.  He  then  returned  to  his  native  North 
Carolina  to  establish  a private  practice  of  otolaryngol- 
ogy in  Winston-Salem.  From  that  time  until  his  death. 
Dr.  Harrill’s  life  was  intertwined  with  the  progress  of 
medicine  and  medical  education  in  the  community, 
and  on  state  and  national  levels.  He  was  one  of  the 
original  faculty  members  of  Bowman  Gray  School  of 
Medicine,  and  was  the  chairman  of  the  Section  on 
Otolaryngology  from  1941  to  1978.  He  continued  on 
the  professional  staff  until  his  death  early  in  1982. 

Over  those  years.  Dr.  Harrill  was  instrumental  in 
the  progressive  growth  of  the  medical  school  and 
served  on  a local,  regional,  and  national  level  as  a 
recognized  and  distinguished  leader  in  otolaryngol- 
ogy. He  served  as  president  of  the  Forsyth  County 
Medical  Society,  as  president  of  the  North  Carolina 
Eye,  Ear,  Nose  and  Throat  Association,  and  as  presi- 
dent of  the  most  prestigious  otolaryngological  society, 
the  American  Laryngological,  Rhinological  and  Oto- 
logical  Society.  He  served  on  numerous  boards  and 
executive  committees  within  the  specialty  of  oto- 
laryngology, and  contributed  more  than  30  articles  to 
the  publications  of  otolaryngology.  The  record  of  his 
residents  success  will  be  a lasting  memorial  in  itself. 
None  who  trained  under  Dr.  Harrill  and  took  their 
specialty  board  examinations  failed  to  pass. 

Despite  his  academic  accomplishments.  Dr.  Harrill 
will  be  most  remembered  by  all  who  knew  him  for  his 
gentlemanly,  kind  demeanor  and  his  ability  to  find  and 
take  the  time  to  communicate  with  all  those  with 
whom  he  came  in  contact,  whatever  tneir  status  or 
station  in  life.  Whether  his  patients  or  those  who 
worked  with  him  professionally,  whether  his  hunting 
and  fishing  friends  or  those  who  knew  him  through  his 
hobby  of  stamp  collecting,  all  who  came  in  touch  with 
Jimmy  Harrill  are  better  for  the  contact.  He  was  a 
colleague,  a mentor,  and  a friend  to  each  of  us  in  our 
varied  relationships,  and  for  each  of  us,  along  with 
Grace,  his  wife  of  48  years,  and  his  three  children, 
Nancy,  Betty,  and  Jim,  his  passing  will  leave  a void  in 
our  lives.  FORSYTH-STOKES-DAVIE 

MEDICAL  SOCIETY 


J 

FRED  GRANT  PEGG,  M.D. 

Fred  Grant  Pegg  was  born  October  5,  1907,  near 
Guilford  College,  North  Carolina.  He  was  educated  at 
High  Point  College  and  received  his  M.D.  degree  from 
the  Medical  College  of  Virginia  in  1934.  He  was  in 
private  practice  for  two  years,  joining  the  Forsyth 
County  and  North  Carolina  Medical  Societies  in  1935. 
He  received  his  master’s  degree  in  public  health  from 
the  University  of  North  Carolina  in  1938  and  was 
certified  by  the  American  Board  of  Preventive  Medi- 
cine and  Public  Health.  After  special  training  in 
epidemiology  at  Johns  Hopkins  University,  he  re- 
turned to  Winston-Salem  as  epidemiologist  for  the 
City  Health  Department  then  directed  by  Dr.  R.  L. 
Carlton. 

He  became  acting  health  director  in  1947.  and  when 
the  city  and  Forsyth  County  health  departments  were 
consolidated  he  became  the  first  permanent  county 
health  director  in  1951.  He  was  a champion  for  the 
cause  of  public  health  in  the  community  and  several 
times  threatened  to  resign  rather  than  tolerate  budget 
cuts  for  his  department.  He  resigned  as  director  in 
1963  to  accept  an  appointment  as  the  first  director  of 
the  Forsyth  County  Mental  Health  Clinic,  a position 
he  held  until  retirement  in  1972. 

Dr.  Pegg  was  a loyal  member  of  the  Forsyth  County 
Medical  Society  and  was  its  secretary-treasurer  for  17 
years,  from  1958  to  1975,  being  ably  assisted  by  his 
secretary  and  wife,  Helen  Craver  Pegg.  His  service  in 
this  office  began  at  a time  when  membership  was  less 
than  100,  when  50  members  at  a meeting  was  a large 
attendance,  and  the  program  usually  consisted  of  a 
scientific  paper  by  a visiting  physician.  At  the  end  of 
his  tenure,  membership  was  well  over  200,  attendance 
over  100,  and  the  programs  had  changed  to  reflect  the 
concerns  of  organized  medicine  about  the  effects  of 
government  programs,  and  economic  and  social 
changes  on  the  practice  of  medicine. 

Dr.  Pegg  died  on  January  27,  1982,  at  the  age  of  74. 

FORSYTH-STOKES-DAVIE 
MEDICAL  SOCIETY 


JOHN  DERRICK  WILSEY  III,  M.D. 

Dr.  John  Derrick  Wilsey,  III,  practiced  the  art  and 
science  of  ophthalmology  in  Winston-Salem  from 
1944  until  1981  when  he  retired.  He  was  born  Sep- 
tember26,  1912.  in  New  York  City  to  James  and  Lucie 
Wilsey.  He  graduated  from  Princeton  University  in 
1935,  and  from  Johns  Hopkins  Medical  School  in 
1941 . He  completed  his  graduate  studies  at  the  Illinois 
Eye  and  Ear  Institute.  For  five  years,  1964-1969,  he 
served  as  chief  of  ophthalmology  at  Forsyth  Memorial 
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Hospital  and  was  an  attending  surgeon  in  his  speciality 
at  Medical  Park  Hospital. 

He  was  a faithful  member  of  St.  Paul's  Episcopal 
Church  and  served  on  the  vestry.  He  was  a member  of 
the  Lion's  Club  and  served  on  the  board  of  the 
Thompson  Children’s  Home  in  Charlotte.  He  was  a 
devoted  husband  and  father  and  is  survived  by  Lor- 
raine, his  wife,  and  two  daughters,  Jane  Wilsey 
Tucker  and  Ann  Wilsey  deLrane,  and  seven  grand- 
children. His  son.  Dr.  John  D.  Wilsey,  IV,  pre- 
deceased him  by  an  untimely  death  early  in  his  prac- 
tice. 

John  Wilsey,  beloved  friend  and  esteemed  col- 
league, died  on  January  7,  1982.  His  patients  not  only 
have  given  testimony  about  his  gifts  and  talents  in 
restoring  sight  and  healing  diseases  of  the  eye,  but 
loved  him  because  of  his  gentleness,  his  caring,  his 
devotion  to  them  as  persons,  and  above  all  his  humil- 
ity for  the  privilege  of  serving  them.  Despite  a hip 


replacement  and  physical  suffering  in  the  latter  years 
of  his  practice,  he  was  a patient,  cheerful  man. 

When  one  looks  at  the  whole  of  this  man’s  life,  one 
sees  something  more  than  a native  New  Yorker,  grad- 
uate of  Princeton  and  Johns  Hopkins,  an  ophthalmol- 
ogist transplanted  to  Winston-Salem;  we  see  the  spirit 
of  this  man.  We  see  that  he  grew  in  the  fulfillment  of 
the  two  great  commandments  as  recorded  in  Deute- 
ronomy and  in  Mark's  gospel.  The  first:  “You  shall 
love  the  Lord  your  God  with  all  your  heart,  with  all 
your  soul,  with  all  your  mind,  with  all  your  strength.” 
This  is  the  second:  “You  shall  love  your  neighbor  as 
yourself.”  This  was  the  measure  of  John  Derrick 
Wilsey,  III.  “Only  to  do  right  and  to  love  goodness, 
and  to  walk  humbly  with  his  God.”  (Micah  6:8) 
Because  of  the  stature  of  this  man,  we  are  a better 
profession;  because  of  the  spirit  of  this  man  we  are  a 
better  community. 

LORSYTH-STOKES-DAVIE 
MEDICAL  SOCIETY 


THOMAS  GALE  [1507?- 1586] 

The  Chirurgian  must  also  in  theis  his  operations  observe  five  thynges  principally.  First,  that  he  doeth  it 
safelye,  and  that  wythout  hurte  and  damage  to  the  pacient.  Secondly  that  he  do  not  detracte  tyme  or  let  slepe 
good  occasions  offered  in  workyng,  but  with  suche  spede  as  arte  wyll  softer,  let  hym  finishe  his  cure.  Therdly, 
that  he  workjently,  courtyously , and  with  so  lytle  payne  the  pacient,  as  conveniently  you  may,  and  not  roughly, 
butcherly,  rudlye,  and  wythoute  a comblenes.  Forthly,  that  he  be  as  free  from  crafte  and  decyte  in  all  his 
workynges  as  the  East  is  from  the  Weaste.  Fiftly  that  he  taketh  no  cure  in  the  hande  for  lucre  or  gaynes  sake 
only,  but  rather  for  an  honest  and  competent  rewarde,  with  a godly  affection,  to  doe  his  diligence.  Laste  of  all. 
that  he  maketh  no  warranty  se  of  suche  sicknes,  as  are  incurable,  as  to  cure  a Cancer  or  ulcerate,  or  elephantiasis 
confirmed;  but  circumspectlye  to  consider  what  the  effects  is,  and  promyse  no  more  then  arte  can  performe. 

Certain  Works  of  Chirurgie,  “A  Institution  of  a Chirurgian” 
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In  Appreciation 
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RESOLUTION  OF  APPRECIATION 

ADOPTED  IN  HONOR  OF 

F.  M.  SIMMONS  PATTERSON,  M.D. 

MAY  25,  1982 

WHEREAS.  Dr.  F.  M.  Simmons  Patterson  recently 
retired  from  his  responsibilities  for  the  continuing 
medical  education  programs  of  the  East  Carolina  Uni- 
versity School  of  Medicine  and  Pitt  County  Memorial 
Hospital;  and 

WHEREAS,  he  fulfilled  with  great  success  his 
pioneer  roles  as  Director  of  Medical  Education  of  the 
Hospital,  Assistant  Dean  for  Continuing  Medical 
Education  of  the  School  of  Medicine  and  Executive 
Director  of  the  Eastern  Area  Health  Education  Cen- 
ter; and 

WHEREAS,  his  singular  achievements  in  the  de- 
velopment of  a truly  outstanding  continuing  medical 
education  program  for  the  Medical  Staff  of  Pitt  County 
Memorial  Hospital  have  greatly  enriched  the  profes- 
sional lives  of  the  Medical  Staff  and  encouraged  the 
life-long  learning  traits  of  its  members;  and 

WHEREAS,  Dr.  Patterson’s  exemplary  medical 


career  in  North  Carolina  as  a practicing  surgeon,  as 
head  of  the  North  Carolina  Regional  Medical  Pro- 
gram, and  as  a member  of  the  faculty  and  Director  of 
the  Cancer  Control  Program  at  the  Duke  University 
Medical  Center  prior  to  his  joining  us  in  1975  has  been 
widely  recognized  and  acclaimed  across  the  state;  and 

WHEREAS,  numerous  honors  and  awards  have 
been  bestowed  upon  him  including  Fellowship  in  the 
American  College  of  Surgeons,  Distinguished  Alum- 
nus Award  of  the  University  of  North  Carolina- 
Chapel  Hill  School  of  Medicine  and,  most  recently. 
Emeritus  Professor  of  Surgery  of  the  East  Carolina 
University  School  of  Medicine;  and 

WHEREAS,  he  commands  the  respect  and  love  of 
all  who  know  him  and  quietly  demonstrates  those 
attributes  and  qualities  that  characterize  the  Compleat 
Physician; 

NOW,  THEREFORE,  BE  IT  RESOLVED  that 
The  Medical  Staff  of  Pitt  County  Memorial  Hospital 
expresses  its  deep  appreciation  to  Dr.  F.  M.  Simmons 
Patterson  for  his  dedicated  service  and  leadership  and 
its  warmest  best  wishes  for  his  future  well-being  and 
happiness. 

PITT  COUNTY  MEMORIAL  HOSPITAL,  INC. 


PARACELSUS  [14937-1541) 

These  are  the  qualifications  of  a good  surgeon: 

Regarding  his  innate  temper: 

A clear  conscience, 

Desire  to  learn  and  to  gather  experience, 

A gentle  heart  and  a cheerful  spirit. 

Moral  manner  of  life  and  sobriety  in  all  things. 

Greater  interest  in  being  useful  to  his  patient  than  to  himself. 
He  must  not  be  married  to  a bigot.  . . . 

He  should  not  be  a runaway  monk. 

He  should  not  practise  eelf-abuse. 

He  must  not  have  a red  b^a^d. 

He  must  not  act  without  judgment. 

He  must  not  accept  belief  without  understanding. 

He  must  scorn  the  workings  of  chance. 

He  must  not  boast  of  knowing  anything  without  experience. 
He  must  never  boast  or  praise  himself 
He  must  despise  no  one. 

Notes  for  the  “ Antimedious” 
l(tr.  by  Norbert  Guterman  in  Selected  Writings ) 
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PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

EMERGENCY  CENTERS  in  Charlotte,  North  Carolina,  seeking 
U.S.  trained  physicians  for  immediate  openings.  F.P./E.M.  with 
BCLS,  ACLS  preferred.  Competitive  compensation,  flexible 
scheduling.  Send  complete  C.V.  to:  Minor  Emergency  Centers, 
P.O.  Box  221024,  Charlotte,  NC  28222  or  call  (704)  527-4497. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

PRIMARY  CARE  INTERNIST,  30,  ABIM  — eligible,  seeking  North 
Carolina  practice  location  with  primary  care  and  consultative  re- 
sponsibilities. Will  consider  partnership,  group,  and  solo  opportu- 
nities. Available  November  1982.  Contact  NCMJ,  Box  27167,  Ra- 
leigh, NC  27611. 

FAMILY-PRACTICE  PHYSICIAN  needed  for  5-man  multispecialty 
group.  Progressive  area  on  Cumberland  Plateau  serving  75,000  or 
more.  Modern  facility  next  to  250  bed  hospital.  No  investment. 
Contact:  Business  Manager,  Cumberland  Clinic  Foundation, 
Crossville,  Tn.  38555  (615)  484-5171. 


CONCORD  — Former  doctor’s  clinic,  room  for  two  professions  near 
Cabarrus  Hospital.  Approx.  3008',  gas  heat,  central  air,  excellent 
parking.  Large  storage  building.  Mary  Brown  782-0017,  1-704- 
786-6414. 

OUTSTANDING  MEDICAL  FACILITY  in  Durham  County.  3500 
square  feet,  flexible  space,  quality  construction.  Price  $175,000, 
call  Lib  Steel,  Southland  Associates,  (919)  688-8121  or  (919)  493- 
1700. 

1983  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  IS- 
SUES — Caribbean,  Mexican  Riviera,  Alaska,  Mediterranean. 
7-14  days  in  January,  April,  July,  August.  Seminars  led  by  distin- 
guished professors.  Approved  for  18-24  CME  Category  1 credits. 
FREE  ROUNDTRIP  AIRFARE  ON  ALL  CARIBBEAN,  MEXI- 
CAN, ALASKAN  CRUISES.  Excellent  group  fares  on  finest  ships. 
All  conferences,  scheduled  prior  to  12/31/80,  conform  to  IRS  tax 
deductibility  requirements  under  1976  Tax  Reform  Act.  Registra- 
tion limited.  For  color  brochures  and  additional  information  con- 
tact: International  Conferences,  189  Lodge  Avenue,  Huntington 
Station,  NY  11746.  Phone  (516)  549-0869. 

COMPLETE  COMPUTER  SOFTWARE  package  for  office  practice: 
billing,  patient  appointments,  accounting,  accounts  receivable. 
Turn  key  operation.  Runs  on  Apple  small  computers.  Thomas 
White,  M.D.,  Box  3403,  Kinston,  NC  28501.  919-523-6106. 


- \ 
Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  25$  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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The  great  masquerader 


't  our  recognition  ot  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 

it 

Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
all  Jones  Mill  Road  Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-623C 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 


690 


VOL.  43.  No.  9 


; Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY 


October  1982,  Vol.  43,  No.  10 
. N 


In  the 

Public  Health 

Conjoint  Report: 

The  State  of 

Public  Health  in  NC  721 

Ronald  H.  Levine,  M.D.,  M.P.H. 


Original  Articles 

Delayed  Diagnosis  of 
Juxtaglomerular  Cell 
Tumor  Hypertension  705 

Alvin  H.  Moss,  M.D.,  Lloyd  J. 
Peterson,  M.D.,  C.  Wald  Scott, 

M.D.,  Kenneth  Winter,  M.D., 

David  B.  Olin,  M.D.,  and 
Ronald  L.  Garber,  M.D. 

Prospective  Obstetric  Management 

of  a Twin  Pregnancy 

Complicated  by  Death  of  One  Twin  . 708 

Sarah  W.  Hainline,  M.D., 

and  David  A.  Nagey,  M.D.,  Ph.D. 

Needle  Biopsy  in  the 

Evaluation  of  the  Thyroid  Nodule  . . 710 

Shawnee  D.  Weir,  M.D.,  H.  Kim 
Park,  M.D.,  Ernest  W. 

Larkin,  III,  M.D.,  and  William 


W.  Fore,  M.D. 

Mini-Feature 

Toxic  Encounters 
of  the  Dangerous  Kind — 

Paraquat — 

The  Weed  and  People  Killer 713 

Ronald  B.  Mack,  M.D. 

Editorials 

Report  From  the  Editor 715 

Elevators: 

Hazardous  to  Your  Health 715 


1983  Mid-Winter  Conference: 

February  3-4,  Raleigh 

1983  Annual  Meeting:  May  5-8, 
Pinehurst 

1983  Sports  Svmnn«iiim*  T lilv  1-^ 
Wrights 


From  the  Desk 

of  the  Managing  Editor 

Health  Care  Coalitions 725 

American  Medical  Association 

Influenza  Vaccines  1982-1983  725 

Bulletin  Board 

New  Members 

of  the  State  Society 733 

What?  When?  Where?  733 

North  Carolina 

Medical  Society  Auxiliary 735 

News  Notes  From 
East  Carolina  University 

School  of  Medicine 736 

University  of  NC 
School  of  Medicine  & 

NC  Memorial  Hospital 737 

Bowman  Gray 
School  of  Medicine  of 

Wake  Forest  University 738 

Duke  University 

Medical  Center 744 

American  College  of  Surgeons  ....  747 
Seaboard  Medical  Association  ....  747 

Classified  Ads  749 


/prtisprs 750 


Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  statu; 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.1 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  <f/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B|  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B6 
(as  pyridoxine  HCI),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B,2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 

22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B,:  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B|2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B[2. 

Precautions:  General  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children  Drug  and  Treat- 
ment Interactions  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism Not  recommended  for  patients 
undergoing  such  therapy 
Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


>,000,000  hospital 
>atients  with 

nfections.4  Many  are  ano- 
ectic  and  may  have  a markedly 
educed  food  intake.  Supplements 
,re  often  provided  as  a prudent 
neasure  because  the  vitamin  sta- 
us  of  critically  ill  patients  cannot 
>e  readily  determined.3 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S,  Liebcr  CS:  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME.  Philadelphia,  Lea  & 
Febiger,  1980,  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980,  p.  13. 


minerals,  but  generally  at  levels  substan- 
ially  higher  than  those  in  Berocca  Plus, 
towever,  allergic  and  idiosyncratic  reac- 
ions  are  possible  at  lower  levels.  Iron, 
ven  at  the  usual  recommended  levels, 
las  been  associated  with  gastrointestinal 
ntolerance  in  some  patients. 

)osage  and  Administration:  Usual  adult 
losage:  one  tablet  daily.  Not  recom- 
nended  for  children.  Available  on  pre- 
cription  only. 

low  Supplied:  Golden  yellow,  capsule- 
haped  tablets — bottles  of  100. 

fOCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
4utley,  New  Jersey  07110 


candidates  for 


RxONLY 


Berocca*  Plus 

THE  MULTIVITAMIN/MINERAL  FORMULATION 


When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appeal’s  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 


3.7  hrs 


diethylpropion 

phentermine 


MELFIAT  105 

(phendimetrazine  tartrate) 

8 hrs 


20  hrs 


0 


10 

HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained-release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 
640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF : The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT105 
UNICELLES  C 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT-  105  UNICELLES6  © 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDRFN:  Phendimetrazine  tartrate  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria. 

Endocrine:  Impotence,  changes  in  libido 
0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyrighl  © 1982  Reid -Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 
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The  Everchanging 
Field  of  Medicine... 


A doctors 
study  of 
medicine 
doesn’t 
end  with 
medical 
school. 

Every  medical 
advance  or 
new  technique 
redefines  the 
physician’s  role  in 
some  way.  Keeping  up  with 
these  constant  developments 
is  part  of  being  a doctor. 

Times  do  change... and  this 
is  especially  true  in  the  field 
of  medicine. 

Yet,  there  are  some  things 
in  life  that  don’t  change. 
Accidents  and  serious 
illnesses  still  happen 
unexpectedly.  And  financial 
hardship  often  follows  — 
especially  if  you’re  kept  away 
from  work  for  a while. 


this  important 
protection  which  can 
help  replace  lost 
income  if  a 
covered  accident 
or  illness  keeps 
you  from  your 
practice. 

The  regular 
monthly  benefits 
payable  under  this 
plan  may  be  used  to 
cover  any  expenses  you 
decide  on  — medical  bills, 
groceries  or  even  car 
payments. 

If  you  are  under  the  age  of 
55  and  active  full  time  in  your 
practice,  find  out  more  about 
this  valuable  protection  by 
contacting  your  local  Mutual 
of  Omaha  representative. 
At  no  obligation,  you  will 
receive  full  details  of  coverage, 
promptly  and  courteously. 


For  that  reason,  Disability 
Income  Protection  for 
younger  doctors  was 
developed.  As  a member  of 
the  North  Carolina  Medical 
Society,  you  are  eligible  for 


Mutual  dT\ 
^Omaha^xL/ 

Ppoplp  you  can  count  on... 

Life  Insurance  Affiliate 

United  of  Omahd 

MUTUAl  Of  OMAHA  INSURANCE  COMPANY 
HOME  OffICf  OMAHA  NfBRASKA 


All  FOR  ONE 
ONE  FOR /ILL 


ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight 
Obviates  need  to  calculate  individual  dosages. 


A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX  TABLETS 


(mebendazole) 


£ 


JANSSEN 

PHARMACEUTICA 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  |Ug/ml  and  0.09  /xg/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  iri- 
chiura  (whipworm),  Enterobius  vermicularis  (pinworm).  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necator  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 


Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

I IOW  SUPPEIED  VER  MOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 
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the  night  shift 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Put  pinworms 
out  of  work... 


Promptly  paralyzes 
pinworms  and  roundworms 

\ntiminth®  (pyrantel  pamoate) 
las  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
iazole,  which  blocks  glucose 
uptake — slowly  “starving” 
lelminths  to  death — Antiminth 
quickly  acts  on  the  neuro- 
nuscular  junction  to  promptly 
jaralyze  parasites. 

97%  efficacy 
with  a single  dose 

\ single  dose  of  Antiminth 
lelivers  rapid  clinical  and  parasi- 
ological  cures,  “Single  doses. . . 
showed  high  overall  efficacy 
igainst  Enterobius  vermicularis 
97.2%)  and  Ascaris 
umbricoides  (97.5%).”1 

Simple, 

well  tolerated  therapy 

\ntiminth  offers  ease  of  adminis- 
sration  and  patient  tolerance. 

‘. . . when  compared  to  the  other 
single  dose  agents  available, 
^Antiminth]  has  the  advantage  of 
leing  non-staining  and  may  be 
setter  tolerated.”2 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
aral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SGOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co.,  Inc.,  New 
York,  1980,  p.  1032. 
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Cures  pinworm  and  roundworm  fast.. .with  a single  dose 
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WHO  KNOWS  A 
PHYSICIAN’S 
PROFESSIONAL 
LIABILITY  NEEDS  BETTER? 


Another  physician,  of  course. 

That  is  why  Medical  Mutual 
Insurance  Company  of  North 
Carolina  (MMIC),  is  a physician 
owned  and  directed  company.  Our 
Board  of  Directors  consists  of  18 
physicians,  all  members  of  the  North 
Carolina  Medical  Society.  Currently 
MMIC  insures  approximately  80%  of 
North  Carolina’s  physicians  and 
surgeons  in  private  practice. 

We  offer  our  insured  physicians: 

• limits  of  up  to  $5,000,000 

• active  risk  management  program 
providing  seminars  throughout 
the  state 

• experienced  judicious  claims 
service 

• participation  in  the  company 
through  a Board  of  Directors 
elected  entirely  by  policyholders 
and  guaranty  capital  holders 


J 

Medical  Mutual  Insurance  Company  of  North  Carolina 
and  Medical  Insurance  Agency 

222  N.  Person  Street,  P.O.  Box  27444  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  5 OCTOBER  1982 

One  primary  goal  I have  set  for  my  year  as  President  is  to  cement  a close  relationship 
between  the  State  Society  and  the  various  specialty  societies.  In  an  effort  to 
meet  this  goal,  I recently  spent  an  evening  in  Pinehurst  at  the  Annual  Meeting  of 
the  North  Carolina  Pediatric  Society.  I encouraged  the  pediatricians  to  support 
the  concept  of  unity,  a message  which  I also  plan  to  deliver  to  the  North  Carolina 
Society  of  Ophthalmology  and  the  North  Carolina  Orthopaedic  Association  at  their 
upcoming  annual  meetings  in  October.  The  Pediatric  Society  is  an  excellent  example 
of  a dynamic  group  of  physicians  working  within  their  specialty  organization  in 
the  best  interest  of  the  entire  profession.  Their  membership  has  just  topped  500 
with  membership  being  emphasized  this  year  as  its  major  goal.  I am  hoping  that 
each  specialty  society  will  feel  the  need  to  work  closely  with  the  North  Carolina 
Medical  Society  in  our  joint  and  mutual  concerns  and  efforts  on  behalf  of  the  health 
care  of  our  patients. 

Although  the  October  Bulletin  indicates  that  a vote  on  the  Luken-Lee  Substitute 
would  be  held  prior  to  October  1,  1982,  that  did  not  occur.  In  the  rush  for  adjourn- 
ment, Congress  continued  the  FTC  through  the  process  of  a continuing  resolution. 

A vote  on  both  Luken-Lee  HR-3722  (NCMS  supports)  and  the  Broyhill  substitute  (NCMS 
does  not  support)  will  occur  during  the  "Lame  Duck"  session  of  Congress.  If  you 
see  your  Congressman  between  now  and  the  election,  be  sure  to  remind  him  of  the 
importance  of  this  legislation. 

I would  like  every  North  Carolina  physician  to  be  aware  that  we  have  three  physi- 
cians and  two  auxilians  running  for  election  on  November  2 for  seats  in  the  General 
Assembly.  Summerfield  (Guilford  County)  Family  Physician  W.  T.  "Bill"  Grimsley 
is  a candidate  for  the  29th  District  House  seat  which  was  newly  created  in  1981. 
Charlotte  Ophthalmologist  Thomas  Doyle  Ghent  is  a candidate  for  the  State  Senate 
representing  Mecklenburg  and  Cabarrus  Counties,  and  former  State  Representative 
John  Varner,  a retired  Psychiatrist  is  making  a comeback  attempt  in  the  37th  House 
District  comprised  of  Davidson  and  Yadkin  Counties.  These  men  are  to  be  commended 
for  offering  their  services  to  the  citizens  of  North  Carolina  through  the  political 
process.  The  two  Auxilians  who  are  also  giving  their  valuable  time  to  public  ser- 
vice are  House  candidates  Lenora  Evans  in  Wake  County  and  Mae  Alexander  in  Henderson 
County.  They  all  deserve  our  support. 

Most  of  the  Society's  46  committees  met  last  week  during  the  Annual  Committee 
Conclave  in  Southern  Pines.  I was  extremely  pleased  with  the  enthusiastic  and 
responsible  participation  of  the  several  hundred  who  attended  the  committee  meet- 
ings over  the  four-day  period.  Despite  my  exhortations  to  be  brief,  the  Executive 
Council  met  for  some  8\  hours  on  Sunday,  finally  adjourning  around  5:30  p.m.,  after 
approving  the  largest  budget  in  the  Society's  history.  Spending  will  be  up  in  1983 
for  both  our  legislative  effort  and  improved  communications  for  the  membership. 

Bill  Hilliard,  our  Executive  Director,  and  his  staff  did  their  usual  superb  job 
in  seeing  that  the  meeting  ran  smoothly.  Next  year's  Conclave  will  be  held 
September  28-October  2,  1983,  at  the  Mid  Pines  Club,  Southern  Pines,  N.C. 
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One  item  of  particular  interest  from  the  Maternal  Health  Committee  is  a report 
that  a special  commission  appointed  by  the  Secretary  of  Human  Resources  to  study 
the  dual  issues  of  midwifery  and  home  delivery  will  recommend  the  establishment 
of  a licensing  board  for  nurse  midwives  and  permit  "at  home"  delivery  by  these 
individuals.  The  Executive  Council  took  strong  exception  to  this  proposal.  I 
will  be  communicating  these  feelings  to  Dr.  Morrow  in  the  near  future.  These  issues 
then  may  arise  during  the  1983  Session  of  the  General  Assembly. 

Many  of  the  actions  taken  at  the  Committee  Conclave  are  extremely  important  and 

could  affect  the  course  of  the  Society  for  years  to  come.  For  example,  the 

Editorial  Board  of  the  NORTH  CAROLINA  MEDICAL  JOURNAL  selected  Eugene  A.  Stead, 
Jr.,  M.D.,  of  Durham,  as  the  Journal's  new  Editor.  Dr.  Stead  is  well-qualified 

to  build  on  the  fine  work  done  by  the  current  Editor,  John  H.  Felts,  M.D.,  of 

Winston-Salem.  Dr.  Felts  has  shepherded  the  Journal  through  many  important  improve- 
ments, and  we  are  confident  that  Dr.  Stead  will  hammer  out  an  even  better  publica- 
tion at  the  forge  where  Dr.  Felts,  Dr.  Robert  W.  Prichard,  and  the  late  Dr.  Wingate  1 
Johnson  worked  so  long  and  well. 

Continuing  my  theme  of  prior  newsletters  that  "The  past  is  prologue  to  the  future," 
I'm  drawing  on  words  of  Past-President  John  Glasson,  M.D.  During  his  1972-73  year 
as  President,  he  commented  on  our  professional  colleagues  who  do  not  belong  to  the 
Society  or  who  hold  membership  without  participating  in  Society  activities. 

Weigh  the  words  of  Dr.  Glasson:  ".  . . . I belong  to  my  state  and  county  and 

national  medical  associations  for  the  same  reasons  I belong  to  and  work  in  the 
church  of  my  choice  in  the  community  where  I live.  ...  As  one  examines  this 
analogy,  many  parallels  appear.  . . .both  organizations  are  composed  of  the  major 

people  in  my  community,  and  in  my  sphere  of  medical  practice,  those  who  do  extra 
work,  above  and  beyond  the  call  of  duty,  for  the  common  good  and  for  the  people 
in  the  community  who  need  medical  care.  . . . 

. . . .Many  people  who  become  disenchanted  with  the  church  and  its  policies  with- 

draw from  it,  withdraw  their  financial  support,  and  contribute  nothing  to  the 
church  family;  yet  they  continue  to  benefit  by  the  good  work  the  church  does.  Like- 
wise those  who  withdraw  from  the  activities  of  organized  medicine,  who  withhold 
their  financial  support  from  the  educational,  administrative,  and  political  acti- 
vities of  the  organization  will  continue  to  benefit  from  its  efforts  while  contri- 
buting nothing  to  them." 

The  benefits  of  Society  membership  and  participation  have  been  cited  here  many 
times.  I urge  each  of  you  to  consider  Dr.  Glasson' s words  and  seek  a full  working 
partnership  in  the  Society's  activities.  The  common  good  demands  it. 


Sincerely  yours 


Marshall  S.  Redding,  M.D. 
President 


When  mild 
to  moderate  pain 
is  a side  effect 
of  "Fitness” 


RUFEN 

(ibuprofen) 


measures  up... 
at  a reasonable 
cost! 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 
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“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”1  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief. . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief , let  Rufen  show 
you  how  it  measures  up. 
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Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 
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Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”2 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.3 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain... during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors. . .”4 


Measure 

RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


RUFEN 

Acetaminophen  + codeine  combinati 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam 
matory  component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs - 
warning  required  about  driving  or 
operating  machinery;  possible  respi 
tory  depression  with  alcohol,  tranqu 
izers,  other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in 
modern  NSAID 

a 
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And  Rufen  Measures  Up  Best 


RUFEN K ( ibuprofen ) Tablets 

INDICATIONS  AND  USAGE:  Treatment  ot  signs  and  symptoms  ot  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  hronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptii 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen;  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen. 

DRUG  INTERACTION:  Coumarintype  anticoagulants.  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
‘Incidence  3%  to  9% 

Incidence  less  than  1 in  100.  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses:  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  (see  PRECAUTIONS!,  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure,  Allergii 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia.  Cardiovascular:  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Dysmenorrhea:  400  mg  every  4 hours  as  necessary. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain.  Do  not  exceed  2.400  mg  per  day 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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Delayed  Diagnosis  of 
Juxtaglomerular  Cell  Tumor  Hypertension 

Alvin  H.  Moss,  M.D.,  Lloyd  J.  Peterson,  M.D.,  C.  Wald  Scott,  M.D., 

Kenneth  Winter,  M.D.,  David  B.  Olin,  M.D.,  and  Ronald  L.  Garber,  M.D. 


ABSTRACT  A 40-year-old  woman  with  a juxtaglomerular  cell  tumor  was  diagnosed  as  having  primary  hyperten- 
sion at  age  23.  A cyst  noted  on  renal  arteriography  at  that  time  was  considered  incidental.  Seventeen 
years  later  worsening  hypertension,  marked  sodium  retention,  and  hypokalemia  developed.  Arteriog- 
raphy and  ultrasound  again  demonstrated  a cyst  in  the  right  kidney  but  it  could  not  be  aspirated. 
Computed  tomography  showed  the  cystic-appearing  lesion  to  be  solid.  Bilateral  renal  venous  renin 
activities  were  high  but  did  not  lateralize.  The  hypertension,  hyperreninemia,  and  hypokalemia  were 
cured  with  removal  of  the  juxtaglomerular  cell  tumor.  The  diagnosis  of  juxtaglomerular  cell  tumor 
hypertension  can  be  missed  unless  one  has  a high  index  of  suspicion. 


JUXTAGLOMERULAR  cell  (JGC) 
tumors  are  a rare  cause  of  hyper- 
tension. Nevertheless,  JGC  tumors 
should  be  considered  in  young  adults 
with  hypertension,  high  plasma  renin 
levels  and  cystic  lesions  on  excre- 
tory urography.  Computed  tomog- 
raphy (CT)  made  possible  the  rec- 
ognition of  such  a tumor  in  a patient 
thought  to  have  primary  hyperten- 
sion for  17  years.  The  subtle  pre- 
sentation of  these  lesions  is  reviewed. 

CASE  PRESENTATION 

A 40-year-old  woman  with  hy- 
pertension since  age  18  was  ad- 
mitted because  of  recent  worsening 
of  blood  pressure  control.  A com- 
plete evaluation  at  age  23  had  re- 
sulted in  a diagnosis  of  primary  hy- 
pertension. A solitary  right  renal 
cyst  then  noted  on  arteriography 
was  not  further  evaluated.  Her  blood 
pressure  was  controlled  with  poly- 
thiazide, reserpine,  and  guanethi- 
dine  for  17  years.  Within  the  three 
months  before  the  present  admis- 
sion she  had  had  two  hospitaliza- 
tions for  elevations  of  her  blood 
pressure  to  210/130,  accompanied 

From  the  Departments  of  Nephrology,  Urology,  Pathology 
and  Radiology,  Wesley  Long  Community  Hospital,  Greens- 
boro, N.C. 

Reprint  requests  to  Dr.  Moss  at  208  W.  Wendover  Ave., 
Greensboro,  N.C.  27401 


by  nausea,  vomiting,  and  headaches. 
Each  time  the  patient  was  hypo- 
kalemic (2.0  and  2.2  mmol/L).  Medi- 
cations included  spironolactone,  pra- 
zosin, metoprolol,  clonidine,  and 
potassium  chloride. 

She  had  mild  facial  and  peripheral 
edema;  her  blood  pressure  was 
178/120.  Admission  serum  electro- 


Figure  la.  The  arterial  phase  of  the  arterio- 
gram shows  a hypovascular  mass  (arrows)  in 
the  lateral  aspect  of  the  upper  pole  of  the  right 
kidney.  (The  upper  arrow  indicates  splay  of 
renal  arterioles  secondary  to  tumor  compres- 
sion.) 


lytes  were  normal,  the  blood  urea 
nitrogen  was  10  mg/dl,  and  the 
serum  creatinine  0.9  mg/dl.  Urinary 
sodium  concentration  on  the  sec- 
ond, fourth,  and  sixth  hospital  days 
was  less  than  5 mmol/L.  Urinary 
potassiums  ranged  between  70  and 
85  mmol/L.  Supine  plasma  renin 
activity  measured  by  immunoassay 
for  angiotensin  I was  13.4  ng/ml/h 
(reference  interval  0.17-3.58,  Bio- 
Medical  Reference  Laboratories, 


Figure  lb.  On  a late  fiim  of  the  arteriogram  the 
mass  appears  to  be  a cyst  (arrows). 
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Inc.).  Twenty-four  hour  excretion 
of  urine  for  vanillylmandelic  acid 
(VMA)  was  normal.  Renal  arteriog- 
raphy revealed  widely  patent  renal 
arteries  and  a hypovascular  mass  in 
the  upper  pole  of  the  right  kidney 
(Figures  la  and  lb).  Right  renal 
venous  renin  was  6.96  ng/ml/h,  left 
renal  venous  renin  7. 1 8 ng/ml/h,  and 
inferior  vena  cava  renin  6.03  ng/ 
ml/h.  Ultrasound  of  the  right  kidney 
was  consistent  with  a cystic  mass  in 
the  right  upper  pole  (Figure  1c).  but 
no  fluid  could  be  aspirated  on  punc- 
ture. Computerized  tomography 
showed  the  mass  to  be  a solid  tumor 
(Figure  Id). 

At  surgery  a well-circumscribed  4 


Figure  lc.  Ultrasound  shows  a sonolucent 
mass  (arrows)  consistent  with  a cyst. 

x 4 cm  gray-tan  tumor  compressing 
adjacent  renal  tissue  in  the  upper 
pole  was  found  and  a right  nephrec- 
tomy performed.  The  tumor  was 
composed  of  sheets  of  polygonal 
cells  with  large  vesicular  nuclei  with 
no  mitoses  and  little  nuclear  pleo- 
morphism.  The  cystoplasm  was  pale 
and  contained  granules.  Frequent 
vascular  sinusoids  and  occasional 
tubular  structures  were  present  (Fig- 
ure 2).  Sections  were  sent  to  path- 
ologists at  the  Armed  Forces  Insti- 
tute of  Pathology  who  concurred 
with  the  diagnosis  of  JGC  tumor. 

Following  surgery,  the  patient  un- 
derwent a spontaneous  brisk  di- 
uresis losing  nine  pounds.  Urinary 
sodium  concentration  rose  to  77 
mmol/L,  and  urinary  potassium  con- 
centration fell  to  17  mmol/L.  Her 
antihypertensive  medications  were 


rapidly  tapered.  Supine  plasma  renin 
level  one  week  after  surgery  was 
undetectable  and  serum  potassium 
has  remained  normal  without  ther- 
apy. Two  weeks  after  surgery  all 
antihypertensive  medications  were 
discontinued,  and  the  patient  re- 
mains normotensive  one  year  later. 


DISCUSSION 

Fewer  than  20  cases  of  JGC  tumor 
hypertension  have  been  reported 
and  all  within  the  last  25  years.  *~8 
Hyperreninemia  has  been  present  in 
all  cases  in  which  renin  activity  was 
measured.  The  hypertension  has 


been  cured  by  nephrectomy  and 
post-nephrectomy  renin  levels  have 
been  low. 

The  tumors  occur  in  the  young 
with  the  average  age  being  22  and 
may  be  present  but  unrecognized 
for  years  in  hypertensive  patients. 
Hypokalemia  developed  four  years 
after  the  onset  of  hypertension  in 
one  patient,  and  after  three  excre- 
tory urograms  over  a six-year  period 
failed  to  show  a JGC  tumor,  one  was 
localized  with  timed-infusion  neph- 
rotomography.3 Two  patients  with 
hypertension,  hypokalemia,  and  nor- 
mal renal  arteriograms  had  their  JGC 
tumors  diagnosed  after  one  to  two 
years  when  selective  renal  arteriog- 


Figure  Id.  CT  scan  shows  a solid  tumor  surrounded  by  a rim  of  hemorrhage  (arrows). 


Figure  2.  Section  from  the  tumor  showing  polygonal  cells  with  vesicular  nuclei  and  pale  granular 
cytoplasm.  A vascular  sinusoid  is  present  in  the  center.  H and  E x 400. 
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raphy  on  the  side  of  renin  laterali- 
zation revealed  the  tumors.6^8  One 
patient  underwent  adrenal  surgery 
for  suspected  primary  aldosteron- 
ism before  the  recognition  of  his 
JGC  tumor.1 

Our  case  illustrates  several  im- 
portant points  about  JGC  tumors. 
First,  a JGC  tumor  may  be  present 
for  years  before  the  development  of 
hypokalemia.  Second,  these  tumors 
can  cause  marked  secondary  aldo- 
steronism with  profound  sodium 
retention  and  hypokalemia.  Third, 
measurement  of  renal  venous  renin 
activity  may  not  be  lateralizing.  Fi- 
nally. excretory  urography,  arteri- 
ography. and  ultrasound  may  be  in- 
sensitive or  misleading  but  CT  scan 


can  be  an  extremely  helpful  adjunc- 
tive study. 

This  case  further  demonstrates 
the  importance  of  a high  index  of 
suspicion.  The  only  abnormality  on 
initial  screening  may  be  a cystic- 
appearing  lesion  on  excretory  urog- 
raphy. The  serum  potassium  con- 
centration may  remain  normal  late 
into  the  course  of  the  illness.  Plasma 
and  renal  venous  renins  along  with 
CT  scanning  of  the  kidneys  can  help 
to  confirm  the  nature  of  the  tumor. 
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J.  CHALMERS  DA  COSTA  [1863-1933] 

A man  who  doesn’t  worry  at  all  doesn’t  care  a whole  lot.  I should  not  want  a man  who  did  not  care  a whole  lot 
operating  on  me  or  mine.  Perhaps  worry  is  a device  ot  nature  to  make  us  try  to  do  our  very  best.  It  we  knew  we 
should  not  worry,  we  might  be  tempted  at  times  to  be  careless.  If  a surgeon  analyzes  his  worry  he  can  get  a line 
on  what  sort  of  man  he  is  himself.  It  he  worries  only  because  he  fears  he  may  be  sued,  may  lose  a bill,  or  may  hurt 
his  reputation,  then  with  him  the  voice  of  conscience  is  the  tear  of  getting  caught.  It  he  worries  because  of  the 
poor  patient  and  the  credit  of  surgery,  then  he  is  really  a conscientious  man. 

The  Trials  and  Triumphs  of  the  Surgeon,  Ch.  I 
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Prospective  Obstetric  Management 
of  a Twin  Pregnancy 
Complicated  By  Death  of  One  Twin 

Sarah  W.  Hainline.  M.D.,  and  David  A.  Nagey.  M.D.,  Ph.D. 


ABSTRACT  A report  of  a twin  gestation  in  which  the  patient  was  followed  from  a time  before  death  of  one  twin  until 
delivery  is  presented.  The  importance  of  monitoring  fetal  growth  by  ultrasound,  serial  coagulation 
parameters,  maternal  blood  pressure  and  placental  function  is  emphasized.  Deterioration  of  any  of 
these  factors  may  indicate  delivery  prior  to  term  to  enhance  the  likelihood  of  a successful  outcome  for 
the  surviving  twin. 


OUR  recent  experience  in  man- 
aging a twin  gestation  in  which 
one  twin  was  lost  in  utero  and  the 
other  successfully  delivered  prompts 
this  report. 

A 22-year-old  black  woman,  grav- 
ida 2.  para  1-0-1,  presented  to  the 
Obstetric  Clinic  for  prenatal  care  at 
14  weeks  gestation  by  dates.  Gen- 
eral examination  was  within  normal 
limits.  Blood  pressure  was  110/70, 
weight  was  209  lbs.  Pelvic  exami- 
nation revealed  the  uterus  enlarged, 
compatible  with  a 14-week  gesta- 
tion. 

Obstetrical  history  included  the 
spontaneous  vaginal  delivery  of  a 7 
lb.  3 oz.  male  at  term  four  years 
previously.  Initial  laboratory  eval- 
uation revealed  a hemoglobin  of 
11.7  g/dl.  Urinalysis  showed  25-30 
WBC/HPF,  and  urine  culture  yielded 
a growth  of  100.000  colonies/ml  Kleb- 
siella pneumonia.  Blood  type  was 
O,  Rh  negative  and  the  Coombs  test 
was  negative.  The  patient  was  given 
sulfamethoxasole  and  subsequently 
had  a negative  urine  culture. 

Uterine  growth  was  considered 
appropriate  for  gestational  age  until 
19V2  weeks  by  dates.  At  that  time 
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the  uterine  fundal  height  was  noted 
to  be  26  cm,  above  the  symphysis 
pubis.  Obstetrical  ultrasound  exami- 
nation at  21  weeks  by  dates  revealed 
a twin  gestation  with  biparietal  di- 
ameters of  51  mm  and  52  mm,  com- 
patible with  a 22-week  gestation 
utilizing  a singleton  growth  table. 
Fetal  cardiac  motion  was  noted  in 
both  twins. 

Following  the  diagnosis  of  twin 
gestation,  the  patient  was  examined 
weekly  in  the  clinic.  Uterine  fundal 
growth  increased  to  35  cm  at  27 
weeks  gestation  by  dates.  Follow- 
up ultrasound  examination  was  per- 
formed at  this  time  and  revealed  no 
evidence  of  fetal  motion  or  cardiac 
activity  in  one  twin.  The  head  of  this 
twin  appeared  to  be  distorted  and 
collapsed.  The  other  twin  showed 
normal  fetal  motion,  cardiac  activ- 
ity, and  appropriate  interval  growth. 
I ntrauterine  fetal  demise  of  one  twin 
was  confirmed  on  repeat  ultrasound 
examination  one  week  later. 

Additional  laboratory  data  in- 
cluded the  following:  oral  glucose 
tolerance  test  at  23  weeks  gestation 
by  dates  was  negative;  24-hour  urine 
collection  at  23  weeks  contained 
200  mg  protein  with  a calculated 
creatinine  clearance  of  204  ml/min. 
Blood  chemical  determinations,  in- 
cluding total  protein,  albumin,  cal- 
cium, phosphorus,  bilirubin,  crea- 
tinine, LDH,  SGOT,  and  alkaline 


phosphatase  were  normal. 

Weekly  determinations  of  fibrin- 
ogen concentration  were  begun  at 
29  weeks  by  dates.  Initially  222 
mg/dl  fibrinogen  rose  to  330  mg/dl 
by  32  weeks  and  to  390  mg/dl  by  39 
weeks.  Fibrin  split  products  were 
undetectable  at  35  weeks.  Platelet 
count  at  37Vi  weeks  was  264,000. 
Indirect  Coombs’  test  was  negative 
at  1 8 weeks,  27  weeks,  and  38  weeks. 

Ultrasound  at  34  weeks  by  dates 
showed  the  living  twin  in  the  ce- 
phalic presentation  with  a biparietal 
diameter  of  81  mm,  consistent  with 
a 34-week  gestation.  Interval  growth 
was  considered  normal.  The  pa- 
tient’s weight  decreased  to  200  lbs. 
by  the  mid  trimester,  but  with  nutri- 
tional counseling  and  a program  of 
modified  bedrest,  weight  increased 
to  208  lbs.  before  delivery.  Blood 
pressure  remained  stable  at  110/70 
to  120/80. 

A fetal  activity  test  at  39  weeks 
menstrual  age  was  nonreactive.  A 
subsequent  contraction  stress  test 
demonstrated  occasional  late  de- 
celerations of  the  fetal  heart  rate 
and  was  interpreted  as  suspicious. 
The  patient  was  admitted  at  that 
time  for  induction  of  labor.  Her 
cervix  was  dilated  Wi  cm  with  no 
effacement.  The  presenting  vertex 
was  floating.  Admission  laboratory 
data  included  a hemoglobin  of  1 1.4 
g/dl,  platelet  count  248,000,  pro- 
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thrombin  time  ratio  of  0.9,  serum 
fibrinogen  375  mg/dl,  and  fibrin  split 
products  at  5 ug/ml. 

Induction  of  labor  with  oxytocin 
by  controlled  intravenous  infusion 
was  begun.  Regular  contractions  of 
moderate  intensity  every  3 to  4 min- 
utes developed.  Mild  variable  de- 
celerations were  noted.  Spontane- 
ous rupture  of  membranes  with  clear 
fluid  occurred  approximately  four 
hours  after  the  induction  was  be- 
gun. Cervical  dilatation  to  10  cm 
progressed  slowly.  Internal  moni- 
toring revealed  occasional  late  de- 
celerations. Approximately  16  hours 
after  induction  had  begun,  and  almost 
three  hours  into  the  second  stage  of 
labor,  following  prophylactic  admin- 
istration of  2 g cephamandole  intra- 
venously, the  patient  underwent  low 
transverse  cervical  cesarean  sec- 
tion under  epidural  anesthesia  be- 
cause of  failure  of  descent  of  the 
fetal  head  in  the  second  stage  of 
labor.  A 3040  g living  female  infant 
was  delivered  with  Apgar  scores  of 
8 and  9 at  1 and  5 minutes.  A macer- 
ated fetus  of  approximately  24  weeks 
gestational  age  was  also  delivered, 
as  was  a fibrotic  placenta.  The  pla- 
centa of  the  living  twin  was  normal. 
There  was  no  intraoperative  evi- 
dence that  the  dead  twin  obstructed 
the  birth  canal. 

Autopsy  of  the  stillborn  twin  re- 
vealed immaturity  (weight  180  g, 
crown-heel  length  26  cm),  severe 
maceration,  necrosis  of  visceral  or- 
gans, and  no  congenital  anomalies. 
The  dichorionic,  diamniotic  pla- 
centa showed  severe  atrophy  and 
fibrosis.  Unfortunately,  no  placen- 
tal weight  was  recorded. 

The  post-delivery  course  of  the 
neonate  was  uneventful.  The 
mother’s  postoperative  course  was 
marked  by  endometritis  (non-hemo- 
lytic  streptococcus  and  E.  coli  were 
recovered  via  culdocentesis)  that 
responded  to  the  administration  of 
penicillin,  tobramycin,  and  clinda- 
mycin. She  was  discharged  with  her 
infant  on  the  13th  postoperative 
day. 

DISCUSSION 

Numerous  factors  have  been  im- 
plicated in  causing  the  death  of  one 
fetus  in  multiple  gestations,  and  in- 
clude twin-to-twin  transfusion,  pla- 


cental abruption,  placental  insuffi- 
ciency which  may  be  secondary  to 
maternal  renal  or  hypertensive  dis- 
ease or  preeclampsia,  velamentous 
insertion  of  the  umbilical  cord  re- 
sulting in  compromised  feto-placen- 
tal  circulation,  and  congenital  anom- 
alies.1'2 The  cause  of  fetal  death  in 
this  case  could  not  be  determined. 

Reported  complications  from  the 
retention  of  a papyraceus  or  macer- 
ated twin  include  the  premature  de- 
livery of  the  other  sibling,  stillbirth 
of  the  sibling,  preeclampsia,  me- 
chanical interference  with  labor  and 
delivery  necessitating  cesarean  sec- 
tion, and  postpartum  hemorrhage  or 
infection  due  to  unrecognized  re- 
tention of  the  dead  fetus. 1,3,4 

Yoshioka  has  reported  the  condi- 
tion of  multicystic  encephaloma- 
lacia  resulting  in  cerebral  palsy  and 
neonatal  seizures  in  the  surviving 
sibling  of  a twin  gestation  compli- 
cated by  fetus  papyraceus.5  He  and 
others6,7  have  attributed  these  cere- 
bral lesions  to  vascular  occlusion 
due  to  embolism  or  thrombosis. 
Benirschke  has  reported  the  autopsy 
findings  of  multiple  thrombi  occlud- 
ing vessels  in  kidney,  spleen,  and 
brain  in  an  infant  who  had  a stillborn, 
macerated  twin.8.  Emboli  of  necrotic 
placental  material  have  been  de- 
scribed in  other  patients  by  Moore.9 
Moore  proposed  that  feto-fetal  trans- 
fer of  tissue  thromboplastins  from 
the  dead  fetus  through  placental 
vascular  anastomoses  causes  intra- 
uterine disseminated  intravascular 
coagulation.  It  is  conceivable  that 
the  transfer  of  thromboplastic  sub- 
stances to  the  maternal  circulation 
might  occur  as  well.  With  this  in 
mind,  the  reported  patient  was  fol- 
lowed closely  with  serial  fibrinogen 
concentrations  in  an  effort  to  detect 
the  early  stages  of  a consumptive 
coagulopathy.  Her  serum  fibrino- 
gen concentrations,  fibrin  split  pro- 
ducts, and  platelet  count  remained 
normal  through  the  remainder  of  the 
pregnancy. 

Twin  gestations  should  be  moni- 
tored with  serial  ultrasound  exami- 
nations every  two  to  four  weeks  in 
order  to  detect  deviations  from  ex- 
pected growth  patterns  with  con- 
sideration given  to  active  interven- 
tion if  persistent  discordancy  of 
growth  is  seen.  Leveno  has  pub- 


lished a twin  specific  curve  for  bi- 
parietal  diameter  versus  estimated 
gestational  age  and  recommended 
its  use  in  twin  gestation.10  We  did 
not  use  this  curve  as  there  was  no 
comparison  of  obstetric  with  neo- 
natal dates.11  If  the  intrauterine 
death  of  one  fetus  of  a multiple  ges- 
tation is  diagnosed,  the  growth  of 
the  surviving  twin  should  be  more 
closely  watched,  as  the  condition(s) 
causing  death  of  the  papyraceus 
twin  may  be  present  in  the  sibling, 
or  the  initial  death  may  cause  the 
death  of  the  surviving  twin,  as  men- 
tioned. Even  with  uncomplicated 
twin  pregnancies,  it  is  probably  most 
appropriate  to  repeat  sonography 
on  a monthly  basis  as  there  is  no 
other  means  of  observing  growth. 

With  a dead  twin,  serial  determi- 
nations of  coagulation  profiles,  close 
observation  of  maternal  blood  pres- 
sure for  preeclampsia,  and  surveil- 
lance of  placental  function  via  fetal 
activity  tests  or  contraction  stress 
tests  are  mandatory.  Deterioration 
in  any  of  these  may  necessitate  de- 
livery before  term,  as  in  this  patient. 
A fetal  activity  test  was  not  per- 
formed until  39  weeks  in  this  pa- 
tient. Toward  optimum  outcome, 
however,  the  authors  recommend 
that  fetal  activity  testing  in  twin  preg- 
nancy be  carried  out  weekly  from 
30  to  34  weeks  gestation  until  term. 
By  careful  attention  to  the  potential 
complications  of  the  intrauterine 
death  of  one  twin,  the  chances  for  a 
successful  outcome  for  the  mother 
and  for  the  surviving  fetus  may  be 
enhanced. 
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Needle  Biopsy  in  the 
Evaluation  of  the  Thyroid  Nodule 


Shawnee  D.  Weir,  M.D.,  H.  Kim  Park,  M.D., 

Ernest  W.  Larkin,  III,  M.D.,  and  William  W.  Fore,  M.D. 


ABSTRACT  Needle  biopsies  were  performed  on  100  patients  referred  for  evaluation  of  thyroid  nodularity. 

Adequate  samples  were  obtained  in  98%  of  the  patients.  Three  malignant  nodules  were  identified  by 
biopsy,  yet  two  of  these  were  considered  benign  clinically.  Needle  biopsy  reduced  the  percentage  of 
patients  for  whom  was  surgery  considered  diagnostically  necessary  from  50%  to  17%,  and  only  14  of 
our  patients  had  thyroid  operations.  When  surgery  was  performed,  cytohistologic  data  correlated  well 
with  surgical  pathology.  We  endorse  thyroid  needle  biopsy  as  a safe,  accurate  and  highly  useful 
diagnostic  technique  in  the  evaluation  of  thyroid  nodules. 


THE  management  of  solitary  or 
multiple  thyroid  nodules  re- 
mains controversial,  despite  dis- 
cussions of  this  problem  in  several 
hundred  articles  over  the  last  cen- 
tury. Thyroid  nodules  are  relatively 
common,  with  an  incidence  of 
4.2%. 1-3  Malignancy  of  the  thyroid 
gland  by  contrast  is  rare,  affecting 
25  people  per  million  population  an- 
nually.1,4,5  Thus  benign  lesions  are 
much  more  common  than  malignant 
ones,  and  surgical  excision  of  these 
benign  nodules  is  unnecessary.  The 
goal  in  evaluating  the  thyroid 
nodule  is  to  identify  the  malignant 
lesion. 

Numerous  diagnostic  tests  have 
been  used  in  evaluating  the  thyroid 
nodule,  and  these  are  summarized 
in  several  recent  excellent  re- 
views.5-8 History,  physical  exam 
and  the  usual  thyroid  function  tests, 
though  important  in  assessing  the 
initial  nodule,  have  been  unreliable 
in  differentiating  benign  from  ma- 
lignant lesions.  Radioiodine  scan- 
ning identifies  “cold”  (non- 
functioning) nodules  suspicious  for 
malignancy.  However,  83%  of  the 
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cold  nodules  are,  in  fact,  benign, 
and  the  incidence  of  malignancy  in 
“hot”  (hyperfunctioning)  nodules 
is  about  4%. 7,9-11  Ultrasonography 
is  useful  in  displaying  anatomy,  but 
does  not  give  histologic  informa- 
tion. Cystic  lesions,  generally  con- 
sidered benign,  have  a 7%  incidence 
of  malignancy.6,12-14 

Needle  biopsy  of  the  thyroid 
nodule  is  a safe  and  relatively  in- 
expensive diagnostic  tool,  and  it  is 
more  reliable  than  other  tests  in 
differentiating  malignant  from  be- 
nign disease.6,7  Needle  biopsy  has 
been  used  effectively  in  Sweden 
since  1950,  and  over  18,000  biopsies 
have  now  been  done  at  Karolinska 
Hospital.15  Hamburger  and  as- 
sociates16 have  published  the  results 
of  biopsies  performed  on  910  pa- 
tients. Their  series  included  116 
surgically  confirmed  malignancies. 
Of  these,  only  59%  were  recognized 
on  clinical  grounds,  but  with  fine 
needle  biopsy  99%  were  considered 
malignant  or  possibly  malignant 
before  surgery.  Many  other  authors 
have  had  similar  results  with  the 
needle  biopsy.4,12,17-21  Despite 
these  data,  the  technique  is  not 
unanimously  endorsed.22  In  this  ar- 
ticle we  describe  our  experience 
with  needle  biopsy  in  100  patients 
with  thyroid  nodules. 


MATERIALS  AND  METHODS 

The  study  group  consisted  of  100 
patients  referred  for  evaluation  of 
suspected  thyroid  abnormalities. 
There  were  six  men  and  94  women, 
ranging  in  age  from  19  to  76  years. 
Initial  evaluation  included  history, 
physical  exam  and.  where  indi- 
cated, thyroid  function  tests,  an- 
tithyroid antibodies,  and  thyroid 
imaging.  Based  on  this  evaluation, 
patients  were  placed  into  one  of 
three  categories  reflecting  clinical 
assessment  of  their  risk  for  thyroid 
cancer:  CATEGORY  1 cancer 
probable;  CATEGORY  2 -»  cancer 
possible;  or  CATEGORY  3 
probably  benign. 16 

After  the  clinical  evaluation,  pa- 
tients were  subjected  to  needle 
biopsy,  using  three  needle  sizes  as 
described  by  Hamburger.16  Local 
anesthesia  was  accomplished  using 
1%  lidocaine.  All  patients  under- 
went fine  needle  aspiration  using 
22-27  gauge  needles  and  a 20cc 
syringe.  Cellular  material  obtained 
was  thinly  spread  on  a glass  slide, 
fixed  with  aerosolized  fixative  or  al- 
cohol, and  stained  using  a standard 
Papanicolaou  technique.  Nine  pa- 
tients also  underwent  cyst  aspira- 
tion using  an  18  gauge  needle,  and  in 
14  cases  aspiration  needle  biopsies 
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(ANB)  were  accomplished  with  16 
gauge  needles.  Cutting  needle 
biopsy  (CNB)  was  performed  in 
four  cases,  using  the  Tru-cut  needle 
(Travenol  Laboratories,  Deerfield, 
111.  60015).  Each  biopsy  specimen 
was  then  interpreted  and  placed  into 
one  of  three  cytohistological  cate- 
gories: CATEGORY  1 malig- 
nancy probable,  CATEGORY  2 
malignancy  possible,  and  CATE- 
GORY 3 probably  benign. 

RESULTS 

Adequate  specimens  for  cyto- 
histological interpretation  were 
obtained  in  98%  of  the  patients. 
Specimens  were  inadequate  in  two 
cases,  both  performed  with  the  fine 
needle  aspiration  technique  alone. 
There  were  no  significant  compli- 
cations, and  all  patients  tolerated 
the  procedure  well.  In  four  cases 
small  hematomas  occurred,  but 
these  were  easily  controlled  with 
local  pressure. 

Our  results  are  presented  in  Ta- 
bles I and  II,  using  the  analysis 
methods  of  Hamburger. 16  Table  I 
shows  the  changes  in  diagnostic 
category  resulting  from  the 
cytohistological  data.  Three  nod- 
ules were  malignant  on  biopsy,  yet 
two  had  been  considered  non- 
malignant  clinically.  Needle  biopsy 
reduced  the  percentage  of  patients 
in  categories  I and  II,  for  whom 
surgery  was  being  considered,  from 
50%  to  1 7%.  Patients  in  category  III 
(probably  benign)  increased  from 
50%  to  83%  of  the  total,  and  in  these 
patients  surgery  was  usually 
avoided.  Thus,  only  14  of  our  100 
patients  with  nodules  underwent 
surgical  exploration. 

In  Table  II,  biopsy  cytohistologi- 
cal categories  are  correlated  with 
operative  findings  for  the  14  pa- 
tients who  underwent  excisional 
biopsy.  The  two  patients  in  cyto- 
histologic  category  I (malignancy 
probable)  did  have  malignancy  at 
surgery.  One  had  a papillary 
adenocarcinoma,  the  other  a fol- 
licular carcinoma.  All  the  other  le- 
sions, placed  in  cystohistological 
categories  II  and  III,  were  benign. 

Four  of  the  patients  who  under- 
went surgery  had  aspiration  needle 
biopsy  as  well  as  fine  needle  aspira- 

* One  of  the  three  patients  declined  surgery. 


'table  1 

Changes  in  Diagnostic  Category  Resulting  From  Cytohistological  Data 

Number  Cytohistological  Category 

Clinical  Category 

Patients 

1 

II 

III 

1 (malignancy  probable) 

17 

1 

3 

13 

II  (malignancy  possible) 

33 

1 

6 

26 

III  (probably  benign) 

50 

1 

5 

44 

Total 

100 

3* 

14 

83 



TABLE  II 

Number 

Surgery 

Cytohistological  Category 

Patients 

Benign 

Malignant 

1 (malignancy  probable) 

2 

0 

2 

II  (malignancy  possible) 

8 

8 

0 

III  (probably  benign) 

4 

4 

0 

Total 

14 

12 

2 

tion.  but  aspiration  biopsy  did  not 
add  significantly  to  the  precision  in 
diagnosis.  One  of  the  patients  had  a 
papillary  adenocarcinoma,  and  was 
placed  pre-operatively  in  cytohis- 
tological category  I.  The  others  had 
benign  lesions;  two  of  these  had 
been  put  in  category  II,  one  in  cate- 
gory III.  All  patients  undergoing 
Tru-cut  cutting  needle  biopsy  had 
benign  disease. 

DISCUSSION 

Our  experience  is  similar  to  that 
of  others,  and  demonstrates  the 
safety  and  accuracy  of  needle 
biopsy  of  the  thyroid. 4,12,17_21  Other 
conventional  methods  of  evaluating 
thyroid  nodules,  including  clinical 
assessment,  laboratory  tests,  sup- 
pression by  exogenous  thyroid 
hormone  and  scanning  techniques, 
are  imprecise.  In  our  series,  one 
malignant  thyroid  nodule  did  de- 
crease in  size  with  thyroid  hormone 
suppression.  Most  cold  solitary 
nodules,  suspicious  for  malignancy 
on  clinical  grounds,  were  benign 
when  biopsied. 

When  then,  with  such  excellent 
results,  should  there  be  any  hesi- 
tancy in  accepting  the  biopsy  tech- 
nique? The  answer  may  lie  in  the 
natural  conservatism  and  skepti- 
cism of  some  physicians,  and  in  the 
lack  of  the  availability  of  an  ex- 
perienced cytohistopathologist. 
The  latter  is  an  essential  prerequi- 
site for  doing  the  procedure.  In 
addition,  there  are  some  complica- 
tions and  limitations  of  the  tech- 
nique of  thyroid  needle  biopsy  that 
should  be  mentioned. 


Major  complications  have  been 
seen  only  with  the  use  of  large  nee- 
dles such  as  the  Tru-Cut  needle. 
Implantation  of  thyroid  carcinoma 
into  the  skin  along  the  needle  tract 
has  been  described,  and  has  pro- 
voked harsh  criticism  of  the  tech- 
nique. However,  we  could  identify 
only  two  cases  of  implantation  in 
the  thyroid  literature,  both  involv- 
ing Vim-Silverman  needles.23-24  To 
our  knowledge,  implantation  due  to 
fine  needle  biopsy  has  not  been  re- 
ported.6 Thus  the  problem  of  im- 
plantation has  been  significantly 
overestimated.  Other  potential 
complications  of  biopsy  include  in- 
jury to  trachea,  laryngeal  nerve,  and 
associated  blood  vessels. 6-7-16  Once 
again,  these  have  occurred  only 
with  large  needles,  and  have  not 
been  a significant  problem  with  fine 
needles.  Occasionally,  hematomas 
form,  and  transient  sweating  and 
dizziness  may  occur.  In  our  100  pa- 
tients, there  were  no  serious  com- 
plications. 

The  principal  limitation  of  the  fine 
needle  biopsy  is  the  inability  to  dif- 
ferentiate follicular  adenomas  from 
well-differentiated  malignant  fol- 
licular neoplasms.1-7’8,16  This  is  also 
difficult,  however,  with  large  needle 
biopsy  and  even  with  examination 
of  the  surgical  material  itself.7  This 
problem  may  be  addressed  by  con- 
sidering all  follicular  neoplasms 
equally  suspicious,  and  advising 
surgery  for  all  of  these  lesions.  In 
our  patients  who  have  not  had 
surgery,  we  have  recommended  a 
repeat  biopsy  at  one  year.  Another 
reported  limitation  of  the  thyroid 
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biopsy  has  been  inadequate  sam- 
pling. Characteristically  this  is  a 
problem  with  inexperienced 
operators,  and  can  be  easily  over- 
come with  training.  Interpretation 
of  the  sample  material  is  demand- 
ing, and  requires  a skilled  cytohis- 
topathologist.  In  our  group,  sam- 
pling technique  was  excellent,  with 
inadequate  specimens  in  only  2%. 

Thyroid  biopsy  provides  the  most 
direct  information  and  has  the  best 
predictive  value  of  any  diagnostic 
test.  It  permits  avoidance  of  unnec- 
essary surgery,  and  is  a valuable 
early  diagnostic  test.  Recent  data8 
further  suggest  that  thyroid  biopsy 
is  the  most  cost  effective  first  test  in 
diagnosis.  Our  initial  experience 
with  the  thyroid  biopsy  technique 
confirms  that  of  others:  the  tech- 
nique is  safe  and  accurate,  highly 


useful,  and  should  be  accepted  with 
enthusiasm. 
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JOHN  EARLE  [16017-1665] 

His  gaines  are  very  ill  got,  for  he  lives  by  the  hurts  of  the  Common-wealth.  He  differs  from  a physician  as  a 
sore  do’s  from  a disease  or  the  sicke  from  those  that  are  not  whole,  the  one  distempers  you  within,  the  other 
blisters  you  without. . . . The  rareness  of  his  custome  makes  him  pittilesse  when  it  comes:  and  he  holds  a Patient 
longer  then  our  Courts  a Cause. 
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712 


Vol.  43,  No.  10 


Toxic  Encounters 

of  the  Dangerous  Kind 

) 

PARAQUAT  — 

THE  WEED  AND  PEOPLE  KILLER 

Until  the  late  1970s  most  of  us  did  not  know  (or  care) 
about  the  herbicide  paraquat.  At  that  time  the  news 
media  explained  to  the  public  that  the  Mexican  gov- 
ernment was  conducting  a marijuana  elimination  proj- 
ect that  involved  the  aerial  spraying  of  herbicides  in- 
cluding paraquat.  At  the  time  this  project  was  of  some 
concern  to  the  United  States  because  of  the  amount  of 
marijuana  (60%)  entering  our  country  from  Mexico. 
Not  many  people  in  this  country  became  ill  because  of 
this  venture  but  knowledge  of  paraquat  poisoning 
should  be  part  of  the  health  care  profession’s  data 
base. 

Paraquat  is  one  of  the  most  serious  toxicological 
encounters  a person  can  experience.  This  substance  is 
so  dangerous  that  if  20  ml  or  more  of  the  concentrated 
solution  is  ingested,  death  is  very  likely  in  one-third  to 
one-half  of  the  cases;  10%  of  people  who  ingest 
granular  paraquat  will  die.  Toxicity  results  primarily 
by  ingestion  either  accidentally  or  for  suicidal  or 
homicidal  purposes.  In  Great  Britain  most  cases  of 
poisoning  due  to  this  product  are  the  result  of  deliber- 
ate self-destructive  acts.  Sufficient  paraquat  can  be 
absorbed  percutaneously  to  cause  severe  or  even  fatal 
poisoning  but  this  is  not  common.  Toxicity  has  been 
reported  as  a result  of  inhalation  of  the  product  during 
spraying.  The  subject  of  paraquat  is  not  an  idle  one; 
this  substance  is  being  used  in  our  state. 

Paraquat  toxicity  can  occur  as  an  acute  episode  or 
as  a subacute  problem.  (I  believe  it  would  be  wise  to 
mention  here  one  of  the  most  remarkable  facts  about 
this  very  dangerous  substance:  paraquat  undergoes 
complete  detoxification  on  contact  with  earth).  The 
four  major  adverse  effects  on  the  body  produced  by 
this  herbicide  are  (1)  corrosion  of  the  gastrointestinal 
tract,  (2)  renal  tubular  necrosis,  (3)  hepatic  necrosis, 
and  (4)  pulmonary  fibrosis.  The  severity  and  course 
depend  on  the  amount  ingested. 

Acute  toxicity  results  from  the  remarkably  caustic 
effects  of  the  wetting  agent  in  paraquat.  This  produces 
burning  and  ulceration  of  the  tongue,  throat  and 
esophagus  (including  the  possibility  of  esophageal 
perforation)  followed  by  abdominal  pain,  vomiting 
and  diarrhea.  One  of  the  most  peculiar  clinical  fea- 
tures of  paraquat  poisoning  is  the  formation  of  a 
pharyngeal  membrane  which  resembles  that  of 
diphtheria  very  closely.  If  no  history  of  paraquat  in- 
gestion is  obtained  the  presence  of  this  membrane  can 
be  disconcerting  to  say  the  least.  If  it  is  not  quickly 
identified  valuable  time  for  treatment  is  lost.  One 
clinical  clue:  paraquat  ingestion  generally  affects  the 


tongue;  a membrance  can  be  very  much  in  evidence 
here.  In  contrast,  diphtheria  generally  spares  the 
gums,  the  floor  of  the  mouth  and  the  tongue.  At  least 
think  of  paraquat  in  patients  with  oropharyngeal 
membranes.  In  massive  acute  ingestions  such  as  with 
over  30  mg/kg  or  50  ml  of  the  concentrate,  death  is 
likely  within  several  hours  to  one  or  two  days  with 
such  clinical  features  as  vomiting,  diarrhea,  fluid  loss, 
hypotension,  coma,  convulsions,  cardiac,  hepatic  and 
renal  failure  and  typically  pulmonary  edema. 

If  the  patient  ingests  as  little  as  4 mg/kg  or  more  the 
signs  and  symptoms  of  the  acute  form  are  present  but 
are  more  protracted  but  less  severe.  This  is  referred  to 
as  subacute  paraquat  toxicity.  In  this  form  pulmonary 
involvement  begins  24-48  hours  after  ingestion.  Here  a 
picture  resembling  adult  respiratory  distress  syn- 
drome occurs  which  progresses  to  pulmonary  fibrosis 
in  only  a few  days.  Renal  failure  is  common  secondary 
to  acute  tubular  necrosis.  Liver  damage  is  also  com- 
mon and  necrosis  of  the  adrenal  gland  can  occur.  The 
most  dramatic  clinical  presentation  is  that  of  progres- 
sive respiratory  failure.  Patients  who  develop  the 
pulmonary  complications  usually  (but  not  invariably) 
follow  an  inexorable  course  to  death. 

As  in  most  clinical  problems  the  diagnosis  depends 
on  a careful  history  and  physical  exam  (especially 
occupational  history)  and  a high  index  of  suspicion. 
There  is  a “quicky”  urine  test  for  paraquat  poisoning: 
add  10  ml  of  urine  to  2 ml  of  a 1%  solution  of  sodium 
dithionite  in  sodium  hydroxide.  If  paraquat  is  present 
in  concentrations  of  1 ppm,  the  urine  becomes  blue. 
Plasma  paraquat  levels  can  be  helpful  in  diagnosis  and 
management;  however,  this  test  is  certainly  not 
widely  available  in  North  Carolina.  A semiquantita- 
tive  test  can  be  performed  quite  readily  by  applying 
the  urine  screening  test  to  2 or  3 ml  of  plasma.  If  a blue 
color  results,  the  test  is  positive;  generally  the  darker 
the  blue  color,  the  higher  the  plasma  level,  the  worse 
the  prognosis. 

The  aims  of  the  management  are  to  remove  para- 
quat from  the  GI  tract,  increase  excretion  of  this  prod- 
uct and  prevent  pulmonary  damage.  The  emergency 
room  treatment  should  include  a cautious  gastric 
lavage  using  Bentonite  or  Fuller’s  Earth  (remember 
that  paraquat  is  detoxified  on  contact  with  earth). 
Following  the  lavage.  Fuller’s  Earth  or  Bentonite, 
along  with  a saline  cathartic,  should  be  administered 
every  two  hours  or  so  to  ensure  more  rapid  GI  excre- 
tion. Ideally,  serial  plasma  paraquat  levels  help  to 
guide  management.  Hemodialysis  and  charcoal 
hemoperfusion  are  thought  to  be  extremely  effective 
measures  for  removing  paraquat  at  least  in  some 
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cases.  Forced  diuresis  is  of  doubtful  value  but  proba- 
bly should  be  tried  if  renal  function  is  normal.  Because 
paraquat  selectively  accumulates  in  the  lung,  the  main 
focus  of  management  should  be  to  prevent  this  (by 
removal  of  paraquat  of  GI  tract,  prolonged  hemo- 
dialysis, etc.).  In  addition,  investigators  have  tried  to 
prevent  the  pulmonary  disaster  by  using  corticoste- 
roids, immunosuppressive  agents,  fibrinolytic  agents 
and  superoxide  dismutase  — none  of  which  seems  to 
be  the  answer.  In  some  recent  animal  studies  the  use 
of  Vitamin  E to  prevent  the  formation  of  superoxide 
radicals  (currently  believed  to  be  the  culprit  causing 
pulmonary  fibrosis  in  paraquat  poisoning)  was  less 
than  encouraging.  Oxygen  administration  enhances 
the  pulmonary  damage  caused  by  paraquat;  therefore, 
administer  a “diminished”  O2  supplement  to  your  pa- 
tient. 

Be  impressed  that  paraquat  poisoning  is  bad  news. 
A very  frightening  feature  in  a patient  with  this  dan- 


gerous encounter  is  the  onset  of  renal  failure  which 
effectively  prevents  the  elimination  of  the  absorbed 
paraquat;  the  lungs  will  invariably  suffer.  Peak  plasma 
level  is  often  achieved  within  a few  hours  of  ingestion, 
even  before  proper  medical  care  can  be  given.  Thus 
for  many,  the  outcome  is  determined  before  you  can 
act. 

If  1 frightened  some  of  you  initially  by  mentioning 
Mexican  marijuana  and  paraquat  in  the  same  para- 
graph. fear  not.  Today  80%  of  this  “herb”  that  enters 
the  U.S.  comes  from  Colombia  and,  to  my  knowledge, 
is  not  contaminated  with  paraquat. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine  and 
Chairman.  Committee  on  Accidents 
and  Poison  Prevention 
N.C.  Chapter  of  the  American  Academy 
of  Pediatrics 


DOROTHY  PARKER  [1892-1967] 

Razors  pain  you; 

Rivers  are  damp; 

Acids  stain  you; 

And  drugs  cause  cramp. 

Guns  aren’t  lawful; 

Nooses  give; 

Gas  smells  awful; 

You  might  as  well  live. 

Enough  Rope,  “Resumee” 
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REPORT  FROM  THE  EDITOR 

Fortunately,  the  North  Carolina  Medical  Society 
provides  the  editorial  office  a little  money  each  month 
for  expenses.  It  isn't  much  but  it  is  quite  sufficient  and 
a very  modest  surplus  has  accumulated.  We  have 
postal  expenses,  must  repair  typewriters,  need  staples 
and  so  on.  One  of  our  needs,  not  the  only  one  to  be 
sure,  is  met,  at  work,  by  my  employer  and  at  home  by 
the  household  budget;  the  society  has  yet,  to  my 
knowledge,  been  charged  for  a wastebasket  or  for 
garbage  dispoasl. 

We  do  have  a lot  of  garbage,  almost  all  paper.  How 
many  trees  we  help  dispose  of  each  year  in  this  way 
can  only  be  guessed  at.  Most  of  the  stuff  we  get  in  the 
mail  isn't  worth  opening  and  isn’t.  We  can  recognize  a 
circular  without  value  at  30  paces  and  less  than  first 
class  mail  gets  fleeting  attention.  Yet  the  tide  flows  on 
and  on  oblivious  to  its  destination,  caring  not  that  it 
has  little  influence  on  the  Journal's  course  or  on  medi- 
cal events  in  North  Carolina. 

Still  the  mails  do  occasionally  bring  items  of  inter- 
est. The  monthly  Morbidity  and  Mortality  Reports, 
for  example,  journals  from  other  societies  here  and 
abroad  for  which  we  exchange  our  own,  and  recently  a 
number  of  interesting  reports  which  deserve  more 
attention  and  comment  than  we  can  give  them.  The 
AMA  is  a constant  source  as  are  the  many  agencies  of 
the  federal  government  and  many  mysterious  firms, 
linked  loosely  if  at  all,  with  medicine,  send  us  their 
annual  reports.  People  try  to  sell  us  cartoons,  beseech 
us  to  print  advertising  handouts  as  news  or  medical 
fact,  and  send  us  pictures  of  new  medical  devices  and 
new  medical  vice-presidents  of  their  companies.  We 
strive,  usually  successfully,  to  protect  our  readers 
from  this  onslaught. 

If  there  were  space,  we  would  save  everything  for  a 
year,  classify  it,  weigh  it,  and  report  on  it  to  the  Exec- 
utive Council,  submitting  a brief  summary  as  infor- 
mation. Occasionally,  some  of  these  reports  are  of 
considerable  interest  and  should  be  analyzed  because 
some  of  our  readers  might  be  interested  in  them  too. 
At  the  moment,  neatly  stacked  on  the  corner  of  my 
desk,  are  seven  reports  which  should  be  treated 
kindly,  reviewed  and  abstracted  because  they  contain 
valuable  data.  Unfortunately,  by  the  time  they  can  be 
read,  mulled  over  and  written  about,  they  will  have 
lost  all  their  immediacy. 

The  AMA  is  responsible  for  two  of  them: 

1.  The  AMA  House  of  Delegates  Handbook,  June 
13-17,  1982,  which  is  really  a fascinating  docu- 
ment, and 


2.  Proceedings  of  the  House  of  Delegates  of  Las 
Vegas,  Nevada,  December  6-9,  1981,  35th 
Interim  Meeting. 

The  issues  the  AMA  must  consider  are  beyond  num- 
ber and  most  of  us  can  hardly  appreciate  the  work  that 
has  to  be  done  in  such  consideration. 

Three  come  from  the  U.S.  Department  of  Health 
and  Human  Services: 

1.  Mortality  From  Diseases  Associated  With 
Smoking:  United  States,  1960-1977. 

2.  Highlights  From  Wave  I of  the  National  Survey 
of  Personal  Health  Practices  and  Consequences: 
United  States,  1979. 

3.  The  Status  of  Hospital  Discharge  Data  in  Den- 
mark, Scotland,  West  Germany  and  the  United 
States. 

The  Robert  Wood  Johnson  Foundation  has  sent  us  a 
fascinating  special  report,  “Medical  Practice  in  the 
United  States,”  which  needs  to  be  read  in  conjunction 
with  “Medical  Practice  in  the  1980’s.”  “Physicians 
Look  at  Their  Changing  Profession,”  a report  com- 
missioned by  the  Henry  .1.  Kaiser  Foundation  and 
carried  out  by  Louis  Harris  and  Associates. 

The  batch  weighs  7 3A  pounds  and  has  a volume  of 
3.2  cubic  feet,  so  it  may  be  some  time  before  you  hear 
more  about  any  of  them. 

J.H.F. 


ELEVATORS:  HAZARDOUS  TO  YOUR  HEALTH 

Today  we  try  to  prevent  occupational  diseases  and 
compensate  those  afflicted.  Many  sufferers  are  inno- 
cent bystanders  who  must  work  to  live  and  cannot  be 
held  responsible  for  their  illnesses  unless  they  refuse 
to  protect  themselves.  Often  neither  employer  nor 
employee  can  be  found  at  fault,  particularly  when  risk 
cannot  be  determined  until  enough  time  has  passed  for 
toxic  effects  of  industrial  products,  such  as  the  car- 
cinogenicity of  vinyl  chloride,  to  be  recognized.  In  an 
industrial  society  this  is  a risk  of  what  was  once  called 
progress. 

In  today’s  society  it  is  sometimes  not  appreciated 
that  the  critical  unprotected  occupation  is  neither  in 
industry  nor  in  such  post-industrial  trades  as  data 
processing,  but  in  consumption.  Lung  cancer,  arterio- 
sclerosis, hypertension,  diabetes  mellitus  and  cir- 
rhosis of  the  liver  can  be  attributed  in  large  measure 
to  our  own  overindulgence.  Unfortunately,  awareness 
of  this  relationship  does  little  to  improve  our  vital 
statistics.  When  habit  collides  with  scientific  truth. 
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buttressed  by  arcane  statistical  analysis  and  often  pre- 
sented to  the  public  as  an  eleventh  commandment, 
habit  triumphs. 

The  skyscraper  is  the  great  symbol  of  this  con- 
sumptive society.  When  we  cannot  move  laterally 
because  land  is  too  dear,  we  ascend,  boxing  in  the 
sky.  The  hero  of  this  domestication  of  space  is  Elisha 
G.  Otis,  who  in  1854  demonstrated  that  stairs  were 
not  the  only  way  up  and  down.  Elevators  are  really 
the  crossroads  of  our  modern  world,  making  about 
50,000,000,000  trips  annually.  The  often  uneasy  riders 
of  the  nearly  3,000,000  elevators  must  then  cope  with 
unpredictable  and  inhuman  machinery. 

How  should  we  accommodate  to  such  public  trans- 
portation? In  tall  buildings  and  department  stores, 
before  elevators  became  fully  automatic,  it  was  easy. 
Each  vehicle  had  its  operator,  controlling  rise  and  fall 
by  delicate  touch  under  the  direction  of  a resplen- 
dency uniformed  captain  who  directed  passengers  to 
“Up  car!  Down  car!”  and  warned  shoppers  to  wait 
until  the  elevator  stopped  before  boarding  and  to 
“Watch  your  step.”  Sage  advice  indeed.  When  a 
guide  is  present,  our  bonds  with  earth  are  easily 
maintained.  We  know  where  to  get  off  and  even  enjoy 
being  told  so.  Without  such  a guide,  our  connections 
with  reality  can  become  tenuous  indeed. 

The  more  densely  populated  the  area,  the  dearer  the 
real  estate  and  the  more  numerous  the  skyscrapers.  So 
it  is  not  surprising  to  find  a clinic  in  White  Plains, 
N.Y.,  for  those  passengers  who  suffer  from  claus- 
trophobia and  acrophobia,  fear  of  tight  spaces  and  of 
heights.  The  ziggurats  of  Manhattan  may  induce  be- 
havioral disorders  but  they  can  hardly  be  expected  to 
provide  shoppers  compensation. 

If  the  elevator  is  seen  as  tomb  or  womb,  attention 
might  be  given  to  restoring  the  escalator.  These  de- 
vices are  open,  allow  riders  to  get  on  and  off  at  will 
and  hide  their  control  panels  from  consumers.  The 
elevator  with  a view  may  be  safer,  too.  The  rider  sees 
where  he  is  going  and  can  be  seen  by  friends  in  the 
lobby,  affording  a sense  of  security  not  possible  in 
traditional  buildings. 

If  we  are  to  cope  with  the  diagnostic  problems  gen- 
erated by  the  human  response  to  elevators,  more  ob- 
servations are  essential.  The  aim  of  therapy  must  be 


mastery  of  the  machine  so  we  must  recognize  charac- 
ter traits  which  make  such  active  autonomy  possible. 
No  place  is  better  than  a hospital  for  the  study  of  such 
behavior.  Here  are  the  anxious  family,  the  ministerial 
visitor,  the  devoted  house  officer,  the  polished  physi- 
cian — a marvelous  mixture  of  sophistication  and 
naivete,  all  in  the  same  elevator  going  up  or  down. 

Hospital  administrators  worry  about  elevators: 
maintenance,  depreciation,  traffic  load,  patient  trans- 
portation. So  they  urge  employees  to  walk  up  one  and 
down  two  flights  of  stairs.  But  there  is  always  the  fat 
maid  who  would  not  think  of  walking  for  fear  of  losing 
face;  there  is  the  quartet  from  hospital  maintenance 
who  must  go  together  by  elevator  to  replace  a single 
lightbulb.  Then  there  is  the  person  in  a hurry  who 
charges  in  as  soon  as  the  door  opens,  no  matter  that 
somebody  wants  off,  as  well  as  the  rider  who  doesn’t 
care  whetherthecarisgoing  upordown.  Others  won't 
travel  alone,  getting  off  when  you  do,  perhaps  having 
visions  of  being  stranded  alone  between  floors  or  of 
being  on  a runaway  elevator  going  up  and  down 
uncontrollably,  unwilling  to  stop  anywhere. 

The  sudden  conversationalist  also  deserves  serious 
study.  This  person,  ordinarily  seen  and  not  heard, 
begins  to  chatter  on  boarding,  seemingly  to  enlist  fel- 
low passengers  for  support.  A variation  is  seen  in  the 
gum  chewer  who  masticates  quietly  when  at  her  desk 
or  in  the  hall  but  pops  and  smacks  loudly  on  boarding 
the  elevator.  For  these  people  sound  is  an  essential 
reminder  of  their  humanity. 

Because  children  usually  take  our  miraculous  car- 
riers for  granted,  something  of  value  may  be  learned 
from  watching  them.  No  one  can  handle  an  automatic 
elevator  as  gracefully  and  with  such  an  air  of  mastery 
as  a kindergartener  who  asks  briskly  and  distinctly  for 
the  floor  you  wish,  who  holds  the  door  open  just  long 
enough  and  who  is  aware  that  the  hand  interrupting 
the  photoelectric  beam  will  restrain  threatening  doors. 
As  he  deplanes,  he  never  trails  his  hand  behind  him 
either  to  keep  those  doors  from  pursuing,  certain  of  his 
destination  and  sure  he  can  get  back  where  he  came 
from.  Will  this  mastery  vanish  in  adolescence  and  lost 
innocence  be  replaced  by  fear  of  falling? 

J.H.F. 


OLIVER  WENDELL  HOLMES  [1809-1894] 

The  young  man  knows  the  rules,  but  the  old  man  knows  the  exceptions.  . . . The  young  man  feels  uneasy  if  he 
is  not  continually  doing  something  to  stir  up  his  patient’s  internal  arrangements.  The  old  man  takes  things  more 
quietly,  and  is  much  more  willing  to  let  well  enough  alone. 

Medical  Essays,  “The  Young  Practitioner” 
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Therefc  more  to 
ZYLOPRIM 
than  (aUmnirinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  altopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “DA.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

r^\  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 


OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  ot  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.  i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

LimbitroL 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL8  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an 
overdose.  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50 
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The  State  of  Public  Health  in  North  Carolina 


Ronald  H.  Levine.  M.D.,  M.P.H. 

State  Health  Director 

Introduction 

It  is  indeed  a pleasure  to  once  again  undertake  this 
statutory  obligation,  a most  appropriate  one  in  my 
view,  since  your  state  health  agency  was,  after  all, 
created  by  the  General  Assembly  in  1877  at  the  re- 
quest of  the  North  Carolina  Medical  Society.  The  1982 
report  will.  I hope,  give  the  Society  an  overview  of 
some  of  the  accomplishments  of  the  Division  of 
Health  Services  and  will  single  out  for  special  em- 
phasis the  programs  and  services  devoted  to  the  con- 
trol of  communicable  diseases  in  our  state. 

To  begin.  North  Carolina’s  Neonatal  Hypothy- 
roidism Screening  Program  has  been  available  state- 
wide for  more  than  a year.  No  fewer  than  fifteen 
babies  with  this  disorder  were  discovered  last  year. 
By  preventing  the  mental  retardation  associated  with 
untreated  or  late-treated  disease,  we  have  served  well 
the  infants  and  families  involved,  not  to  speak  of  the 
considerable  savings  in  state  expenditures  for  institu- 
tionalization. 

A $1,250,000  capital  expansion  project  was  com- 
pleted at  our  Lenox  Baker  Children’s  Hospital.  This 
addition  and  renovation,  along  with  the  employment 
of  a fulltime  pediatrician,  enables  us  to  broaden  the 
service  spectrum  at  Lenox  Baker  from  purely  mus- 
culo-skeletal  problems  to  the  full  range  of  long-term 
inpatient  rehabilitative  services  for  children. 

Thanks  to  a special  appropriation  from  the  General 
Assembly,  our  agency  has,  for  the  first  time,  offered 
hospitalization  and  physician  reimbursement  for 
adults  with  hemophilia.  This  complements  similar 
services  already  available  for  adults  with  cystic  fi- 
brosis. 

As  you  are  probably  aware,  legislation  was  finally 
passed  in  1981  to  require  child  restraints  in  motor 
vehicles.  Our  staff  has  assisted  in  the  initiation  of  child 
safety  seat  loaner  programs  in  five  local  health  de- 
partments with  26  others  in  various  stages  of  devel- 
opment. 

Our  Chronic  Disease  Program  assists  many  North 
Carolinians  with  debilitating  kidney  failure.  The  pro- 
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gram  emphasized  home  dialysis,  allowing  great  cost 
savings  and  boosting  patient  morale.  With  home  and 
center  dialysis  now  widely  available,  we  have  more 
than  350  patients  waiting  for  kidney  transplants. 

We  know  that  community  fluoridation  can  contrib- 
ute up  to  65%  in  the  reduction  of  dental  disease. 
Today,  107  water  systems  in  North  Carolina  are  ad- 
justing the  fluoride  content  of  their  water  supplies  to 
the  optimal  level  of  one  part  per  million,  serving 
2,800,000  people.  Only  two  communities  in  the  state 
with  a population  of  more  than  10,000  have  not  yet 
fluoridated.  In  rural  areas  52,000  children  are  receiv- 
ing fluoridated  water  through  school  water  fluoridat- 
ers.  This  is  one  of  the  largest  programs  of  this  kind  in 
the  world. 

Our  state  Center  for  Health  Statistics  has  collected 
one  entire  year’s  hospital  discharge  data  for  North 
Carolina  with  the  considerable  support  of  the  Hospital 
Association.  We  believe  we  have  coverage  of  95%  of 
all  inpatient  service  with  such  information  as  primary 
and  secondary  diagnoses,  length  of  stay,  source  of 
payment,  and  socio-demographic  characteristics.  We 
hope  to  be  able  to  generate  significant  statewide  and 
area-specific  morbidity  information  to  physicians, 
hospitals,  researchers,  planners,  and  others. 

Immunization  Laws 

I promised  at  the  outset  an  in-depth  review  of  com- 
municable disease  control  matters,  so  let  me  begin 
with  some  recent  major  changes  in  our  state’s  im- 
munization laws.  (See  page  725  for  an  update  on  in- 
fluenza vaccine  recommendations.) 

Prior  to  1979  the  North  Carolina  immunization  law 
was  interpreted  as  applying  only  to  school  children 
when  they  were  first  admitted  to  a public  or  private 
school  — i.e.,  at  the  kindergarten  or  first  grade  level. 
As  new  vaccines  became  available  to  prevent  the  so- 
called  “common  diseases  of  childhood,’’  immuniza- 
tion against  diseases  like  measles  and  rubella  were 
added  to  our  law  — measles  in  1971  and  rubella  in 
1977.  However,  children  who  were  already  in  school 
when  these  revisions  of  the  law  went  into  effect  es- 
caped any  systematic  assurance  that  they  were  pro- 
tected against  these  diseases.  It  should  come  as  no 
surprise,  then,  to  note  that  measles  and  rubella  out- 
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breaks  (affecting  predominantly  junior  and  senior  high 
school  age  children)  occurred  in  the  late  1970s. 

The  1979  rewrite  of  the  state  immunization  law  rec- 
ognized this  problem  by  requiring  that  all  school  chil- 
dren — from  kindergarten  through  the  twelfth  grade  — 
be  immunized  against  diphtheria,  pertussis,  tetanus, 
poliomyelitis,  measles,  and  rubella.  It  also  extended 
immunization  requirements  to  day  care  center  chil- 
dren since  protection  of  preschool  children  from  vac- 
cine-preventable diseases  is  obviously  of  even  greater 
importance  than  initiation  of  immunizations  at  five  or 
six  years  of  age  as  a requirement  for  school  entry. 

Another  important  change  in  the  immunization  law 
enacted  by  the  1979  General  Assembly  was  the  addi- 
tion of  a requirement  that  those  children  who  received 
measles  vaccine  before  their  first  birthday  be  reim- 
munized. This  change  resulted  from  the  observation 
that  children  who  were  immunized  against  rubella 
between  nine  and  twelve  months  of  age  — as  initially 
recommended  at  the  time  of  live  measles  vaccine 
licensure  in  1963  — had  a substantially  higher  vaccine 
failure  rate  than  children  immunized  after  their  first 
birthday.  These  children  were  teenagers  in  the  late 
1970s,  and  they  too  figured  prominantly  in  the  measles 
outbreaks  of  those  years. 

The  General  Assembly  wisely  granted  a year  of 
preparation  to  the  State’s  schools  before  enforcement 
of  the  new  law  for  children  above  the  kindergarten- 
first  grade  level.  Thus,  during  the  1979-80  school  year, 
public  health  and  school  officials  across  the  state 
began  the  mammoth  task  of  checking  immunization 
records  on  all  school  children,  the  accomplishment  of 
which  has  happily  resulted  in  striking  improvements 
in  immunization  levels.  A 1978  random  sample  survey 
of  students  in  grades  two  through  twelve  of  public 
schools  in  the  state  showed  that  only  61%  had  ade- 
quate immunization  records.  In  1981,  this  level  had 
reached  98%.  As  revealed  by  sample  surveys  of  two 
year-olds  in  North  Carolina,  only  38%  of  children  had 
received  a minimally  defined  basic  series  of  three 
doses  each  of  DTP  and  OPV  vaccines,  measles  vac- 
cine, and  rubella  vaccine  by  their  second  birthday  in 
1972;  by  1980  this  percentage  rose  to  81%. 

It  should  not  be  too  surprising,  then,  that  there  has 
been  a marked  reduction  in  the  incidence  of  vaccine- 
preventable  diseases.  New  record  lows  were  estab- 
lished for  pertussis,  measles,  rubella,  and  mumps  in 
1981.  The  last  North  Carolina  case  of  diphtheria  oc- 
curred in  1974,  tetanus  remains  a low-level  problem  of 
unimmunized  older  individuals  in  the  state,  and  our 
most  recent  polio  cases  were  vaccine-induced. 

These  achievements  in  disease  prevention  are  not 
the  work  of  one  individual  or  even  one  group  of  peo- 
ple. Mention  has  already  been  made  of  the  contribu- 
tions of  public  health  workers  and  school  officials,  but 
much  of  the  credit  also  belongs  to  the  private  sector  of 
medical  practice.  Those  pediatricians,  family/general 
practitioners,  and  internists  who  assisted  in  bringing 
"shot  records"  up  to  date  deserve  special  recognition. 


Foodborne  Diseases 

In  contrast  to  the  vaccine-preventable  diseases, 
foodborne  diseases  — at  least  in  the  form  of  large 
outbreaks  — were  quite  prominent  during  1981.  The 
explosive  nature  of  some  of  these  outbreaks  was  of 
such  a magnitude  that  at  least  two  counties.  Bun- 
combe and  Randolph,  had  unplanned  trials  of  their 
hospitals'  emergency  response  plans. 

The  prevention  of  foodborne  disease  does  not  yield 
itself  to  the  straightforward,  unidirectional  method 
utilized  in  preventing  diseases  susceptible  to  control 
through  immunization.  Problems  in  food  hygiene  can 
arise  at  many  different  steps  in  the  human  "food 
chain”  from  the  farm  to  the  table.  Two  1981  examples 
will  illustrate  this  point. 

Almost  6,000  people  purchased  food  at  a fund-rais- 
ing barbecue  in  early  October  in  Franklin  County. 
Febrile  gastroenteritis  developed  in  at  least  1 12  indi- 
viduals attending  this  event  within  one  to  two  days, 
and  both  salmonella  blockley  and  S.  infantis  were 
isolated  from  pork  barbecue  and  the  stools  of  ill  indi- 
viduals. In  this  situation  contamination  of  cooked 
barbecue  by  the  use  of  unwashed  knives  which  had 
been  used  to  cut  up  the  raw  pork  was  the  likely  cause 
of  the  outbreak;  use  of  the  same  surfaces  for  process- 
ing of  the  raw  and  cooked  pork  may  also  have  been 
important  in  the  cause  of  this  outbreak.  The  barbecue 
was  kept  warm,  but  not  hot,  overnight,  a superb  cul- 
ture medium. 

Pork  is  one  of  the  leading  sources  of  non-typhoid 
salmonellae,  and  the  classical  situation  wherein 
cooked  meat  is  recontaminated  by  contact  with  a sur- 
face or  utensil  used  in  the  preparation  of  the  raw  meat 
is  illustrated  by  this  outbreak. 

Another  example  is  an  outbreak  of  staphylococcal 
food  intoxication  that  occurred  in  Buncombe  County 
in  July.  Between  2 and  IVi  hours  after  eating  a meal  at 
a conference  center,  approximately  278  people  began 
experiencing  nausea,  vomiting,  cramps,  and  diarrhea. 
Most  recovered  within  a few  hours,  receiving  only 
supportive  therapy  at  emergency  rooms  in  the  area. 
Food  history  analysis  implicated  cooked  ham,  and, 
indeed,  cultures  of  the  ham  yielded  119  million 
colonies  per  gram  of  an  enterotoxin-producing  staph- 
ylococcal aureus  organism.  Phage  typing  of  this  or- 
ganism matched  an  isolate  cultured  from  a purulent 
burn  wound  of  the  arm  of  a food  handler  who  sliced  the 
ham.  The  ham  sat  for  two  hours  after  slicing  without 
adequate  refrigeration. 

In  this  example  we  have  contamination  of  a food 
item  by  a human  food  handler  rather  than  the  food 
being  inherently  contaminated. 

A common  important  contributory  factor  in  both 
these  outbreaks  — and  in  many  others  — was  the 
element  of  time.  Most  foods  contaminated  with  an 
infectious  agent  — whether  "staph.,"  salmonella, 
Clostridium  perfringens  or  others  will  not  produce  ill- 
ness in  humans  if  they  are  eaten  immediately  after 
contamination.  However,  when  they  are  allowed  to  sit 
at  improper  holding  temperatures  before  consump- 
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tion.  multiplication  of  organisms  and/or  elaboration  of 
toxins  set  the  stage  for  human  illness. 

Prevention  of  foodborne  disease,  as  suggested  by 
these  abbreviated  outbreak  reports,  depends  to  the 
greatest  extent  upon  the  practices  of  food  handlers. 
Quarterly  inspections  of  restaurants  by  local  health 
departments  is  a time-honored  program  in  North  Car- 
olina, but  many  of  our  departments  have  come  to 
recognize  the  importance  of  food  handler  education  as 
well.  There  are  problems  in  trying  to  do  this,  not  the 
least  of  which  is  the  transient  nature  of  many  workers 
in  the  food  industry.  However  difficult  the  task,  at- 
tention to  the  need  for  food  handler  knowledge  in 
prevention  of  foodborne  disease  is  a must.  (See 
January  1982  North  Carolina  Medical  Journal: 
Health  Examination  of  Food  Handlers — Europe.) 

Rocky  Mountain  Spotted  Fever 

Rocky  Mountain  spotted  fever  (See  August  1982 
North  Carolina  Medical  Journal,  page  593,  for 
national  and  local  statistics  on  Rocky  Mountain  spot- 
ted fever. ) was  another  prominent  North  Carolina  dis- 
ease in  1981.  Our  state  has  led  the  nation  in  the  number 
of  reported  cases  of  this  tick-borne  rickettsial  infec- 
tion since  1970  to  the  extent  that,  in  1980,  North  Caro- 
lina reported  27.6%  of  the  total  CT.S.  cases — 321  of 
1 ,163.  It  should  be  recognized  that  our  state  is  not  an 
“island"  of  activity  for  this  disease  but  that  we  occupy 
the  center  of  a belt  of  Rocky  Mountain  spotted  fever 
that  involves  the  mid-  and  southern  Atlantic  states. 

The  reported  incidence  of  this  disease  in  North  Car- 
olina increased  fairly  steadily  during  the  1970s,  and 
the  rate  of  5.6  cases  per  100,000  in  1980  established  a 
new  high  for  the  state. 

The  reported  rate  for  1981  was  slightly  lower  than 
the  1980  rate,  and  there  were  six  deaths  attributed  to 
this  disease  in  1981  compared  with  the  17  recorded  for 
1980. 

As  with  foodborne  disease,  prevention  of  Rocky 
Mountain  spotted  fever  is  not  simple.  Vaccines  have 
been  developed,  licensed,  and  used  in  this  country  on 
two  occasions.  Neither  has  given  satisfactory  immu- 
nity to  those  receiving  the  vaccine,  and  currently  there 
is  no  licensed  vaccine  available.  Even  the  experi- 
mental vaccine  being  studied  does  not  hold  much 
promise,  for  12  to  16  human  volunteers  who  received 
this  vaccine  in  a recent  University  of  Maryland  study 
developed  Rocky  Mountain  spotted  fever  when  chal- 
lenged with  intradermally  injected  live  R.  rickettsii 
organisms. 

There  are,  of  course,  precautions  people  can  take  to 
avoid  contracting  Rocky  Mountain  spotted  fever. 
These  include  staying  out  of  tick-infested  areas,  the 
use  of  tick  repellents,  using  tick  collars  for  dogs  and 
cats,  the  use  of  pesticides  in  selected  situations,  and  — 
perhaps  most  importantly  — frequent  checking  for 
and  removal  of  crawling  or  attached  ticks  whenever 
there  has  been  possible  exposure  to  these  eight-legged 
creatures. 

The  problem  that  primarily  confronts  the  physician, 
however,  is  one  of  prevention  of  serious  morbidity 


or  mortality  from  this  disease.  One  national  study  of 
the  early  1970s  suggested  that  fatal  cases  of  Rocky 
Mountain  spotted  fever  are  more  likely  to  occur  be- 
cause the  attending  physician  delays  appropriate  an- 
tibiotic treatment  than  because  the  patient  delays 
seeking  medical  attention.  There  is  suggestive  evi- 
dence from  a more  recent  study  in  two  North  Carolina 
counties  that  this  may  not  be  as  true  in  this  state  as  it 
might  be  elsewhere.  Nonetheless,  fatal  cases  of  this 
disease  continue  to  occur  here  and  will  probably  con- 
tinue to  occur  so  long  as  there  is  no  really  adequate 
primary  prevention  tool  for  this  disease.  Many  cases 
present  atypically,  and  the  physician  has  a limited 
armamentarium  of  diagnostic  aids  to  call  upon  at  the 
time  the  decision  to  treat  or  not  to  treat  should  be 
made.  There  are  new  serologic  techniques  such  as  the 
indirect  hemagglutination  test  now  available  from  our 
agency’s  laboratory  which  indicate  the  presence  of 
specific  antibodies  in  a patient’s  serum  within  six  to 
seven  days  of  illness  onset.  That  is  not  as  quick  as  we 
would  like  it  to  be,  however,  so  there  is  also  the 
availability  at  some  medical  centers  in  North  Carolina 
of  a direct  immunofluorescence  test  which  can  be 
performed  on  a skin  biopsy  from  a patient’s  rash.  If 
this  test  is  positive,  one  has  confirmation  of  the  diag- 
nosis; if  the  test  is  negative,  the  patient  might  still  have 
Rocky  Mountain  spotted  fever.  The  physician  must 
then  still  rely  upon  his  or  her  clinical  judgment  in 
diagnosing  this  disease  in  its  early  stages. 

Rabies 

Finally,  a situation  that  gravely  concerns  us  is  the 
reappearance  of  wildlife  rabies  in  western  North  Car- 
olina. During  the  past  few  weeks,  seven  skunks  (five 
Watauga  County,  two  Ashe  County)  have  been  con- 
firmed in  our  laboratory  as  having  rabies.  This  finding 
is  of  particular  significance  since  our  state  has  been 
virtually  free  of  rabies  for  the  past  10  to  15  years, 
except  in  our  bat  population. 

The  current  outbreak  of  skunk  rabies  in  Ashe  and 
Watauga  counties  is  an  extension  of  an  epidemic  in 
eastern  Tennessee.  All  of  our  mountain  counties  and 
most  of  our  western  Piedmont  counties  have  a fairly 
heavy  population  of  skunks.  During  the  next  several 
years,  rabies  virus  will  most  probably  penetrate  the 
native  skunk  population  throughout  our  western 
counties. 

The  greatest  risk  to  our  human  population  is  not 
from  the  rabid  skunks  per  se,  but  rather  via  our 
domestic  dog  and  cat  population.  Dogs  and  cats  are 
the  animals  with  which  people  have  the  most  contact 
and  therefore  the  animal  most  likely  to  transmit  rabies 
virus.  North  Carolina  law  requires  dogs  to  be  im- 
munized against  rabies  but  there  is  no  immunization 
requirement  for  cats  except  by  a few  counties  (Ala- 
mance, Forsyth,  Craven,  Onslow,  and  Wake)  and 
cities  (Charlotte  and  Chapel  Hill)  which  have  such 
ordinances.  Cats  and  dogs  are  equally  capable  of 
transmitting  rabies  virus,  and  we  have  long  felt  that 
the  immunization  of  cats  against  rabies  is  a sound 
public  health  practice.  The  Wake  County  Medical  So- 
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ciety  has  adopted  and  forwarded  to  the  State  Society  a 
resolution  that  addresses  the  need  to  require  rabies 
immunization  of  our  cat  population.  Such  a statewide 
requirement  would  greatly  enhance  our  ability  to 
protect  people  against  infection  with  rabies  virus. 
(The  House  of  Delegates  did  pass  the  resolution.) 

Conclusion 

A study  of  our  accomplishments  as  well  as  our 
problems  yields  a persistent,  irrefutable  truth:  Pro- 


ductive efforts  in  public  health  involve  a cooperative 
effort  between  the  state  and/or  local  health  depart- 
ment and  the  private  sector  of  medicine.  I continue  to 
be  convinced  that  this  collaborative  relationship  will 
be  stronger  than  ever  in  the  months  and  years  to  come 
to  the  great  and  lasting  benefit  of  our  North  Carolina 
citizens'  health  and  well-being. 


HENRY  E.  SIGERIST  [1891-1957] 

The  task  of  medicine  is  to  promote  health,  to  prevent  disease,  to  treat  the  sick  when  prevention  has  broken 
down  and  to  rehabilitate  the  people  after  they  have  been  cured.  These  are  highly  social  functions  and  we  must 
look  at  medicine  as  basically  a social  science. 

Civilization  and  Disease,  Ch.  12 


"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem  with  alcohol  or  drugs,  you 


need  to  know  about  Fenwick  Hall. 

JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


I 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box 688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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From  the  Desk 

\ 

of  the  Managing  Editor 

J 

This  month  begins  a series  of  articles  on  the  eco- 
nomic issues  which  impact  on  organized  medicine. 
The  first  article,  “Health  Care  Coalitions,’’  reports  on 
the  development  at  the  national,  state,  and  local  levels 
of  one  alternative  to  the  problem  of  rising  health  care 
costs.  The  series  will  present  discussion  on  the  issues 
from  the  North  Carolina  perspective  and  commentary 
from  other  parts  of  the  country.  The  Journal  offers 
this  as  a forum  for  debate  and  encourages  comment 
from  you,  the  reader,  through  letters  and  editorials. 

— AAH 

HEALTH  CARE  COALITIONS 

American  Medical  Association 

In  a period  when  the  economy  in  general  is  creating 
growing  national  concerns,  the  rising  costs  of  medical 
care  are  a focus  of  attention  for  the  medical  profession 
and  for  many  other  groups  — business,  insurers,  hos- 
pitals, labor,  consumers,  and  government.  Our  coun- 
try is  reviewing  and  reassessing  private  and  public 
policies  on  costs,  planning,  and  delivery  of  health 
care. 

It  is  a time  when  all  must  share  in  the  responsibility 
for  finding  solutions.  And  these  solutions  must  be 
developed  locally  to  deal  with  unique  local  problems. 
A relatively  new  type  of  group  — the  health  care 
coalition  — is  coming  to  the  fore  as  a promising  vol- 
untary organization  to  deal  with  health  care  problems 
on  a local,  regional,  or  state  basis. 

At  the  national  level,  the  AMA  has  joined  with  the 
American  Hospital  Association,  the  Blue  Cross  and 
Blue  Shield  Associations,  the  Business  Roundtable, 
the  Health  Insurance  Association  of  America,  and  the 
American  Federation  of  Labor  and  Congress  of  In- 
dustrial Organizations  (AFL-CIO)  to  endorse  the  con- 
cept of  voluntary  coalitions.  Members  of  the  national 
groups  have  agreed  also  to  encourage  members  and 
local  affiliates  to  participate  together  in  such  coali- 
tions. 

For  the  AMA,  supporting  the  development  of  health 
care  coalitions  is  a natural  extension  of  its  activities 
over  the  past  three  years  in  developing  contacts  at  the 
national  level  with  business  and  industry  groups.  The 
AMA  has  also  encouraged  state  and  local  medical 
groups  to  establish  dialogues  with  businesses  and  in- 
dustries in  their  areas  to  discuss  common  concerns 
about  health  care  delivery. 

Within  the  federation  of  medicine,  both  state 
associations  and  county  societies  have  pursued  the 
initiation  of  medicine-business  coalitions.  About  46 
medicine-business  coalitions  are  in  operation  or  in 


development  stages.  Others  are  being  discussed.  In 
many  states  where  state  associations  have  not  estab- 
lished coalitions,  they  have  initiated  meetings  with 
business,  and  frequently  they  have  included  other 
providers.  Most  state  medical  associations  see  their 
roles  as  catalysts  for  county-level  coalitions,  and 
many  have  sponsored  programs  and  prepared  techni- 
cal assistance  materials  for  county  groups. 

The  AMA  believes  that  these  coalitions  have  the 
promise  of  being  the  most  effective  mechanisms  for 
containing  health  care  costs.  Even  though  a local  co- 
alition of  providers,  insurers,  business,  and  labor  may 
not  necessarily  develop  new  cost-effectiveness  ideas, 
it  can  create  a better  base  of  support  for  implementa- 
tion of  effective  programs.  For  example,  the  medical 
community  has  long  supported  such  policies  as  the 
elimination  of  nonemergency,  weekend  hospital  ad- 
missions; increased  preadmission  testing;  and  greater 
use  of  outpatient  services,  such  as  ambulatory  surgi- 
cal centers,  when  medically  appropriate.  Endorse- 
ment of  these  policies  and  cooperative  action  by  em- 
ployers who  furnish  health  insurance  and  by  labor 
unions  who  bargain  for  benefits  can  make  implemen- 
tation of  these  policies  a reality. 

The  AMA  believes  it  is  imperative  that  health  care 
coalitions  have  physician  participation  so  that  primary 
emphasis  is  given  to  quality  and  availability  of  medical 
care  and  access  to  it,  as  well  as  to  cost  effectiveness 
and  cost  containment. 

Recommendation  of  the  Immunization 
Practices  Advisory  Committee  (ACIP) 

INFLUENZA  VACCINES  1982-1983 

This  revision  of  the  influenza  vaccine  recommen- 
dations updates  information  on  influenza  activity  in 
the  United  States  for  the  1981-1982  influenza  season 
( superseding  MMWR  1981  ;30:279-88)  and  provides 
information  on  the  vaccine  to  be  available  for  the 
1982-1983  influenza  season. 

Introduction 

Influenza  virus  infections  occur  every  year  in  the 
United  States  but  vary  greatly  in  incidence  and  geo- 
graphic distribution.  Infections  may  be  asympto- 
matic, or  they  may  produce  a spectrum  of  manifes- 
tations ranging  from  mild  upper-respiratory  infection 
to  pneumonia  and  death.  Influenza  A and  B viruses 
are  responsible  for  only  a small  proportion  of  all  re- 
spiratory disease,  but  they  are  unique  in  their  ability  to 
cause  periodic  widespread  outbreaks  of  febrile  re- 
spiratory illness  among  adults  and  children. 
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Influenza  epidemics  are  frequently  associated  with 
deaths  in  excess  of  the  number  normally  expected. 
More  than  200,000  excess  deaths  are  estimated  to 
have  occurred  in  association  with  influenza  epidemics 
in  the  United  States  during  1968-1981.  Excess  deaths 
in  this  period  were  attributable  mainly  to  influenza  A 
viruses,  although  influenza  B epidemics  were  occa- 
sionally associated  with  excess  deaths,  as  in  1979- 
1980.  Epidemics  of  influenza  B,  and  to  a lesser  extent 
of  influenza  A,  infection  have  been  associated  with  an 
increased  incidence  of  Reye  syndrome  among  chil- 
dren and  adolescents  in  the  United  States. 

Efforts  to  reduce  the  impact  of  influenza  in  the 
United  States  have  been  aimed  at  protecting  persons 
at  greatest  risk  of  serious  illness  or  death.  Observa- 
tions during  influenza  epidemics  indicate  that  most 
influenza-related  deaths  occurred  among  chronically 
ill  children  and  adults  and  older  persons,  especially 
those  > 65  years  old.  Annual  vaccination  is  therefore 
recommended  for  these  medically  high-risk  persons. 

Influenza  A viruses  are  classified  into  subtypes  on 
the  basis  of  2 antigens:  hemagglutinin  (H)  and  neura- 
minidase (N).  Three  subtypes  of  hemagglutinin  (HI, 
H2,  H3)  and  2 subtypes  of  neuraminidase  (N  I , N2)  are 
recognized  among  influenza  A viruses  that  have 
caused  widespread  human  disease.  Immunity  to  these 
antigens,  especially  hemagglutinin,  reduces  the  likeli- 
hood of  infection  and  the  severity  of  disease  if  a person 
does  become  infected.  However,  there  may  be  suffi- 
cient antigenic  variation  (antigenic  drift)  within  the 
same  subtype  over  time  so  that  infection  or  vaccina- 
tion with  one  strain  may  not  induce  immunity  to  dis- 
tantly related  strains.  Although  influenza  B viruses 
have  shown  much  more  antigenic  stability  than  in- 
fluenza A viruses,  antigenic  variation  does  occur.  As  a 
consequence,  the  characteristics  of  antigenic  proper- 
ties of  current  strains  provide  the  basis  for  selecting 
virus  strain(s)  to  be  included  in  the  vaccine. 

During  the  1981-1982  winter,  influenza  activity  was 
generally  low  in  the  United  States,  with  no  apparent 
peaks  of  excess  mortality.  Less  than  half  the  usual 
number  of  virus  isolates  were  reported  to  CDC.  In 
many  states,  influenza  B viruses  were  shown  to  be  the 
cause  of  localized  outbreaks  among  school-age  chil- 
dren. Several  nursing-home  outbreaks,  some  with  as- 
sociated mortality,  were  also  confirmed  to  be  caused 
by  influenza  B viruses.  The  strains  of  virus  isolated 
were  closely  related  antigenically  to  B/Singapore/ 
222/79.  Sporadic  illnesses  and  a few  focal  outbreaks 
caused  by  influenza  A(H1N1)  viruses  also  occurred 
among  children  and  young  adults,  but  these  viruses 
were  less  prevalent  than  influenza  B.  Influenza 
A(H1N1)  isolates  were,  as  in  1980-1981,  similar  to 
A/England/333/80,  which  can  be  shown  by  laboratory 
tests  to  be  slightly  different  from  A/Brazil/ 1 1/78,  the 
current  vaccine  strain.  Measurement  of  antibody  re- 
sponses of  persons  receiving  vaccines  containing 
A/Brazil/1 1/78  antigen,  however,  indicates  that  these 
vaccines  should  protect  against  A/England/333/80-like 
H1N1  strains.  Most  information  about  strains  of  in- 
fluenza A(H3N2)  likely  to  be  prevalent  in  1982-1983  is 


derived  from  reports  and  analyses  of  viruses  isolated 
in  1981  in  Asia.  There  was  little  circulation  of  H3N2 
strains  in  the  Americas  or  Europe  during  the  1981- 

1982  influenza  season.  In  1981,  most  influenza 
A(H3N2)  virus  isolates  from  Asia  and  the  Southern 
Hemisphere  were  similar  to  strains  circulating  previ- 
ously. Some  additional  variants  were  identified,  but 
they  did  not  become  predominant  at  any  time  during 
the  year  or  appear  to  cause  any  epidemics. 

Influenza  Vaccines  for  1982-1983 

The  specific  antigens  and  their  potency  in  the  vac- 
cine will  be  the  same  as  in  1981-1982:  15  /xg  each  of 
hemagglutinin  of  A/Brazil/78(H  1 N 1 ),  A/Bangkok/79 
(H3N2),  and  B/Singapore/79  viruses  per  0.5-ml  dose. 

Adults  and  children  s*  13  years  old  will  require  only 
one  dose.  Children  < 13  years  old  are  less  likely  than 
older  children  or  adults  to  have  been  previously  in- 
fected with  strains  related  to  each  of  the  vaccine  com- 
ponents. Therefore,  because  of  their  potentially  lower 
level  of  immunologic  priming,  children  in  the  < 13- 
year  age  group  should  receive  two  doses  of  vaccine. 
However,  children  who  have  already  had  at  least  one 
of  the  influenza  vaccines  recommended  for  use  from 
1978  to  1982  will  require  only  one  dose  of  the  1982- 

1983  vaccine.  The  1982-1983  vaccines  will  be  available 
as  whole-virion  (whole-virus)  and  sub-virion  (split- 
virus)  preparations.  Past  data  indicate  that  split-virus 
vaccines  have  been  associated  with  somewhat  fewer 
side  effects  than  whole-virus  vaccines  among  chil- 
dren. Thus,  only  split-virus  vaccines  are  recom- 
mended for  persons  < 13  years  old. 

Vaccine  Usage 

General  Recommendations 

Annual  vaccination  is  strongly  recommended: 

1.  For  all  persons  (children  and  adults)  who  are  at 
increased  risk  of  adverse  consequences  from 
infections  of  the  lower  respiratory  tract  because 
of  a pre-existing  medical  condition.  Conditions 
predisposing  to  such  increased  risk  include: 

a)  Acquired  or  congenital  heart  disease  with 
actual  or  potentially  altered  circulatory 
dynamics  (e.g.,  mitral  stenosis,  congestive 
heart  failure,  or  pulmonary  vascular  over- 
load). 

b)  Any  chronic  disorder  or  condition  that  com- 
promises pulmonary  function  (e.g.,  chronic 
obstructive  pulmonary  disease,  bronchiec- 
tasis, heavy  smoking,  tuberculosis,  severe 
asthma,  cystic  fibrosis,  neuromuscular  and 
orthopedic  disorders  with  impaired  ventila- 
tion, residual  pulmonary  dysplasia  following 
the  neonatal  respiratory  distress  syndrome). 

c)  Chronic  renal  disease  with  azotemia  or  ne- 
phrotic syndrome. 

d)  Diabetes  mellitus  or  other  metabolic  diseases 
that  increase  the  risk  that  infections  will  be 
more  severe  than  for  persons  without  such 
conditions. 
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e)  Chronic,  severe  anemia,  such  as  sickle  cell 
disease. 

f)  Conditions  that  compromise  the  immune 
mechanism,  including  certain  malignancies 
and  immunosuppressive  therapy. 

2.  For  all  older  persons,  particularly  those  > 65 
years  old.  because  the  risk  of  death  during  in- 
fluenza outbreaks  generally  increases  with  age. 

In  balancing  the  benefits,  risks,  and  costs  for  the 
community,  some  localities  have  elected  to  vaccinate 
persons  who  provide  essential  community  services 
and  medical-care  personnel  who  also  are  at  increased 
risk  of  exposure.  Uniform  recommendations  cannot 
be  made  in  this  regard.  However,  vaccination  pro- 
grams for  groups  who  provide  community  services 
should  not  take  precedence  over  vaccination  of  per- 
sons specified  to  be  at  high  risk. 

Table  1 summarizes  vaccine  and  dosage  recom- 
mendations by  age  group  for  1982-1983. 

r \ 

TABLE  1 

Influenza  vaccine*  dosage,  by  age,  1982-1983 

Number 

Age  group  Product  Dosage  of  doses 

5 13  years  Whole  virion  (whole  virus)  0.5  ml  1 

or  sub-virion  (split  virus) 

3-12  years  Sub-virion  (split  virus)  0.5  ml  2f 

6-35  months  Sub-virion  (split  virus)  0.25  mlf  2f 

'Contains  15  ju,g  each  of  A/Brazil/78(H1N1),  A/Bangkok/ 
79(H3N2),  and  B/Singapore/79  hemagglutinin  antigens  in 
each  0.5  ml. 

fFour  weeks  or  more  between  doses;  both  doses  recom- 
mended for  good  protection.  However,  if  the  individual  re- 
ceived at  least  one  dose  of  any  influenza  vaccine  recom- 
mended from  1978-79  to  1981-82,  one  dose  is  sufficient. 

f Based  on  limited  data.  Since  the  likelihood  of  febrile  convul- 
sions is  greater  for  this  age  group,  special  care  should  be 
taken  in  weighing  relative  risks  and  benefits. 


Use  in  Pregnancy 

Physicians  should  evaluate  a pregnant  woman’s 
need  for  influenza  vaccination  on  the  same  basis  used 
for  other  persons;  that  is,  vaccination  should  be  ad- 
vised for  a pregnant  woman  who  has  any  underlying 
high-risk  condition.  Only  in  the  pandemics  of  1918- 
1919  and  1957-1958  was  there  persuasive  evidence 
that  influenza  infection  increased  maternal  mortality. 

There  is  no  evidence  to  suggest  that  influenza  vac- 
cine carries  any  maternal  or  fetal  risk,  and,  because  it 
is  inactivated,  the  vaccine  does  not  share  any  of  the 
theoretical  risks  of  live-virus-vaccine  infection  of  the 
fetus.  Nonetheless,  when  vaccine  is  to  be  given  in 
pregnancy,  waiting  until  the  second  or  third  trimester 
is  a reasonable  precaution  to  minimize  any  concern 
over  teratogenicity. 

Side  Effects  and  Adverse  Reactions 

Vaccines  used  in  recent  years  have  generally  been 
associated  with  only  a few  reactions;  less  than  one- 
third  of  vaccinees  have  been  reported  to  have  local 
redness  and  induration  for  one  or  two  days  at  the  site 
of  injection. 


Systemic  reactions  have  been  of  three  types: 

1.  Fever,  malaise,  myalgia,  and  other  systemic 
symptoms  of  toxicity,  although  infrequent,  most  often 
affect  children  and  others  who  have  had  no  experience 
with  the  influenza  virus  antigens  contained  in  the  vac- 
cine. These  reactions,  which  begin  6-12  hours  after 
vaccination  and  persist  1-2  days,  are  usually  attributed 
to  the  influenza  virus  itself  (even  though  it  is  inacti- 
vated) and  constitute  most  of  the  side  effects  of  in- 
fluenza vaccination. 

2.  Immediate,  presumably  allergic,  responses  such 
as  flare  and  wheal  or  various  respiratory  expressions 
of  hypersensitivity  occur  extremely  rarely  after  in- 
fluenza vaccination.  They  probably  result  from  sen- 
sitivity to  some  vaccine  component  — most  likely 
residual  egg  protein.  Although  current  influenza  vac- 
cines contain  only  a small  quantity  of  egg  protein,  on 
rare  occasions  they  can  induce  hypersensitivity  reac- 
tions. Individuals  with  anaphylactic  hypersensitivity 
to  eggs  should  not  be  given  influenza  vaccine.  This 
would  include  persons  who,  on  eating  eggs,  develop 
swelling  of  the  lips  or  tongue  or  experience  acute 
respiratory  distress  or  collapse. 

3.  In  1976,  a temporal  association  (i.e. . within  10 
weeks  of  vaccination)  was  noted  between  Guillain- 
Barre  syndrome  (GBS)  and  administration  of  A/New 
Jersey/76  (swine)  influenza  vaccine.  Vaccinated 
adults  had  an  excess  frequency  of  GBS  at  the  rate  of 
approximately  10  cases/1  million  persons  vaccinated. 
This  incidence  of  GBS  was  5-6  times  higher  than  the 
comparable  average  reported  incidence  for  unvacci- 
nated persons.  An  active  surveillance  system  for  GBS 
was  initiated  in  1978  and  was  maintained  for  three 
years.  No  significant  excess  risk  of  GBS  was  found  for 
recipients  of  influenza  vaccine.  Available  evidence 
indicates  that  any  risk  of  GBS  from  influenza  vaccine 
appears  to  be  far  lower  than  the  risks  associated  with 
influenza  among  persons  for  whom  the  vaccine  is  indi- 
cated. 

Supplementary  Measures 

Annual  vaccination  continues  to  be  the  most  im- 
portant way  to  prevent  influenza  and  should  be 
routine  for  all  persons  at  high  risk  of  serious  and/or 
fatal  disease.  Supplementary  measures  intended  to 
reduce  the  likelihood  of  exposure  in  community  out- 
breaks, such  as  limiting  the  number  of  gatherings  of 
large  groups,  may  delay  spread  but  are  not  uniformly 
effective. 

Amantadine  hydrochloride,  an  antiviral  drug,  can 
play  a supplementary  role  in  helping  prevent  influenza 
A for  certain  persons  and  circumscribed  groups.  It  is 
not  a substitute  for  vaccine  and  not  generally  applica- 
ble to  public  health  practice,  but  it  may  be  useful  for 
persons  who  need  protection  but  have  not  been  vacci- 
nated. 

Amantadine  protects  only  against  influenza  A,  not 
influenza  B,  infection  and  must  be  taken  each  day  for 
the  duration  of  the  epidemic  (6-8  weeks,  generally)  or 
until  active  immunity  can  be  expected  to  develop 
(about  10-14  days  after  vaccination).  Precautions  must 
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be  taken  for  patients  with  certain  chronic  conditions, 
and  there  are  sometimes  mild  but  occasionally 
troublesome  side  effects  — especially  among  older 
patients.  Amantadine,  a prescription  drug,  must  be 
ordered  and  monitored  by  a physician.  Dosage,  pre- 
cautions, and  other  information  on  use  are  specified  in 
the  drug’s  labeling. 
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THOMAS  MANN  [1875-1955] 

He  had  settled  down  as  one  of  the  physicians  who  are  companions  in  suffering  to  the  patients  in  their  care; 
who  do  not  stand  above  disease,  fighting  her  in  the  armour  of  personal  security,  but  who  themselves  bear  her 
mark  — an  odd.  but  by  no  means  isolated  case,  and  one  which  has  its  good  as  well  as  its  bad  side. 

The  Magic  Mountain,  Ch.  IV,  “Doubts  and  Considerations” 

(tr.  by  H.  T.  Lowe-Porter) 


Each  year  cancer  strikes  120,000  people 
in  our  work  force,  and  causes  our  economy 
to  lose  more  than  $10  billion  in  earnings. 
Earnings  that  American  workers  might  still 
be  generating  if  they  had  known  the  simple 
facts  on  how  to  protect  themselves  from 
cancer. 

Protect  your  employees,  your  company, 


and  yourself. ..call  your  local  unit  of  the 
American  Cancer  Society  and  ask  for  their 
free  pamphlet,  “Helping  Your  Employees 
to  Protect  Themselves  Against  Cancer!’ 
Start  your  company  on  a policy  of  good 
health  today! 

r American  Cancer  Society 


This  space  contributed  as  a public  service. 


728 


Vol.  43,  No.  10 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


Medicines  that  matter  from  people  who  care 


. 


NAME 

J 

STREET  ADDRESS 

CITY  STATE  ZIP 


PRINTED  IN  U.S.A. 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 


Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolinafor  more  than  FORTY- 
FIVE  years. 


Mrs.  Gladys  Madden  — Office  Manager 

WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 
Across  Street  from  Cone  Hospital 
Greensboro,  N.C.  27405 
Tel:  (919)  2753400  or  275-5035 
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Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T Burch,  M.D. 

Robert  W.  Gibson,  Jr.,  M.D. 

James  D.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 

Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


MEDICAL  STAFF 
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New  Members 


BURKE 

Mohiuddin.  Mohammed  Mairaj,  (OBG)  % Valdese  General  Hos- 
pital. P.O.  Box  700.  Valdese  28690 

CRAVEN-PAMLICO-JONES 

Grewal,  Satpal  Kaur,  (ON)  % Craven  County  Hospital,  New  Bern 
28560 

CUMBERLAND 

Gimesh.  John  Sigmund.  (PD)  3415-C  Melrose  Road,  Fayetteville 
28304 

DUPLIN 

Ammar,  Mohamed  Ibrahim,  (OBG)  P.O.  Box  648,  Stephens  St., 
Kenansville  28349 

DURHAM-ORANGE 

Adcock.  Charles  Martin,  (STUDENT)  49  Laurel  Ridge  Apts., 
Chapel  Hill  27514 

Dimond,  Marlin  Lee,  (RESIDENT)  910  Prologue  Road,  Durham 
27712 

Graham,  Mark  L.,  II,  (RESIDENT)  1600  Anderson  C-5,  Durham 
27702 

Mann,  Charles  Hayes,  (OTO)  1 1 10  S.  Main  Street,  Durham  27701 

Morris,  Jonathan  Edward,  (RESIDENT)  66  Maxwell  Road,  Chapel 
Hill  27514 

Slome,  Sally  Bryna,  (STUDENT)  2131/2  McCauley  St.,  Chapel  Hill 
27514 

Wyner,  Lawrence  Michael,  (STUDENT)  UNC,  234  Craige  Dor- 
mitory, Chapel  Hill  27514 

FORSYTH-STOKES-DAVIE 

Campbell,  Charles  Bruce,  III,  (OPH)  2928  Maplewood  Avenue, 
Winston-Salem  27103 

Kilgo,  Gary  Roderick.  (RESIDENT)  3961-A  Valley  Court, 
Winston-Salem  27106 

Kutler,  Marc  Stewart,  (STUDENT),  305  Picadilly  Drive, 
Winston-Salem  27104 

Pulverenti,  Salvatore  Michael,  (AN)  4105  Gladstonbury  Road, 
Winston-Salem  27104 

Rocamora,  Lee  Russell,  (IM)  2240  Cloverdale  Ave.,  Ste.  215, 
Winston-Salem  27103 

Weaver,  John  Wayne,  (STUDENT)  225  Lockland  Avenue, 
Winston-Salem  27103 

HENDERSON 

Weadon,  Preston  Stenz,  (N)  475  King  William  Road,  Henderson- 
ville 28739 

HERTFORD 

Almario,  Joselito,  (U)  419  Peachtree  Street,  Ahoskie  27910 

Alston,  Michael  Curtis,  (FP)  210  McKinley  Drive,  Ahoskie  27910 

PITT 

Kallman,  Harold,  (FP)  ECU  Dept,  of  Family  Medicine,  Greenville 
27834 

Spicer,  Samuel  Sherman,  (EM)  ECU  Dept,  of  Emergency  Med., 
Greenville  27834 

ROBESON 

Adams,  William  Chambliss,  (PD)  Lumberton  Children’s  Cli. , 103 
W.  27th  Street,  Lumberton  28358 

ROCKINGHAM 

Call,  David  Lee,  (DR)  Route  #1,  Box  53,  Eden  27288 

Ross,  Robert  J.,  (OBG)  518  S.  Van  Buren  Rd.  #8,  Eden  27288 


STANLY 

Greaves,  Mark  Kessler,  (EM)  Route  #2,  Box 484,  Albemarle  28001 
WAKE 

Harper,  Robert  Norment,  Jr.,  (GE)  1212  Cedarhurst  Dr.,  P.O.  Box 
1 8700,  Raleigh  27609 

Whicker,  James  Hubert,  (OTO),  3010  Anderson  Drive,  P.O.  Box 
18946,  Raleigh  27619 

Zeok,  John  Victor,  (CD)  3400  Executive  Dr.,  Ste.  102,  Raleigh 
27609 


What?  When?  Where? 


Please  note:  I . The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

In  State 
October  15 

“Psychopharmacology  Update:  New  Approaches-New  Horizons” 
Place:  Asheville 

Fee:  $80 

Credit:  7 hours 

Info:  Forrest  L.  Smith,  Executive  Director,  CME  in  Psychiatry, 

Box  3253,  Duke  University  Medical  Center,  Durham.  NC 
27710,  919-684-5050 


October  20 

“Calcium  Channel  Blockers” 

Place:  Sanford 

Fee:  — 0 — 

Credit:  2 hours,  AAFP  applied  for 

Info:  R.  S.  Cline,  M.D.,  Dir.  ofCont.  Med.  Ed.,  Central  Carolina 

Hospital,  1 135  Carthage  St.,  Sanford.  NC  27330,  919-774- 
4100 

October  22-23 

“Cancer  and  Nutrition:  The  15th  Annual  Malignant  Disease  Sym- 
posium” 

Place:  Chapel  Hill 

Fee:  $125 

Credit:  13  hours 

Info:  Mimi  Minkoff,  Cancer  Research  Center,  Box  30,  Mac- 

Nider  Building,  Chapel  Hill,  NC  27514,  919-966-3036 

October  27 

“Calcium  Antagonists:  A New  Era  of  Therapy  for  Cardiovascular 
Diseases” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville.  NC 

27834,  919-758-5200 
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October  28-31 

"Annual  Meeting  and  Scientific  Program  of  the  NC  Neuropsychiat- 
ric Association” 

Place:  Asheville 

Fee:  $70  (members) 

Credit:  14-1554  hours  applied  for 

Info:  Ms.  Jerry  H.  Nance,  Executive  Secretary,  NC  Neuropsy- 

chiatric Association,  419  Dickson  Mill  Road,  Durham,  NC 
27705 

November  3-5 

"Recent  Advances  in  Applied  Echocardiography” 

Place:  Winston-Salem 

Fee:  $300 

Credit:  24  hours 

Info:  Postgraduate  Course  in  Medical  Sonics,  300  S.  Hawthorne 

Rd..  Winston-Salem.  NC  27103,  919-748-4505 

November  10 

"Developmental  Disability  in  the  Neonate  and  Infant:  Causes  and 
Rehabilitation” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours,  AMA  Category  I and  AAFP 
Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

November  18-20 

“Comprehensive  Breast  Disease  Symposium” 

Place:  Winston-Salem 

Credit:  20  hours 

Info:  Postgraduate  course  in  Medical  Sonics,  300  S.  Hawthorne 

Rd..  Winston-Salem.  NC  27103.  919-748-4505 

December  3-4 

“Renal  Dysfunctions  and  Hypertensive  Disorders  in  Pregnancy” 
Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

January  12 

"The  Investigation  of  Sudden  Death  — Beginning  at  the  Scene” 
Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 

January  22 

“Fourth  Annual  Pulmonary  Disease  Update” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 


Out-of-State 
October  25-29 

"Dermatology  for  Non-Dermatologists” 

Place:  Bermuda 

Fee:  $325 

Credit:  14  hours,  AMA  Category  I and  AAFP 
Info:  "Dermatology  for  Non-Dermatologists,”  PO  Box  2987, 

Duke  Medical  Center.  Durham,  NC  27710,  919-684-2504 

October  30-November  2 

"76th  Annual  Scientific  Assembly” 

Place:  Atlanta,  GA 

Info:  Southern  Medical  Association,  PO  Box  2446.  Birmingham, 

Ala  35201,  205-323-4400 

November  4-7 

"Current  Controversies  in  Adult  and  Pediatric  Urology” 

Place:  Chicago,  III 

Credit:  33  hours 

Info:  Linda  Mace,  PO  Box  3707,  Duke  Medical  Center,  Durham, 

NC  27710 


November  12-14 

“Cardiology  in  the  Aging" 

Place:  Johnson  City.  TN 

Info:  Floyd  B.  Goffin.  M.D.,  Assistant  Dean,  Department  of 

Continuing  Medical  Education,  Box  I9660A,  Quillen 
Dishner  College  of  Medicine,  East  Tennessee  State  Uni- 
versity, Johnson  City,  TN  37614,  615-928-6426 

November  16-17 

"Ellis  Orthopaedic  Lectureship” 

Place:  Johnson  City,  TN 

Info:  Floyd  B.  Goffin,  M.D.,  Assistant  Dean,  Department  of 

Continuing  Medical  Education.  Box  19660A,  Quillen 
Dishner  College  of  Medicine,  East  Tennessee  State  Uni- 
versity. Johnson  City.  TN  37614.  615-928-6426 

December  6-10 

“IV  International  Symposium  in  Perinatology,” 

“III  Course  in  Perinatal  Medicine” 

Place:  Mexico 

Info:  Continuing  Medical  Education  Unit.  Montes  Urales  800. 

Lomas  Virreyes,  Deleg.  Miguel  Hidalgo,  1 1000-Mexico, 
D.F. 


January 

“Forensic  Medicine” 

Place:  Johnston  City,  TN 

Info:  Floyd  B.  Goffin,  M.D..  CME  Dept..  Box  19660A.  Quillen 

Dishner  College  of  Medicine,  East  Tennessee  State  Uni- 
versity, Johnson  City,  TN  37614,  615-928-6426 

The  items  listed  in  this  column  cover  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  “WHAT?  WHEN?  WHERE?”,  P.O.  Box  27167, 
Raleigh  2761 1 , two  months  prior  to  the  month  in  which  they  are  to 
appear. 

Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attractive 
tax  status  the  Federal  government  has  awarded  certain 
commerical  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer  par- 
ticularly high  first-year  deductions  and  potential  for  par- 
tially tax-sheltered  cash  flow.  Selected  real  estate  programs 
offer  good  investment  possibilities,  especially  with  the 
new  accelerated  depreciation  structure  provided  by  the 
1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable  for 
you? 

Capital  Placements  carefully  scrutinizes  the  programs  it 
sponsors  with  focuses  on  management,  financial  stability, 
past  performance,  tax  considerations  and  program  struc- 
ture — all  of  which  become  more  important  with  the  new 
tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 

Victor  B.  Taube 
Capital  Placements 

Services,  Inc.  (919)  847-7234 

Member  S.I.P.C. 
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North  Carolina 
Medical  Society  Auxiliary 


Inaugural  Address 
May  7,  1982 

After  Ann  the  first,  Ann  the  second,  and  Anne  the 
third,  the  medical  auxiliary  now  has  Eleanor  of 
Aquitaine.  I hasten  to  add  that  I don’t  intend  to  be 
“Queen”  — I also  don't  intend  to  be  upset  if  you  call 
me  Anne  once  in  awhile,  because  I have  newfound 
admiration  for  all  of  my  predecessors.  Our  newest 
past  president,  Anne  Hubbard,  has  gone  the  farthest 
mile  for  this  organization  and  has  given  us  outstanding 
leadership  throughout  the  year. 

I am  honored  to  be  a new  link  in  the  golden  chain  of 
women  who  have  led  this  auxiliary.  I am  here  as  your 
new  president  because  I have  found  doctors’  wives 
very  special  and  because  of  enormous  personal  em- 
pathy with  their  lives  as  physicians’  partners.  We  have 
been  “kindred”  since  my  own  husband  embarked  the 
two  of  us  on  this  journey  35  years  ago  as  medical 
student  and  medical  student’s  wife. 

A familiar  excerpt  from  Alice's  Adventures  in  Won- 
derland reads:  “Would  you  tell  me,  please,  which  way 
I ought  to  go  from  here.  ...”  “That  depends  a good 
deal  on  where  you  want  to  get  to”  said  the  Cat.  “I 
don’t  much  care  where,  . . .”  said  Alice.  “Then  it 
doesn’t  matter  which  way  you  go”  said  the  Cat.  For 
the  North  Carolina  Medical  Society  Auxiliary  it  mat- 
ters very  much  which  way  we  go  in  this  59th  year.  We 
can't  afford  to  drift  here  and  there. 

The  theme  for  our  year  together  is  designed  to  sug- 
gest new  directions  through  an  “Emphasis  on  Com- 
mitment.” All  of  us  have  commitments  already  — as 
women,  wives,  mothers,  anchors  in  our  medical 
families.  The  medical  auxiliary  has  survived  and 
grown  because  women  before  us  have  reached  out 
beyond  these,  to  other  commitments. 

Last  year  the  Texas  Medical  Auxiliary  questioned  a 
group  of  young  medical  wives.  These  women  reported 
that  they  were  very  “turned  off’  when  they  heard  that 
they  are  expected  to  do  certain  things  because  they  are 
doctors’  wives,  or  that  they  are  “lucky”  to  be  married 
to  doctors.  Well  — they  are  doctors’  wives.  Through 
experience  with  one  another  and  the  shared  commit- 
ment to  the  medical  auxiliary,  we  can  help  these  young 
wives  and  ourselves  recognize  the  positive  aspects  of 
this  medical  partnership. 

The  medical  auxiliary  provides  a reason  to  come 
together  and  opportunities  for  accomplishment  and 
service.  Therefore,  I ask  you  to  make  three  specific 
commitments.  The  first  of  these  is  to  please  help  to 
renew  your  organization.  Place  a high  priority  on  your 
personal  involvement  in  the  auxiliary.  Then,  make  a 
contract  with  me  to  bring  one  person  who  has  never 
been  (or  not  in  a long  time)  to  a state  or  county  auxil- 
iary meeting. 


Our  second  commitment  will  be  to  plan  and  be 
involved  with  programs  in  your  counties  to  strengthen 
all  families  — our  medical  families,  young  families  and 
troubled  families.  The  new  president’s  program  to  be 
presented  at  this  meeting  will  prepare  us  for  this  em- 
phasis. It  will  also  include  ways  to  develop  capable 
young  people  and  help  them  make  good  life  choices. 

In  response  to  a growing  problem,  we  are  exploring 
what  the  auxiliary  can  do  to  help  get  young  drunken 
drivers  off  N.C.  highways.  With  our  extensive  net- 
work of  concerned  women  across  the  state,  we  might 
just  help  produce  real  solutions  to  this  health  hazard. 

The  fall  state  auxiliary  meeting  will  include  pro- 
grams about  legal  drug  abuse  and  home  health  care. 
These  things  affect  family  life  and  are  subjects  about 
which  we  should  be  informed. 

The  third  commitment  that  I want  to  emphasize  is 
twofold:  first,  we  must  actively  assist  the  N.C.  Medi- 
cal Society  in  lobbying  for  appropriate  health  legisla- 
tion. And,  second,  we  will  try  to  increase  the  Medical 
Auxiliary  Student  Loan  Fund  for  N.C.  medical  stu- 
dents in  North  Carolina  universities. 

These  suggestions  are  “sign  posts”  for  our  year 
together.  In  the  end  you  will  implement  what  appeals 
to  you  and  what  is  needed  in  your  community  and  in 
your  auxiliary. 

As  a volunteer,  the  doctor’s  wife  gives  with  a gener- 
ous spirit  and  amazing  energy.  Within  her  sphere  of 
influence  she  really  wants  to  help  make  the  world  a 
better  and  happier  place.  We  plot  and  plan  under  the 
umbrella  of  the  medical  auxiliary  in  order  to  be  more 
effective. 

Together,  we  can  broaden  the  medical  auxiliary's 
tradition  of  service.  Our  strength  is  our  commitment 
to  one  another. 

Mrs.  Eleanor  Hunt 
State  Auxiliary  President 
Wilmington,  N.C. 


4 DRUG  AND  ALCOHOL  TREATMENT  CENTER  I I III 

woodhill 

A DIVISION  OF  APPALACHIAN  HALL 

Located  in  the  beautiful  mountains  of  Western 
North  Carolina,  Woodhill  offers  a complete 
and  comprehensive  28-day  treatment  program 
for  the  chemically  addicted.  Included  are: 
detoxification,  individual  and  group  psycho- 
therapy, education  groups,  psychodrama, 
weekly  family  involvement,  as  well  as  a variety 
of  activities.  Integration  into  Alcoholics 
Anonymous  and  Al-Anon  along  with  a com- 
prehensive aftercare  program  is  provided. 
Additionally,  the  Woodhill  team  works 
closely  with  Employee  Assistance  Program 
managers  and  supervisors.  Appalachian  Hall  is 
JCAH  accredited  and  is  recognized  by  Blue 
Cross,  Champus,  Medicare,  and  other  major 
insurance  companies.  For  further  informa- 
tion please  write  or  call  us  at: 

P.O.  Box  5534  Asheville,  N.C.  2881  3 
(704)  253-3681 
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News  Notes 


East  Carolina  University 
School  of  Medicine 

Dr.  R.  William  McConnell,  clinical  professor  of 
radiology,  has  been  appointed  to  a two-year  term  on 
the  Medical  Radiation  Advisory  Committee  of  the 
Food  and  Drug  Administration.  The  committee  is  re- 
sponsible for  developing  a program  to  reduce  the  pub- 
lic's exposure  to  X-rays  and  for  finding  more  effective 
uses  of  X-rays  in  medicine. 


The  School  of  Medicine  and  Pitt  County  Memorial 
Hospital  have  accepted  36  new  residents  into  the 
postgraduate  training  program  at  the  medical  center. 

The  new  physicians  received  their  medical  degrees 
from  17  schools  across  the  country.  Ten  of  the  doctors 
are  ECU  medical  school  graduates. 

Fourteen  of  the  residents  are  specializing  in  family 
medicine,  the  largest  of  the  six  residency  programs. 
Eight  physicians  are  specializing  in  medicine,  two  in 
obstetrics  and  gynecology,  and  four  each  in  pediat- 
rics, psychiatry  and  surgery. 

The  medical  center  now  has  a total  of  93  residents  in 
the  postgraduate  program. 


Dr.  M.  Evelyn  McNeill,  associate  professor  of 
anatomy,  has  published  a chapter  in  the  book  entitled 
The  Pineal  Gland  and  Its  Hormones.  McNeill’s 
chapter,  “Membranous  Structures  in  Pinealocytes  of 
the  Chinese  Hamster  (Cricetulus  griseus):  Are  they 
Annulate  Lamellae?,’’  was  co-authored  by  Carlton  P. 
Smith  Jr.,  research  technician.  The  book  is  edited  by 
R.  J.  Reiter  and  published  by  Alan  R.  Liss,  Inc. , N.Y. 


Department  of  Pediatrics  members  Dr.  Sudesh 
Kataria,  assistant  professor,  and  Dr.  Theodore 
Kushnick,  professor  and  director  of  the  Develop- 
mental Evaluation  Clinic,  co-authored  a paper  entitled 
“Short-Rib  Polydactyly  Dwarfism:  Saldino  Noonan 
Type’’  which  appears  in  the  July  issue  of  the  American 
Journal  of  Diseases  of  Children. 


Dr.  Charles  G.  Rob.  professor  of  surgery,  presented 
two  papers  at  the  University  of  Minnesota,  Minne- 
apolis during  June.  Rob’s  presentations  included 
“Venous  Ulcer”  and  “Management  of  Abdominal 
Aortic  Aneurysm.” 


Assistant  Professor  of  Pediatrics  Dr.  Kathleen  Rao, 
director  of  the  cytogenetics  laboratory,  co-authored 
an  article  which  appears  in  a recent  issue  of  Ex- 


perimental Cell  Research.  The  article  examines  the 
“Sequential  Staining  with  Hoechst  33258  and  Quina- 
crine  Mustard  for  the  Identification  of  Human 
Chromosomes  in  Somatic  Cell  Hybrids.” 


Three  faculty  members  at  the  School  of  Medicine 
recently  collaborated  on  a paper  which  appears  in  the 
May  issue  of  Infection  and  Immunity.  The  article, 
entitled  “Experimental  Otitis  Media  in  Gerbils  and 
Chinchillas  with  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  other  Aerobic  and  Anaerobic 
Bacteria,”  was  co-authored  by  Dr.  Robert  S.  Ful- 
ghum.  associate  professor  of  microbiology.  Dr.  Jack 
E.  Brinn  Jr.,  associate  professor  of  anatomy,  and  Dr. 
A.  Mason  Smith,  associate  professor  of  microbiology. 


Dr.  Dennis  A.  Revicki,  instructor  and  research 
coordinator  in  the  Department  of  Family  Medicine, 
published  a paper  in  the  summer  issue  of  Educational 
Evaluation  and  Policy  Analysis.  The  paper  is  “A 
Model  for  Assessing  the  Degree  of  Implementation  in 
Field-Based  Educational  Programs.” 


An  article  appearing  in  the  July  issue  of  the  Annals 
of  Emergency  Medicine  was  co-authored  by  Dr.  E.  Jack- 
son  Allison  Jr.,  associate  professor  and  chairman  of 
the  Department  of  Emergency  Medicine.  The  article 
is  titled  “The  Esophageal  Obturator  Airway:  A Re- 
assessment of  Use  by  Paramedics.” 
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Dr.  Janice  Daugherty,  instructor  of  family  medi- 
cine. Presented  “Self-Assessed  Competence  in  Ob- 
stetrics and  Gynecology:  A Curriculum  Development 
Tool  for  Residency”  at  the  annual  Fellows’  Sympo- 
sium held  at  the  University  of  North  Carolina-Chapel 
Hill  on  June  9. 


Dr.  Paul  D.  Mozley,  professor  of  obstetrics  and 
gynecology,  has  been  appointed  to  the  Psychiatry  and 
Law  Committee  of  the  N.C.  Neuropsychiatry  Associ- 
ation. Mozley  also  was  appointed  to  the  steering 
committee  for  the  American  Society  for  Psychoso- 
matic Obstetrics  and  Gynecology. 


“Effect  of  Training  on  Muscle  Protein  Turnover  in 
Male  and  Female  Rats’  ’ is  a paper  that  appeared  in  the 
April  issue  of  Biomedical  Medicine.  The  paper  was 
written  by  Department  of  Biochemistry  members 
Edward  B.  Tapscott  Jr.,  research  technician.  Dr. 
George  J.  Kasperek,  associate  professor,  and  Dr. 
G.  Lynis  Dohm,  associate  professor. 


Dr.  Jarrett  Barnhill  Jr.,  assistant  professor  of 
psychiatric  medicine,  has  received  a $10,137  resi- 
dency training  grant  from  the  National  Institute  of 
Mental  Health. 


and  because  of  the  extensive  experience  its  faculty 
members  have  had  with  the  illness. 

“We  will  continue  to  approach  the  problem  of  ar- 
thritis from  a variety  of  angles,  but  now  we  will  have 
the  resources  to  expand  our  efforts,”  he  said.  “These 
include  more  basic  research  into  the  causes  and  treat- 
ment of  arthritis,  broader  educational  programs  di- 
rected at  health  professionals  and  arthritis  patients.” 

Other  missions  of  the  center  will  be  to  develop  and 
study  innovative  forms  of  arthritis  care,  to  explore 
health  policy  issues  and  to  evaluate  center  activities  to 
determine  their  merit  and  general  applicability. 

The  National  Arthritis  Act  stimulated  increased 
governmental  interest  in  the  illness  and  provided  for 
centers  of  expertise  around  the  United  States  when  it 
was  passed  by  the  Congress  in  1974.  There  are  now  20 
multipurpose  arthritis  centers. 


The  Comprehensive  Hemophilia  Diagnostic  and 
Treatment  Center  recently  sponsored  two  educational 
events  designed  to  reach  a wide  range  of  health  pro- 
fessionals as  well  as  the  general  public. 

A special  one-day  conference  on  “Treatment  of 
Hemophiliacs  with  Antifactor  VIII  Antibodies”  was 
held  June  18  at  the  Hotel  Europa  in  Chapel  Hill.  The 
program  was  co-sponsored  by  the  Center  for  Throm- 
bosis and  Hemostasis  and  supported  by  Hyland 
Therapeutics  Division  of  Travenol  Laboratories,  Inc. 


Dr.  Edwin  W.  Monroe,  associate  dean  of  the  School 
of  Medicine  and  executive  director  of  the  Eastern 
Area  Health  Education  Center,  has  been  appointed  to 
the  advisory  board  of  the  Kate  B.  Reynolds  Health 
Care  Trust.  The  1 1 -member  board  meets  twice  a year 
to  consider  grant  requests  and  make  recommenda- 
tions to  the  foundation’s  trustees. 

University  of  N.C. 

School  of  Medicine  & 

N.C.  Memorial  Hospital 

The  National  Institutes  of  Health  has  selected  the 
University  of  North  Carolina  at  Chapel  Hill  to  estab- 
lish and  maintain  the  nation’s  newest  multipurpose 
arthritis  center. 

The  facility,  the  only  new  one  funded  by  NIH  this 
year,  will  be  the  only  federally  designated  arthritis 
center  south  of  Baltimore  and  east  of  Birmingham. 

It  will  be  supported  initially  by  a three-year 
$722,000  grant,  effective  July  1,  from  the  National 
Institute  of  Arthritis,  Diabetes,  Digestive  and  Kidney 
Diseases. 

Dr.  John  D.  Winfield,  professor  of  medicine  and 
chief  of  the  division  of  rheumatology  and  immunol- 
ogy, will  serve  as  director  of  the  center. 

Winfield  said  the  University  was  selected  from 
among  many  institutions  across  the  United  States  that 
applied  for  federal  support  because  of  the  reputation 
of  its  schools  of  medicine,  nursing  and  public  health 


f FALL  OB-GYN  UPDATE^ 
ENDOCRINOLOGY  & 
GENETICS, 
PERINATOLOGY 
CONFERENCE 
Friday  & Saturday 
December  3-4,1982 

At  the  Columbia  Inn 

Columbia,  Maryland  1 

Course  Director:  Marcos  J.  Pupkin,  M.D. 
Sponsored  by: 

Department  of  Obstetrics  and  Gynecology 
University  of  Maryland 
School  of  Medicine 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528-3956 
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Faculty  members  participating  included:  Drs. 
Campbell  McMillan,  professor  of  pediatrics,  Philip 
Blatt,  associate  professor  of  medicine  and  director 
of  the  Comprehensive  Hemophilia  Diagnostic  and 
Treatment  Center,  Harold  Roberts,  professor  of  med- 
icine and  director  of  the  Center  for  Thrombosis  and 
Hemostasis,  William  Webster,  professor  of  dental 
ecology  and  pathology  and  Gilbert  White  111.  assistant 
professor  of  medicine. 

June  25  marked  the  premiere  of  the  center’s  new 
slide  tape  show  on  hemophilia  titled.  “It's  A Whole 
New  Ballgame.” 


Health  and  medicine  writers  from  newspapers  and 
television  stations  across  the  state  attended  a sym- 
posium on  “Medicine  and  Health  1982“  hosted  by  the 
School  of  Medicine  and  North  Carolina  Memorial 
Hospital  .1  une  1 5 and  1 6 at  the  Quail  Roost  Conference 
Center. 

The  symposium  was  organized  by  the  Office  of 
Medical  Center  Public  Affairs  to  stimulate  interest  in 
health  and  medical  reporting,  to  provide  journalists 
with  useful  information  on  timely  topics  in  medical 
science  and  to  give  them  an  opportunity  to  meet  in- 
formally with  members  of  the  medical  center  admin- 
istration and  faculty. 


Drs.  Phillip  J.  Bassford  and  Myron  S.  Cohen  are 
co-winners  of  the  1982-83  Jefferson-Pilot  Fellowship 
in  Academic  Medicine. 

Bassford.  an  assistant  professor  of  bacteriology  and 
immunology,  received  his  undergraduate  degree  from 
Virginia  Polytechnic  Institute  and  his  Ph.D.  from  the 
University  of  Virginia  in  1977.  Prior  to  coming  to  the 
University  of  North  Carolina,  Bassford  was  a re- 
search fellow  in  the  Department  of  Microbiology  and 
molecular  genetics  at  Harvard  Medical  School.  He 
has  been  a member  of  the  faculty  since  1979. 

Cohen,  an  assistant  professor  of  bacteriology, 
earned  his  undergraduate  degree  from  the  University 
of  Illinois.  He  received  his  medical  degree  from  Rush 
Medical  College  and  was  a postdoctoral  fellow  at  Yale 
Medical  School  prior  to  joining  the  faculty  of  the  Uni- 
versity of  North  Carolina  in  1980. 

Dr.  Stuart  Bondurant.  dean  of  the  School  of  Medi- 
cine, announced  the  awards,  which  provide  funding  to 
be  used  at  the  discretion  of  the  recipient  for  the  sup- 
port of  scholarly  endeavors.  The  active  term  of  the 
fellowship  is  four  years. 

The  academic  medicine  fellowship  program  is  sup- 
ported by  a fund  established  by  the  Jefferson-Pilot 
Corporation.  The  intent  of  the  program  is  to  attract 
and  hold  promising  young  faculty  members.  The  can- 
didates are  nominated  by  senior  faculty  members. 
“This  year  deliberations  were  especially  difficult.” 
said  Bondurant.  “as  there  were  numerous  outstanding 
nominees.” 


Dr.  Charles  B.  Watson,  assistant  professor  of 
anesthesiology,  recently  was  elected  president  of  the 
Carolina-Virginia  Society  of  Critical  Care  Medicine. 
The  society  is  a multidisciplinary  organization  of 
physicians,  nurses,  therapists  and  technicians  who  are 
interested  in  critical  care. 

Jan  Riordan,  supervisor  of  surgical  intensive  care 
units,  was  elected  a council  member  and  Dr.  E.  F. 
Klein,  professor  of  anesthesiology,  was  named  chair- 
man of  the  committee  on  financial  reimbursement. 

The  Carolina-Virginia  Society  of  Critical  Care 
Medicine  held  its  first  educational  symposium  in  May. 
It  was  co-sponsored  by  the  Department  of  Anesthesi- 
ology and  covered  a wide  range  of  critical  care-related 
topics  of  interest  to  health  professionals. 

Meeting  participants  included:  Alicia  Arvidson.  as- 
sistant director  of  surgical  services;  Dr.  Elizabeth 
Mann,  assistant  professor  of  anesthesiology;  Dr. 
Mitchell  Friedman,  assistant  professor  of  medicine; 
Dr.  Edwin  A.  Bowe,  assistant  professor  of  anes- 
thesiology and  Pat  Mendenhall,  administrative  assis- 
tant in  the  Department  of  Anesthesiology. 


Dr.  Joan  C.  Rogers,  associate  professor  of  occupa- 
tional therapy  at  the  University  of  North  Carolina  at 
Chapel  Hill,  has  been  awarded  the  Eleanor  Clarke 
Slagle  Lectureship,  the  highest  academic  honor  given 
by  the  American  Occupational  Therapy  Association. 

The  award,  presented  at  the  association’s  recent 
annual  conference  in  Philadelphia.  Pa.,  was  presented 
to  Dr.  Rogers  for  her  development  of  occupational 
therapy  theory  and  research  supporting  the  impor- 
tance of  occupation  as  a health  determinant  and  for 
successfully  blending  the  rules  of  educator,  re- 
searcher and  practitioner. 

The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

Dr.  Lawrence  R.  DeChatelet,  professor  of  bio- 
chemistry at  Bowman  Gray,  died  June  29  at  age  41. 

He  joined  the  Bowman  Gray  faculty  in  1969  and  was 
prominent  both  as  a scientist  and  as  a teacher.  Dr. 
DeChatelet  was  internationally  known  for  his  re- 
search on  the  pathobiology  of  white  blood  cells  and 
was  the  author  of  more  than  120  scientific  papers 
which  have  been  published  in  professional  journals. 
He  also  reported  on  his  research  at  the  Second  Euro- 
pean Conference  on  Biochemistry  of  Phagocytes  in 
1980  in  Trieste,  Italy. 

Dr.  DeChatelet  was  the  1975  recipient  of  the  Award 
for  Teaching  Excellence,  the  highest  teaching  award 
given  to  a member  of  the  Bowman  Gray  faculty.  He 
also  was  a two-time  winner  of  the  school’s  Basic  Sci- 
ence Teaching  Award.  He  received  a further  honor  in 
1979  when  the  medical  school's  graduating  class  dedi- 
cated its  yearbook  to  him. 

(continued  on  page  744) 
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Good  mornings 
start  with  restful  nights. 


Dalmane  ( flurazepam  HCI/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  tim 
as  many  patients  reported  feeling  refreshed  and  alert  up 
awakening  after  a night  on  Dalmane  (flurazepam/Rocl 
compared  to  placebo  nights.2  This  difference  was  highll 
significant  (p<0.001).  And  a retrospective  study  of  2 
hospitalized  patients  who  received  Dalmane  revealed  o 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  afte; 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fal 
asleep  sooner,  sleep  longer  and  experience  fewer  noctui 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  con 
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on  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
tatment  of  insomnia  have  been  demonstrated  in  thou- 
nds  of  patients  with  a variety  of  primary  medical  condi- 
)ns,  including  cardiovascular,  neuropsychiatric,  endocrine- 
etabolic,  gastrointestinal,  genitourinary,  respiratory  and 
usculoskeletal  disorders.1  Dalmane  (flurazepam  HC1/ Roche) 
contraindicated  in  pregnancy  and  in  patients  hypersensi- 
re  to  the  drug. 

ivoids  rebound  insomnia 
pon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
etherapy  levels  after  drug  discontinuation— has  been 
ported  as  a potential  clinical  problem  with  some  hypnot- 
>.9 10  However,  this  problem  has  not  been  reported  with 
almane.  In  eight  out  of  eight  sleep  laboratory  studies, 
ere  were  no  reports  of  rebound  insomnia."  When  you 
escribe  Dalmane,  you  can  be  confident  of  efficacy  that 
ihances  therapeutic  progress.  Your  insomniac  patients  can 
: assured  of  a restful  night,  night  after  night— a good  start 
r a good  morning. 
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Dr.  Samuel  H.  Love,  associate  professor  of  micro- 
biology at  Bowman  Gray,  died  July  14  at  age  54. 

Dr.  Love,  who  held  the  Ph.D.  degree  from  the  Uni- 
versity of  Pennsylvania  and  who  did  post-doctoral 
work  at  the  Massachusetts  Institute  of  Technology, 
taught  and  conducted  research  at  Bowman  Gray  since 
1955. 

In  1980.  he  was  named  by  Averett  College  as  its 
outstanding  alumnus  of  the  year.  He  was  cited  then  for 
his  successful  biomedical  research. 


The  Bowman  Gray  School  of  Medicine  has  been 
awarded  a $2.4  million,  four-year  grant  from  the  Na- 
tional Cancer  Institute  for  continued  and  expanded 
support  of  the  Piedmont  Oncology  Association  (POA). 

The  association  consists  of  about  80  cancer  spe- 
cialists, including  medical  oncologists,  surgeons, 
radiologists  and  pathologists,  in  a five-state  region. 
The  POA  was  formed  to  speed  the  transfer  of  new 
cancer-care  technology  and  to  evaluate  that  technol- 
ogy. 

According  to  federal  officials,  the  POA  formed  in 
1976  by  Bowman  Gray  represents  a prototype  for  the 
nation.  The  Bowman  Gray  POA  is  heavily  oriented 
toward  affiliations  with  community-based  physicians 
rather  than  physicians  who  are  solely  associated  with 
a hospital. 

A major  aim  of  the  new  grant  will  be  to  expand  the 
number  and  scope  of  phase  two  and  three  cancer 


studies,  especially  those  involving  several  approaches 
to  cancer  care. 

Physicians  involved  in  the  POA  meet  quarterly  at 
Bowman  Gray  for  an  exchange  of  information  gained 
from  patient  treatment  throughout  much  of  the  five- 
state  region  and  for  gaining  further  information  about 
advances  in  cancer  care. 


Dr.  David  M.  Biddulph,  associate  professor  of 
anatomy,  has  been  appointed  to  a three-year  term  on 
the  editorial  board  of  the  American  Journal  of 
Physiology:  Endocrinology  and  Metabolism. 


Dr.  Robert  A.  Diseker,  associate  professor  of  com- 
munity medicine,  has  been  appointed  a reviewer  for 
the  Journal  of  the  American  Medical  Association. 


Dr.  Ralph  B.  Leonard,  assistant  professor  of 
surgery  (emergency  medicine),  has  been  appointed  an 
oral  examiner  of  the  American  Board  of  Emergency 
Medicine  for  1982-85. 


Sandra  M.  Maree,  instructor  in  anesthesia  (nurse 
anesthesia),  has  been  appointed  to  the  Liaison  Com- 
mittee of  the  American  Association  of  Nurse  Anes- 
thetists and  the  American  Society  of  Anesthesiolo- 
gists for  1982-83. 
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Dr.  Charles  H.  McLeskey,  assistant  professor  of 
anesthesia,  has  been  elected  an  examiner  for  the 
American  Board  of  Anesthesiology. 


Dr.  I.  Meschan,  professor  of  radiology,  has  been 
awarded  honorary  membership  in  the  North  Carolina 
Society  of  Radiologic  Technologists. 


Dr.  John  R.  Ureda,  assistant  professor  of  commu- 
nity medicine,  has  been  elected  chairperson  of  the 
North  Carolina  Board  of  Registry  for  Health  Educa- 
tors of  the  North  Carolina  Society  of  Public  Health 
Educators. 


Dr.  Paul  P.  Gwyn,  clinical  instructor  in  surgery 
(plastic  surgery),  has  been  elected  president  of  the 
North  Carolina  Society  of  Plastic,  Maxillofacial  and 
Reconstructive  Surgeons. 

Duke  University 
Medical  Center 

Three  young  medical  researchers  at  Duke  Univer- 
sity Medical  Center  have  been  chosen  as  the  first 
recipients  of  the  Nanaline  Duke  Scholarships.  Each 
will  receive  $10,000  annually  for  three  years  to  sup- 
port their  research. 

The  scholars  are  Dr.  Thorir  D.  Bjornsson,  assistant 
professor  of  pharmacology  and  medicine;  Dr.  Jack  D. 
Keene,  assistant  professor  of  microbiology  and  im- 
munology; and  Dr.  Richard  B.  Marchase,  assistant 
professor  of  anatomy. 

Nanaline  H.  Duke  was  the  widow  of  the  founder  of 
Duke  University  and  the  medical  center,  James  B. 
Duke. 

Bjornsson's  primary  research  interest  is  the  clinical 
pharmacology  of  antithrombotic  agents  and  what 
makes  blood  clot.  A native  of  Iceland,  Bjornsson  re- 
ceived his  medical  degree  from  the  University  of  Ice- 
land in  1971  and  completed  his  internship  and  resi- 
dency in  Iceland.  He  came  to  Duke  in  1978  from 
Stanford  University  Medical  Center  where  he  com- 
pleted a postdoctoral  fellowship  in  medicine. 

Keene’s  research  work  deals  with  the  natural  life 
cycle  of  the  virus.  He  is  a graduate  from  the  University 
of  California  at  Riverside  and  received  his  doctorate 
from  the  University  of  Washington  at  Seattle.  He 
came  to  Duke  in  1 979  after  serving  as  staff  fellow  of  the 
molecular  virology  section  in  the  laboratory  of 
molecular  biology  at  the  National  Institute  of 
Neurological,  Communicative  Disorders  and  Stroke. 

Marchase  will  use  the  scholarship  to  study  fertiliza- 
tion, specifically  sperm-egg  cell  interaction.  He  is  a 
graduate  of  Cornell  University  and  received  his  doc- 
torate from  the  Johns  Hopkins  University  in  1976.  He 
came  to  Duke  for  a post-doctoral  fellowship  and  was 
named  assistant  professor  of  anatomy  in  1978.  He  is  a 
member  of  the  Duke  University  Comprehensive  Can- 


cer Center  and  the  Duke-VA  Center  for  Cerebrovas- 
cular Research. 


A unique,  portable  monitor  in  the  newly  opened 
Center  for  the  Advanced  Study  of  Epilepsy  at  Duke 
University  Medical  Center  will  enable  physicians  to 
record  epileptic  seizures  in  progress. 

This  is  extremely  important  in  diagnosing  and 
treating  a patient’s  particular  kind  of  epilepsy,  said  Dr. 
James  McNamara,  director  of  Duke’s  epilepsy  center 
and  co-developer  of  the  monitoring  unit. 

The  unit  provides  a continuous  video  and  audio 
account  of  the  patient  as  well  as  an  electrocardiogram 
(EKG)  and  electroencephalogram  (EEG)  and  can  be 
moved  anywhere  in  the  medical  center. 

Dr.  Wilkie  A.  Wilson  Jr.,  associate  medical  re- 
search professor  in  the  Department  of  Pharmacology, 
and  Dr.  J.  Scott  Luther,  clinical  director  of  the  epi- 
lepsy center,  helped  McNamara  assemble  the  por- 
table unit  from  readily  available  monitoring  equip- 
ment. 

McNamara  said  the  new  center,  one  of  fewer  than 
30  in  the  country,  also  has  a surgery  program  for 
epilepsy  patients,  conducts  research  with  support 
from  a NIH  program  project  grant  and  tests  new  drug 
approaches  for  treating  epilepsy. 


A pilot  program  to  reduce  aggressive  and  disruptive 
behavior  of  school  children  was  so  successful  that  it 
will  be  expanded  next  year,  says  its  initiator,  medical 
center  psychologist  Dr.  John  E.  Lochman. 

The  psychologist  teamed  up  with  Dr.  Peter  Burch,  a 
guidance  counselor  at  a Durham  elementary  school,  to 
form  “anger-coping  groups”  of  five  boys  each,  which 
were  led  by  the  school's  guidance  counselor  and  per- 
sonnel from  Duke’s  division  of  child  and  adolescent 
psychiatry. 

“After  12  group  sessions,  60%  of  the  students 
showed  moderate  improvement  in  reducing  aggres- 
sive behaviors,”  said  Lochman.  Improvement  was 
measured  by  questionnaires  filled  out  by  the  boys, 
their  parents  and  teachers  before  and  after  participat- 
ing in  the  program. 

Lochman  said  the  groups  included  fourth,  fifth  and 
sixth  graders  from  eight  different  county  schools. 
“We  put  a lot  of  effort  into  teaching  the  children  to 
think  about  different  solutions,  whether  aggressive  or 
not,  and  then  to  consider  the  consequences.” 

This  emphasis  on  problem-solving  skills  is  what 
makes  the  Duke  pilot  program  unique  among  be- 
havioral training  programs  for  aggressive  children, 
Lochman  said.  Such  programs  involving  anger-coping 
groups  are  not  widely  used  in  this  country,  he  said. 

“I'm  convinced  that  if  we  intervene  early  enough 
we  can  make  changes  that  can  help  prevent  some  of 
these  children  from  ending  up  in  trouble  later,” 
Lochman  said. 
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Blood  tests  can  rule  out  95%  of  the  men  who  are 
falsely  accused  of  being  a child’s  father,  said  Dr. 
Emily  Reisner.  director  of  the  Duke  University  Medi- 
cal Center  laboratory  that  analyzes  blood  samples  for 
paternity  cases.  A medical  break-through  in  blood 
testing  has  been  in  use  for  several  years,  she  said,  but 
most  people  still  don’t  think  blood  testing  is  an  accu- 
rate way  to  determine  paternity. 

Reisner,  a specialist  in  immunogenetics,  said  the 
new  type  of  testing  is  called  HLA  — a term  for  the 
more  than  50  different  known  factors  in  the  blood. 
Those  factors  are  a type  of  genetic  fingerprint  that  is 
passed  on  to  offspring.  When  used  with  the  standard 
blood  grouping  and  other  tests,  HLA  gives  a 95% 
exclusion  rate,  she  said. 

Dr.  Bernard  Amos,  a Duke  professor  of  immunol- 
ogy, had  an  important  role  in  the  basic  research  that 
led  to  the  current  understanding  of  the  HLA  system. 

Assistant  Attorney  General  Clifton  H.  Duke  said 
the  HLA  testing  has  had  a tremendous  impact  on 
paternity  cases  in  this  state.  He  said  the  availability  of 
the  tests  has  also  increased  the  number  of  child  sup- 
port cases  settled  out  of  court. 


Dr.  Robert  J.  Lefkowitz,  James  B.  Duke  Professor 
of  Medicine,  received  the  Ernst  Opponheimer  Memo- 


rial Award  from  the  Endocrine  Society  at  its  annual 
meeting  in  San  Francisco  on  June  17. 

The  award  recognizes  outstanding  research  ac- 
complishments in  endocrinology  by  a young  inves- 
tigator. Lefkowitz  was  recognized  for  his  research  on 
cell  surface  receptors. 

Lefkowitz  received  his  bachelor  and  medical  de- 
grees from  Columbia  University  and  completed  his 
medical  and  postgraduate  clinical  training  there. 

He  holds  B.A.  and  M.D.  degrees  from  Columbia 
University  and  came  to  Duke  in  1973. 


Dr.  Kathryn  Munning,  assistant  professor  of  com- 
munity and  family  medicine,  was  elected  to  the  exec- 
utive committee  of  the  Society  of  Teachers  of  Family 
Medicine. 


Dr.  David  F.  Merten,  associate  professor  of  radiol- 
ogy and  pediatrics,  was  selected  for  fellowship  in  the 
American  College  of  Radiology.  He  received  the 
award  during  the  annual  meeting  of  the  ACR  Sept. 
20-23. 

The  ACR  represents  18,000  physicians  who  spe- 
cialize in  the  use  of  radiation  and  ultrasound  to  diag- 
nose and  treat  human  disease. 
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A graduate  of  the  University  of  Cincinnati  College 
of  Medicine,  Merten  came  to  Duke  in  1977. 


Dr.  Frank  R.  Lecocq,  53,  an  associate  professor  of 
medicine  and  personal  physician  to  many  medical 
center  faculty  members,  died  June  12  of  an  apparent 
heart  attack. 

Lecocq,  a member  of  the  American  College  of 
Physicians,  joined  the  Duke  faculty  in  1975  after  a 
20-year  Air  Force  career  which  included  four  years  of 
work  with  the  U.S.  astronauts.  He  was  chairman  of 
the  Department  of  Medicine  at  the  U.S.  Air  Force 
Medical  Center  at  Wright-Patterson  Air  Force  Base 
from  1972-75. 

After  receiving  his  undergraduate  and  medical  de- 
grees from  the  University  of  Illinois,  Lecocq  served  a 
residency  in  internal  medicine  at  Willford  Hall,  U.S. 
Air  Force  Medical  Center.  He  completed  a fellowship 
in  endocrinology  at  the  University  of  Texas  Medical 
School  in  Dallas. 


Richard  J.  Peterson,  Department  of  Surgery,  re- 
ceived a national  research  service  award  of  $18,468 
from  the  National  Heart,  Lung  and  Blood  Institute. 
His  area  of  training  is  congenital  and  rheumatic  heart 
diseases. 

Michelle  W.  Kloss,  Department  of  Pharmacology, 
received  a pre-doctoral  fellowship  from  the  Phar- 
maceutical Manufacturers  Association  Foundation, 
Inc.  to  fund  her  research  on  the  role  of  drug 
metabolism  and  protective  mechanisms  of  cocaine- 
induced  liver  injury. 

Dolph  O.  Adams,  professor  of  pathology,  received 
a $93,459  research  grant  from  the  National  Institute  of 
Environmental  Health  Sciences  for  his  study,  "Im- 
munotoxicology:  Environmental  Agents  and  Mac- 
rophages.” He  also  received  a $ 15,640  conference 
grant  from  NIAID  and  CA  for  a workshop  on  mac- 
rophage activation. 

Walter  B.  Vernon,  Department  of  Surgery,  re- 
ceived a national  research  service  award  of  $17,736 
from  the  National  Institute  of  Arthritis,  Diabetes,  Di- 
gestive and  Kidney  Diseases  to  study  immunology. 

Laura  F.  Schweitzer,  Department  of  Anatomy,  re- 
ceived a $17,736  national  research  service  award  from 
the  National  Instiute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  to  study  neuro- 
anatomy. 

George  K.  Michalopoulas,  assistant  professor  of 
pathology  and  radiology,  received  a $98,076  research 
grant  from  the  National  Cancer  Institute  to  study  cell 
culture  and  transplantation  of  human  hepatocytes. 

J.  Victor  Nadler,  assistant  professor  of  pharmacol- 
ogy, received  a $38,498  research  career  development 
award  from  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke.  Nadler  is 
studying  "Plasticity  of  Transmitter  of  Biochemistry  in 
CNS.” 

David  C.  Sabiston  Jr.,  James  B.  Duke  Professor  of 


surgery  and  chairman  of  the  department,  received  a 
$146,817  research  grant  from  the  National  Heart, 
Lung  and  Blood  Institute  to  study  "Coronary  Insuffi- 
ciency and  Myocardial  Revascularization.” 

Ralph  J.  Damiano,  Department  of  Surgery,  re- 
ceived a $17,736  national  research  service  award  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
arrhythmias. 

Donald  D.  Glover  Jr.,  Department  of  Surgery,  re- 
ceived a $ 1 7,736  national  research  service  award  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
coronary  heart  disease. 

Elliot  Mills,  professor  in  the  Department  of  Phar- 
macology, received  a $64,900  grant  from  the  Ameri- 
can Heart  Association  to  study  the  "Restoration  of 
Chemoreflexes  after  Carotid  Body  Resection.” 

Mary  Ella  Chamberlin,  Department  of  Physiology, 
received  a $5,900  grant  from  the  American  Heart  As- 
sociation for  her  project,  "Chloride  Transport  and 
Metabolism  in  the  Thick  Ascending  Limb  of  Henle's 
Loop.” 

Richard  S.  Surwit,  associate  professor  of  psychia- 
try and  assistant  professor  of  experimental  medicine, 
received  a $38,750  research  scientist  development 
award  from  the  National  Institute  of  Mental  Health. 
He  is  studying  "Behavioral  Control  of  Peripheral 
Vascular  Disease.” 

Michael  B.  Higginbotham,  research  associate  in  the 
division  of  cardiology,  received  a $6,000  grant  from 
the  American  Heart  Association  to  study  "Noninva- 
sive  Assessment  of  Cardiac  Output  and  Arterio- 
venous Oxygen  Difference  at  Rest  and  During  Ex- 
ercise in  Normal  Subjects  and  Patients  with  Cardiac 
Disease.” 

Robert  H.  Harris  Jr.,  associate  professor  of  medi- 
cine, received  a $57,200  grant  from  the  American 
Heart  Association  to  study  "Mechanisms  Underlying 
Compensatory  Renal  Growth.” 

K.  V.  Rajagopalan,  professor  of  biochemistry,  re- 
ceived a $162,854  research  grant  from  the  National 
Institute  of  General  Medical  Sciences  to  study  the 
structure  and  function  of  enzymes  and  the  role  of 
metals. 

Richard  A.  Jackson,  Department  of  Medicine,  re- 
ceived a $20,040  national  research  service  award  from 
the  National  Institute  of  Arthritis,  Diabetes,  Digestive 
and  Kidney  Diseases  to  study  endocrinology. 

Seth  J.  Worley,  Department  of  Medicine,  received  a 
$6,000  grant  from  the  American  Heart  Association  to 
study  "Development  of  an  Electrode  System  to  Rec- 
ord Multiple  Discrete  Electrograms  during  Ventricu- 
lar Fibrillation  from  Precise  Stable  Readily  Deter- 
mined Locations  in  the  Canine  Heart.” 

Kenneth  A.  Taylor,  assistant  medical  research 
professor  in  the  Department  of  Anatomy,  received  a 
$15,912  research  grant  from  the  Muscular  Dystrophy 
Association  to  support  his  project,  "Structure  of  In- 
sect Flight  Muscle  Analyzed  by  3-Dimensional  Re- 
construction of  Electron  Micrographs.” 

Paul  E.  Klotman,  Department  of  Medicine,  re- 
ceived a $6,000  grant  from  the  American  Heart  As- 
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sociation  to  study  “The  Role  of  Receptor  Mediated 
Transcellular  Calcium  Flux  and  Intracellular  Cal- 
modulin in  the  Vasoconstruction  of  Postobstructive 
Nephropathy.” 

Robert  L.  Wesly.  Department  of  Surgery,  received 
a $21,780  national  research  service  award  from  the 
National  Heart.  Lung  and  Blood  Institute  to  study 
coronary  heart  disease. 

Khin  Mae  Hla,  assistant  professor  in  the  Depart- 
ment of  Medicine,  received  a $5,000  grant  from  the 
American  Heart  Association  to  study  “Pseudo- 
hypertension in  the  Elderly.” 

Albert  O.  Davies,  assistant  professor  of  medicine, 
received  a $55,880  research  grant  from  the  American 
Heart  Association  to  study  “Adrenergic  Receptor 
Regulation  by  Steroid  Hormones.” 

Lawrence  D.  German,  an  associate  in  the  division 
of  cardiology,  received  a $5,976  grant  from  the  Ameri- 
can Heart  Association  to  study  “Closed  Chest 
Catheter  Ablation  of  the  His  Bundle  — Energy  Re- 
quirement and  Quantification  of  Myocardial  Dam- 
age.” 

Jeffrey  L.  Garvin,  Department  of  Physiology,  re- 
ceived a $5,900  grant  from  the  American  Heart  As- 
sociation to  study  “Amiloride  Sensitive  NA+  Entry 


in  Isolated  Toad  Bladder  Epithelial  Cells.” 

Kerry  L.  Lee,  associate  professor  in  the  division  of 
biometry.  Department  of  Community  and  Family 
Medicine,  received  a $38,750  research  career  devel- 
opment award  from  the  National  Library  of  Medicine 
for  data  analysis  of  cardiovascular  information  sys- 
tems. 

American  College  of  Surgeons 

Dr.  F.  Maxton  Mauney,  Jr.,  of  Asheville  has  been 
elected  vice  chairman  of  the  American  College  of  Sur- 
geons' Joint  Review  Committee  on  Educational  Pro- 
grams for  Physicians’  Assistants. 

Seaboard  Medical  Association 

Dr.  John  H.  Furr  of  Norfolk.  Va.,  was  installed  as 
president  of  the  Seaboard  Medical  Association  at  the 
group’s  annual  session  at  Kill  Devil  Hills  in  June.  He 
succeeds  Dr.  Ira  M.  Hardy  II  of  Greenville,  N.C. 

Other  new  officers  of  the  two-state  society  are  Dr. 
W.  Beverly  Tucker  of  Henderson,  first  vice  president; 
Dr.  Willette  L.  LeHew  of  Norfolk,  second  vice  presi- 
dent; and  Dr.  Julian  R.  Taylor  of  Ahoskie,  third  vice 
president. 


GEOFFREY  CHAUCER  [13407-1400] 

With  us  ther  was  a Doctour  of  Phisik; 

In  al  this  world  he  was  ther  noon  hym  lik, 

To  speke  of  phisik  and  of  surgerye. 

For  he  was  grounded  in  astronomye. 

He  kepte  his  patient  a ful  greet  deel 
In  houres  by  his  magyk  natureel. 

Wei  koude  he  fortunen  the  ascendent 
Of  his  ymages  for  his  pacient. 

He  knew  the  cause  of  everich  maladye. 

Were  it  of  hoot,  or  coold,  or  moyste,  or  drye. 
And  where  they  engendred,  and  what  humour. 
He  was  a verray,  parfit  praktisour. 

The  Canterbury  Tales,  Prologue 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (10028IR) 

‘Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information 
Indications  and  Usage:  Ceclor8  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae!. 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  ORUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  if  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci) , or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®,  250  and  500  mg 
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PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  C arolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

CONCORD  — Former  doctor’s  clinic,  room  for  tw'o  professions  near 
Cabarrus  Hospital.  Approx.  3008',  gas  heat,  central  air,  excellent 


parking.  Large  storage  building.  Mary  Browm  782-0017,  1-704- 
786-6414. 

1983  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  IS- 
SUES — Caribbean,  Mexican  Riviera,  Alaska,  Mediterranean. 
7-14  days  in  January,  April,  July,  August.  Seminars  led  by  distin- 
guished professors.  Approved  for  18-24  CME  Category  1 credits. 
FREE  ROUNDTR1P  AIRFARE  ON  ALL  CARIBBEAN,  MEXI- 
CAN, ALASKAN  CRUISES.  Excellent  group  fares  on  finest  ships. 
All  conferences,  scheduled  prior  to  12/31/80,  conform  to  IRS  tax 
deductibility  requirements  under  1976  Tax  Reform  Act.  Registra- 
tion limited.  For  color  brochures  and  additional  information  con- 
tact: International  Conferences,  189  Lodge  Avenue,  Huntington 
Station,  NY  1 1746.  Phone  (516)  549-0869. 

OG-GYN:  Finishing  Residency  at  Erlanger  Medical  Center  June 
1983.  Looking  for  private  practice  — group  preferred.  Bowman 
Gray  Graduate.  Keith  Bryson,  M.D.  6105  Lottie  Lane,  Chat- 
tanooga, TN,  37416,  phone  615-344-6540. 


Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  250  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  •*  JCAH  Accredited  o (912)  764-6236 
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THE  PATIENT  THINKS 
HE  HA5  HEART  TROUBLE... 
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U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 


Is  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 
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diazeparn/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


RQCHEy 

Please  see  summary  of  product  information  on  the  following  page 


VALIUM  "(diazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad)unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines.  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidme)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia.  |aundlce.  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i  d ; alcoholism,  10  mg  t.i  d.  or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
ad|unctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d. 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/2  mg  1 1 d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white;  5 mg,  yellow;  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  In  boxes  containing  10  strips  of  10-i 
*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

'/Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


752 


Vol.  43,  No.  1 1 


r — — — 

North  Carolina 

MEDICAL  JOURNAL  November  1982,  Vol.  43,  No.  1 1 

V 

Published  Monthly  as  the  Official  Organ  of  The  North  Carolina  Medical  Society  (ISSN-0029-2559) 


r 

EDITORIAL  BOARD 

Charles  W.  Styron,  M.D. 
Raleigh 

CHAIRMAN 

Edwin  W.  Monroe,  M.D. 
Greenville 

Robert  W.  Prichard,  M.D. 
Winston-Salem 

Rose  Pully,  M.D. 

Kinston 

Louis  deS.  Shaffner,  M.D. 
Winston-Salem 

Jay  Arena,  M.D. 

Durham 

Jack  Hughes,  M.D. 

Durham 

William  B.  Blythe,  M.D. 
Chapel  Hill 


The  appearance  of  an  advertisement  in  this  publication  does  not 
constitute  any  endorsement  of  the  subject  or  claims  of  the 
advertisements. 

The  Society  is  not  to  be  considered  as  endorsing  the  views  and 
opinions  advanced  by  authors  of  papers  delivered  at  the  Annual 
Meeting  or  published  in  the  official  publication  of  the  Society. 
— Constitution  and  Bylaws  of  the  North  Carolina  Medical 
Society.  Chapter  IV,  Section  3,  page  4. 

NORTH  CAROLINA  MEDICAL  JOURNAL,  300  S.  Haw- 
thorne Rd.,  Winston-Salem,  N.C.  27103,  is  owned  and  pub- 
lished by  The  North  Carolina  Medical  Society  under  the  direc- 
tion of  its  Editorial  Board.  Copyright®  The  North  Carolina 
Medical  Society  1982.  Address  manuscripts  and  communica- 
tions regarding  editorial  matter  to  this  Winston-Salem  address. 
Questions  relating  to  subscription  rates,  advertising,  etc., 
should  be  addressed  to  the  Business  Manager,  Box  27167, 
Raleigh,  N.C.  2761 1.  All  advertisements  are  accepted  subject 
to  the  approval  of  a screening  committee  of  the  State  Medical 
Journal  Advertising  Bureau,  711  South  Blvd.,  Oak  Park, 
Illinois  60302  and/or  by  a Committee  of  the  Editorial  Board  of 
the  North  Carolina  Medical  Journal  in  respect  to  strictly  local 
advertising.  Instructions  to  authors  appear  in  the  January  and 
July  issues.  Annual  Subscription,  $12.00.  Single  copies,  $2.00. 
Publication  office:  Edwards  & Broughton  Co..  P.O.  Box  27286, 
Raleigh.  N.C.  27611.  Second-class  postage  paid  at  Raleigh. 
North  Carolina  27611. 


STAFF 

John  H.  Felts,  M.D. 

Winston-Salem 

EDITOR 

William  N.  Hilliard 
Raleigh 

BUSINESS  MANAGER 

April  A.  Hart 
Raleigh 

MANAGING  EDITOR 


J 


J 


IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 
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Expanded!! 

Official  Disability 
Income  Program 


Available  to  Eligible  Members 


Outstanding  Features: 

“ 

Options  Available: 

• Now  up  To  $3000  Monthly  Income 

• Waiting  Periods 

• Choice  of  Plans  and  other  options 

• Residual  Benefits 

• Renewal  Guarantee  to  Age  70 

• Hospital  Benefits 

• New  Lower  Rating  due  to  favorable  group 

• Recovery  Benefits 

experience 

• Personal  Claim  Service  from  Durham 

FOR  ENROLLMENT  DETAILS 


J.  L.  & J.  SLADE  CRUMPTON,  INC. 

ACADEMY  CENTER,  3001  ACADEMY  ROAD 
P.O.  BOX  8500 
DURHAM,  N.C.  27707 
(919)  493-2441 
Toll  Free  1-800-672-1674 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 

MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
17  hour  half-life  and  low  abuse 
jotential. 

rherapeutic  efficacy  combined  with 
i short  half-life  and  minimal  abuse 
Dotential  make  MELFIAT  105  the 
irug  of  choice  in  the  treatment 
if  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
t minimizes  drug  accumulation  and 
relps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
/our  patients.  According  to  a NIDA 
[National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
oe  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
iiethylpropion! 


lalf-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

1 7 hr*  MELFIAT  105 

y nrs  (phendimetrazine  tartrate) 
diethylpropion  8 hrs 


phentermine 


20  hrs 


10 

HALF  LIFE  (HOURS) 


20 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid- Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 
640  lb  nth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion,  Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
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MELFIAT*  105  UNICELLES®  ® 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem 
ically  and  pharmacologically  to  the  amphetamines.  Amphet 
amines  and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy 
chosis,  often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen 
dimetrazine  tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dme.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi 
ness,  insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido 
0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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The  Everchanging 
Field  of  Medicine... 


A doctor’s 
study  of 
medicine 
doesn’t 
end  with 
medical 
school. 

Every  medical 
advance  or 
new  technique 
redefines  the 
physician’s  role  in 
some  way  Keeping  up  with 
these  constant  developments 
is  part  of  being  a doctor. 

Times  do  change... and  this 
is  especially  true  in  the  field 
of  medicine. 

Yet,  there  are  some  things 
in  life  that  don’t  change. 
Accidents  and  serious 
illnesses  still  happen 
unexpectedly.  And  financial 
hardship  often  follows  — 
especially  if  you’re  kept  away 
from  work  for  a while. 


this  important 
protection  which  can 
help  replace  lost 
income  if  a 
covered  accident 
or  illness  keeps 
you  from  your 
practice. 

The  regular 
monthly  benefits 
payable  under  this 
plan  may  be  used  to 
cover  any  expenses  you 
decide  on  — medical  bills, 
groceries  or  even  car 
payments. 

If  you  are  under  the  age  of 
55  and  active  full  time  in  your 
practice,  find  out  more  about 
this  valuable  protection  by 
contacting  your  local  Mutual 
of  Omaha  representative. 
At  no  obligation,  you  will 
receive  full  details  of  coverage, 
promptly  and  courteously. 


For  that  reason,  Disability 
Income  Protection  for 
younger  doctors  was 
developed.  As  a member  of 
the  North  Carolina  Medical 
Society,  you  are  eligible  for 
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This  month  the  Ophthalmologists  had  their  annual  meeting  in  Asheville  and  as  usual 
their  program  was  filled  with  informative  speakers  and  new  plans  for  the  upcoming 
legislative  year. 

The  Orthopaedists  had  their  annual  meeting  in  Asheville  a week  later  and  had  an 
outstanding  program.  Your  President  was  very  graciously  received,  and  it  con- 
tinues to  be  a real  eye  opener  to  visit  with  the  various  specialty  groups  and 
learn  of  the  needs  shared  by  specialty  groups  and  medicine  in  general. 

We  need  to  work  together  for  medicine  as  a whole,  and  we  also  need  to  help  each 
other  with  the  problems  that  are  unique  to  our  specialties.  All  of  these  con- 
ferences have  pondered  the  inroads  being  made  into  medicine  by  paramedical 
groups.  Physicians  are  becoming  more  aware  of  the  serious  effect  that  these  in- 
roads could  have  if  they  are  allowed  to  continue. 

MEDPAC,  our  political  action  committee,  has  been  very  much  in  the  news  this  elec- 
tion year.  MEDPAC-State  is  the  largest  and  most  influential  of  the  pacs  that 
operate  in  North  Carolina.  MEDPAC-Federal , though  much  smaller,  is  affiliated 
with  AMPAC,  the  political  action  committee  of  the  AMA;  thus  our  political  arm  has 
respect  at  the  federal  level  as  well.  Both  committees  are  non-partisan  and  con- 
tribute to  both  Republicans  and  Democrats. 

MEDPAC  has  a separate  Board  of  Directors  appointed  by  the  Executive  Council  and 
a separate  Executive  Director.  In  news  releases  we  always  try  to  make  sure 
that  MEDPAC  is  identified  as  a separate  entity  from  the  Medical  Society,  but  the 
news  media  does  not  always  state  that  fact  as  clearly  as  we  would  like. 

I received  several  letters  and  telephone  calls  after  the  press  announced  that 
MEDPAC-Federal  had  endorsed  Ike  Andrews  after  he  was  convicted  for  driving  under 
the  influence.  I spoke  with  Angus  McBryde , M.D.,  of  Charlotte,  Chairman  of  the 

MEDPAC  Board,  who  informed  me  that  the  Board  met  on  September  12  several  weeks 

before  the  unfortunate  incident.  A contribution  had  already  been  made  based  on 
the  Congressman's  voting  record,  and  public  knowledge  of  the  contribution  was 
available.  Dr.  McBryde  said  that  since  the  endorsement  was  public  knowledge  and 
the  contribution  had  been  made  there  was  no  way  that  the  Board  could  reconsider 
this  action. 

The  MEDPAC  Board  votes  its  candidate  endorsements  based  on  medical  issues  and 
political  considerations,  not  broad  philosophy.  Candidates  who  receive  MEDPAC' s- 
endorsement  are  grateful  and  have  grown  accustomed  to  this  help.  While  I do  not 
always  agree  with  every  decision  the  MEDPAC  Board  makes,  I am  completely  con- 
vinced that  it  is  an  integral  part  of  our  success  in  the  Legislature  and  Congress. 

I hope  that  each  of  you  will  join  me  in  supporting  MEDPAC  and  become  involved  in 
the  legislative  program  of  the  Medical  Society  this  year. 

The  Society's  Committee  on  State  Employees'  Health  Benefits  Plan  has  recently  com- 
pleted its  tasks,  and  I would  like  to  take  this  opportunity  to  express  the  sin- 
cere gratitude  and  deep  thanks  of  the  Society  for  their  efforts.  Responding  on 
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short  notice  to  legislative  requirements  enacted  this  summer,  the  Committee  was 
organized  and  met  on  numerous  occasions  with  the  administrator  of  the  health  plan 
concerning  the  insurance  program.  The  work  of  the  Committee  has  been  ably  com- 
pleted and  the  committee  has  been  dissolved.  All  the  members  of  the  committee 
deserve  our  thanks. 

My  continuing  review  of  the  works  and  words  of  the  Society's  Past-Presidents 
brings  me  to  John  S.  Rhodes,  M.D.,  who  served  as  President  in  1963-64.  During 
Dr.  Rhodes'  term,  the  Society  sponsored  a county  by  county  campaign  of  polio 
immunization  using  the  Sabin  Oral  Vaccine.  The  emergence  of  Medicare  was  another 
important  consideration  that  year.  Dr.  Rhodes'  reflections  on  that  issue  go 
right  to  the  heart  of  the  matter. 

"The  private  citizen  is  still  paying  for  the  bulk  of  health  care.  Let  us  not 
forget  that,  indirectly,  he  bears  the  total  cost....  Individual  responsibility 
for  the  costs  of  medical  care,  exercised  through  budgeting  and  private  insurance, 
is  the  method  of  choice  for  our  people,  not  only  because  it  meets  the  need,  but 
because  it  is  in  harmony  with  our  ideals,  our  institutions,  and  our  way  of  life." 

Dr.  Rhodes  also  spoke  of  a need  "to  arouse  doctors  to  more  enlightened  and  aggres 
sive  exercise  of  their  citizenship."  He  alluded  to  the  recent  formation  of 
MEDPAC  and  said  it  would  "afford  doctors,  their  wives  and  their  friends  an  oppor- 
tunity to  engage  in  a long-range  program  for  the  support  of  candidates  for  office 
who  are  sympathetic  to  the  views  of  medicine." 

It's  important  to  note  that  Dr.  Rhodes  placed  great  emphasis  on  close  cooperation 
with  the  county  medical  societies.  1 strongly  endorse  that  working  philosophy, 
and  all  of  us  should  honor  it  both  in  spirit  and  practice. 

You  should  be  aware  of  one  important  action  item  from  the  October  3,  1982,  meet- 
ing of  the  Executive  Council.  This  action  pertains  to  Resolution  17  adopted  at 
the  May  1982  House  of  Delegates  which  called  for  the  Nominating  Committee  of  the 
Society  to  circulate  the  nominations  including  those  for  President,  President- 
Elect,  First  and  Second  Vice-Presidents,  and  any  other  nomination  that  is  cur- 
rently revealed  only  at  the  full  meeting  of  the  House  of  Delegates,  to  the  member 
ship  at  least  60  days  prior  to  the  Annual  May  Meeting  of  the  House  of  Delegates. 
The  Executive  Council  adopted  a motion  "that  the  implementation  of  this  action  by 
the  House  of  Delegates  because  of  the  wording  of  our  Constitution  and  Bylaws  be 
postponed  until  1984  and  that  the  membership  of  the  Society  be  promptly  informed 
of  our  actions."  The  Committee  on  Constitution  and  Bylaws  had  been  requested  to 
give  an  opinion  whether  this  change  relative  to  announcement  of  nominees  could  be 
implemented  for  nominees  to  be  announced  prior  to  the  1983  Annual  Meeting,  or 
must  be  delayed  for  one  year  until  the  wording  of  the  Bylaws  change  has  been 
adopted  by  the  House  of  Delegates.  It  was  the  opinion  of  the  Committee  that  the 
House  of  Delegates  must  vote  on  the  wording  change  in  the  Bylaws,  and  if  the 
House  of  Delegates  abides  strictly  by  the  approved  Bylaws,  the  implementation 
would  have  to  be  delayed  until  the  wording  has  been  approved. 

Sincerely,  j 

Marshall  S.  Redding,  M.D. 

President 
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WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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A Brief  History  of 

Hookworm  Disease  in  North  Carolina 


Robert  V.  House,  MSPH 


ABSTRACT  The  New  World  hookworm,  Necator  amerieanus,  was  once  a major  health  problem  in  North  Carolina, 
infecting  almost  37%  of  the  state’s  population.  The  parasite  was  probably  introduced  into  the  state  by 
African  slave  trade  prior  to  1808.  The  state’s  geography  and  climate,  especially  that  of  the  Coastal 
Plain,  and  inadequate  sanitary  waste  disposal  by  the  poor  provided  an  ideal  environment  for  estab- 
lishment of  the  worm.  In  1910  the  Rockefeller  Sanitary  Commission  was  established  to  eradicate 
hookworm  from  the  South.  By  the  end  of  the  commission’s  work  in  1914  the  prevalence  of  hookworm 
in  North  Carolina  had  dropped  to  about  26%  . The  last  ma  jor  survey  in  1954  found  a rate  of  about 
13%.  Continued  treatment  and  improvement  in  sanitation  have  further  reduced  both  the  incidence 
and  prevalence  of  hookworm  disease  in  North  Carolina  to  very  low  levels. 


Necator  americanus,  the  “Ameri- 
can killer,”  is  the  scientific 
name  of  the  once-dreaded  New 
World  hookworm.  Although  it  is 
now  fairly  well  under  control  in  the 
United  States,  it  pays  to  remember 
the  “germ  of  laziness”  once  re- 
sponsible for  great  suffering  and  de- 
bilitation in  the  South.  This  article 
describes  the  history  of  this  parasite 
in  North  Carolina. 

In  order  to  appreciate  the  impact 
of  hookworm  disease,  it  is  impor- 
tant to  be  familiar  with  the  worm's 
life  cycle  and  its  effect  on  the  host 
(Figure  1 ).  The  life  cycle  begins  with 
the  passage  of  worm  eggs  in  the, 
feces  of  the  host.  If  the  feces  are 
deposited  on  soil  which  is  moist  and 
sandy,  the  eggs  hatch  into  larvae. 
These  larvae  are  able  to  penetrate 
the  skin  of  humans  rapidly,  making 
contact  with  polluted  soil  (as  through 
bare  feet)  hazardous.  The  worm 
works  its  way  into  the  circulatory 
system,  travels  through  the  lungs, 
and  eventually  reaches  the  intestine 
where  it  begins  feeding  on  blood. 
After  reaching  sexual  maturity,  eggs 
are  produced,  and  the  cycle  is  re- 
peated.1 
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Fig.  i 

Hookworm  disease  is  character- 
ized by  chronic  anemia,  abdominal 
pain,  lethargy,  and  pica  (perverted 
appetite)  often  manifested  as  geo- 
phagia  (dirt  eating).  It  is  appropriate 
to  note  here  that  a person  with  hook- 
worm infection  can  have  up  to  50 
hookworms  without  exhibiting  symp- 
toms. Since  worms  are  eliminated 
only  by  medical  treatment,  chronic 
cases  are  the  rule.  The  constant 
lethargy  resulting  from  heavy  in- 
fections was  probably  a contribut- 
ing factor  in  what  was  considered 
the  “laziness”  of  both  whites  and 
blacks  in  poorer  sections  of  the 
South. 


The  earliest  account  of  hook- 
worm in  North  Carolina  — and  in 
the  United  States  — was  given  by 
Joseph  Pitt  in  1808,  who  described 
geophagia  by  blacks  and  poor  whites 
and  attributed  it  to  poor  nutrition.1 
J.  L.  Chabert  was  not  as  kind.  In 
1821  he  observed  geophagia  by  slaves 
and  gave  an  interesting  explanation 
for  the  phenomenon: 

“ For  most  of  the  Negroes 
doing  nothing  is  the  supreme 
bliss.  Some  of  them  carry  love 
of idleness  to  . . .every  means 
suggested  by  sloth.  Among 
these,  earth,  the  internal  use 
of  which  causes  a species  of 
poisoning,  is  the  most  com- 
mon of  all.  . . . ” 1 

Chabert's  description  of  this  “poi- 
soning” is  a classical  description  of 
hookworm  disease.  In  1849  James 
Duncan  attributed  anemia  among 
slaves  to  geophagia.  His  writings 
differ  from  earlier  works  in  that 
some  cases  were  seen  as  symptoms 
rather  than  causes  of  disease. 

The  latter  decades  of  the  19th 
Century  brought  an  increased  aware- 
ness of  helminth  infections,  notably 
with  Ancylostoma  duodenale , the 
Old  World  hookworm.  In  1902  C.  W. 
Stiles  recognized  some  cases  as 
being  caused  by  a new  species  of 
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hookworm.  Quoting  Article  21  of 
the  International  Rules  of  Zoological 
Nomenclature,  he  named  the  para- 
site Uncinaria  americanus .2  In  1903 
the  name  was  changed  to  Necator 
americanus .3 

Because  of  an  apparent  increase 
in  the  number  of  hookworm  cases 
detected,  some  scientists  supposed 
that  Necator  americanus  was  en- 
demic to  the  New  World.  However, 
in  1905  Looss  recognized  this  para- 
site in  chimpanzees  and  pygmies  in 
Africa.  Since  human  migration  oc- 
curred from  east  to  west,  the  pres- 
ence of  Necator  in  the  New  World 
was  postulated  by  Looss  to  be  the 
direct  result  of  slave  trade.  It  has 
been  suggested  that  this  parasite, 
along  with  typhus  and  other  com- 
municable diseases,  was  a major 
cause  of  death  for  many  slaves  be- 
fore reaching  the  New  World.2 

Hookworm  requires  certain  envi- 
ronmental conditions  for  optimal 
growth  including  sandy  soil,  warmth, 
and  humidity.  The  climate  of  North 
Carolina,  especially  that  of  the 
Coastal  Plain,  provided  all  these 
conditions.  It  seems  fairly  certain 
that  after  arriving  with  the  slaves. 
Necator  quickly  became  established 
in  its  new  home. 

Public  awareness  of  the  hookworm 
problem  first  came  in  1902  when 
Stiles  addressed  the  Sanitary  Con- 
ference of  American  Republics.  He 
told  his  audience  that  the  "presence 
of  this  disease  in  the  South  . . . has 
resulted  in  the  pitiable  condition  of 
poor  whites  in  many  Southern  states, 
has  resulted  in  their  inferior  physical 
development  and  mental  powers, 
and  is  the  cause  of  the  proverbial 
laziness  of  the  ‘crackers’.”  Although 
insulting  many  Southerners,  the 
speech  was  instrumental  in  bringing 
the  problem  to  public  attention.4 

Stiles  pursued  the  cause  of  eradi- 
cation by  means  of  lectures  to  physi- 
cians. News  of  this  work  reached 
John  D.  Rockefeller  who  subse- 
quently contributed  $1  million  to 
combat  hookworm.  Thus  was  born 
the  Rockefeller  Sanitary  Commis- 
sion for  the  Eradication  of  Hook- 
worm.5 

The  commission  was  established 
in  1909  with  three  major  objectives: 

I .  To  determine  the  geographical 
distribution  of  the  disease; 


2.  To  cure  all  current  cases  of 
hookworm; 

3.  To  prevent  reinfection  by  con- 
trolling soil  pollution.6 

The  chief  administrators  of  the 
commission  felt  it  would  be  neces- 
sary to  have  an  educator  on  the 
board  due  to  the  major  role  of  public 
education  in  the  campaign.  Stiles 
suggested  J.  Y.  Joyner,  state  super- 
intendent of  public  instruction  in 
North  Carolina.  Joyner  was  chosen 
as  administrative  secretary  but  de- 
clined in  favor  of  his  work  in  North 
Carolina’s  school  system.  Wyclift 
Rose  was  then  chosen  for  and  ac- 
cepted the  position.2  The  individual 
Southern  states  then  set  up  separate 
campaigns  under  the  Rockefeller 
Commission.  The  North  Carolina 
Campaign  Against  Hookworm  Dis- 
ease first  accepted  duties  in  1910. 
Joseph  Ferrell,  a physician,  was  at 
first  director  of  sanitation  in  North 
Carolina  and  then  director  of  the 
North  Carolina  campaign.4  In  191 1 
he  listed  chronologically  the  activ- 
ities of  the  campaign  up  to  that 
point.7  From  March  to  June  of  1910, 
data  on  distribution  of  the  disease 
were  collected  from  diverse  groups 
including  the  military  and  college 
students.  In  addition,  administrative 
duties  including  personnel  recruit- 
ment and  information  preparation 
were  begun.  From  July  to  August  of 
1910,  efforts  were  made  to  enlist  the 
aid  of  physicians  in  the  campaign 
and  to  educate  schoolteachers.  More 
extensive  data  on  incidence  and 
prevalence  were  obtained,  and  the 
distribution  of  literature  was  begun. 
Intensive  educationof  the  public 
began  in  September  of  1910.  After 
the  data  were  gathered  in  the  pre- 
liminary survey,  sanitation  and  in- 
fection rates  were  compiled.  Using 
these  statistics,  the  state  was  di- 
vided into  20  regions  of  five  coun- 
ties each.  Beginning  in  July  of  191 1 , 
state  and  county  dispensary  opera- 
tions were  established.  Five  widely- 
separated  stations  were  set  up  in 
each  county,  usually  in  a public 
building  such  as  a schoolhouse.  On 
advertised  days  a physician  and 
microscopist  would  attend  the  dis- 
pensary for  six  hours.  (See  Figure 
2.)  In  addition  to  free  examination 
and  treatment  for  hookworms,  litera- 
ture and  lectures  were  offered.  This 


NOTICE! 


The  State  Board  of  Health,  acting  with  Columbus  County  will  open  a 
field  hospital  for  the  treatment  of  HOOKWORM  and  other  such  diseases, 
at  the  following  places  in  the  county,  on  the  dates  named  below. 

Chadbourn,  July  10th  to  16th. 

Whiteville,  July  17th  to  23rd. 

Fair  Bluff,  July  24th  to  30th. 

Tabor,  August  1st  to  7th. 

Lake  Waccamaw,  August  6th  to  14th. 

Freeman,  August  14th  to  21st. 

There  will  be  two  wards  in  this  hospital,  one  for  males  and  one  for  fe- 
males A Dhysician  from  the  State  Board  of  Health  will  be  in  charge  of 
the  hospital  and  an  expert  from  the  State  Laboratory  of  Hygiene  will  be 
present  to  do  the  microscopic  work. 

A lady  chaperone  will  be  in  charge  of  the  female  ward  and  every 
courtesy  and  attention  v ill  be  given  all  persons,  rich  or  poor. 

There  will  be  illustrated  lectures  and  demonstrations  on  sanitation  dai- 
ly. These  will  be  in  plain  simple  terms  that  any  one  can  understand  and 
any  or.e  can  also  see  the  workings  of  that  wonderful  instrument,  the  mi- 
croscope. by  simply  asking  the  man  in  charge  We  want  every  man, 
woman  ana  child  to  be  examined  while  the  hospital  is  in  his  or  her  section. 

Many  of  the  bad  feelings  people  have,  arc  due  to  hookwo'-m  and  we 
have  found  that  about  half  of  the  people  are  infected. 

This  is  Absolutely  FREE— The  State  and  County 
Are  Paying  For  It. 

So  many  people  have  been  found  infected  and  the  results  are  so  cer- 
tain and  so  wonderful  that  the  County  and  the  State  feel  that  it  is  worth 
dollars  and  cents  to  them  to  restore  so  many  of  their  people  to  health  and 
strength 

Come  out  on  the  dates  named  and  see  what  is  being  done  Don't 
think  it  is  the  other  fellow  who  needs  this  It  may  be  you  Bring  a 
small  bit  of  your  bowel  movement  with  you  to  be  examined  with  the  mi- 
croscope It  may  be  worth  many  dollars  or  rnay  be  life  itself  to  you  or 
your  child.  You  will  have  only  this  one  chance  for  free  treatment. 

Respect  fully, 

DR.  C.  L.  PRIDGRN,  State  Board  of  Health. 


Public  announcement  of  dispensary  days 
in  Columbus  County,  North  Carolina  in  1911 


Fig.  2 

system  encouraged  support  and  co- 
operation by  the  public  since  those 
attending  could  see  almost  immedi- 
ate results  from  the  treatment  and 
would  urge  friends  and  neighbors  to 
attend  the  dispensaries. 

Dispensary  days,  at  least  in  Mills 
Spring,  N.C.,  were  not  unlike  tent 
revivals.  The  lectures  and  exami- 
nations were  alternated  with  public 
singing  and  picnics.  The  showman- 
ship at  such  demonstrations  was  no 
doubt  exciting  to  the  isolated  rural 
folk  and  anticipation  of  such  shows 
helped  to  spread  the  word  among 
neighboring  communities.4 

The  prevalence  of  hookworms  de- 
tected in  North  Carolina  between 
1910  and  1914  was  36.6%  of  the 
population.  During  this  period  the 
county  with  the  highest  rate  was 
Brunswick  where  75.5%  of  those 
examined  were  infected,  while  the 
county  with  the  lowest  rate  was  Hay- 
wood at  6. 4%. 6 This  wide  variation 
is  undoubtedly  geographic  — Bruns- 
wick County  in  the  Coastal  Plain 
has  light,  sandy  soil  (ideal  for  hook- 
worm egg  development)  while  Hay- 
wood County  in  the  mountain  region 
has  hard,  rocky  soil.  If  the  counties 
are  classified  according  to  the  num- 
ber infected,  an  interesting  pattern 
emerges.  East  of  Wake  County  a 
sharp  boundary  divides  heavy  from 
light  infections.  In  other  words,  all 
counties  east  of  Wake  (the  Coastal 
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Plain)  had  greater  rates  of  infection, 
between  40%  and  80%.  Likewise, 
infection  was  less  prevalent  in  the 
Piedmont  and  even  less  in  the  moun- 
tains. 

Breaking  the  1910-14  period  into 
separate  years  makes  the  results  of 
the  campaign  more  apparent.  The 
statewide  infection  rate  of  37.2%  in 
1910  had  decreased  to  34.5%  by 
1913.  A sharper  drop  was  seen  be- 
tween 1913  and  1914  when  the  rate 
dropped  to  25.8%.  As  incidence  de- 
creased. so  did  the  cost  of  examina- 
tion and  treatment.  From  1910-12, 
the  average  cost  of  examination  per 
person  was  76  cents,  and  the  aver- 
age cost  of  treatment  was  $1.26.  By 
1913  these  costs  had  dropped  to  46 
cents  and  $1.23,  respectively.8 

In  addition  to  treating  existing 
cases,  the  commission  attempted  to 
eliminate  the  source  of  infection  — 
namely,  soil  pollution  by  unsanitary 
disposal  of  human  feces.  Until  the 
campaign,  sanitary  waste  disposal 
in  North  Carolina  was  a rarity.  Sur- 
veys showed  the  state  to  contain 
many  sources  of  infection,  and  sani- 
tary privies  were  practically  non- 
existent. Along  with  the  previously 
mentioned  lectures  on  the  cause  of 
the  disease,  other  lectures  stressed 
the  importance  of  disease  preven- 
tion. 

Sanitary  privies  were  encouraged, 
especially  in  the  public  schools. 
New  Hanover  County  was  the  first 
to  install  sanitary  toilets  in  all  white 
and  black  schools.2  Along  with  the 
need  to  educate  the  people,  how- 
ever, was  a need  for  public  coopera- 
tion in  all  phases  of  public  health 
work.4  In  retrospect,  we  can  appre- 
ciate the  usefulness  of  mass  educa- 
tion and  public  cooperation  in  the 
elimination  of  health  problems. 

As  with  any  undertaking,  the  erad- 
ication campaign  had  its  problems. 
Allocations  were  not  always  gener- 
ous or  even  forthcoming.  Reasons 
for  this  were  most  often  political. 
For  example,  Albemarle  voted  an 
appropriation  for  the  campaign  and 
then  rescinded  it.  The  reason  given 
for  the  turnabout  was  “it  would  be 
the  ruin  of  our  party  if  the  news  got 
out  that  we  are  spending  the  people’s 
money  for  such  a thing  as  hookworm 
treatment. ’’4  Newspapers  were  first 
reluctant  and  later  amused  to  print 


hookworm  news  or  treatment  sched- 
ules.2 Upon  learning  that  the  dis- 
ease could  be  contracted  by  going 
barefoot,  some  North  Carolinians 
suggested  that  this  was  another  ploy 
by  Rockefeller  to  make  money  by 
selling  shoes.5  In  spite  of  these 
initial  misgivings,  the  response  by 
North  Carolinians  to  the  campaign 
was  overwhelming  with  over  36,000 
people  responding,  articles  written 
in  220  state  newspapers,  over  20,000 
letters  mailed,  almost  225,000  pam- 
phlets and  bulletins  distributed,  and 
some  180  public  lectures  given.  To 
quote  Ferrell,  “In  short,  the  people 
are  having  their  eyes  opened.’’7 

In  addition  to  serving  as  the  di- 
rector of  the  North  Carolina  cam- 
paign, Ferrell  wrote  a pamphlet  on 
hookworm  at  the  request  of  the 
American  Medical  Association  and 
also  outlined  a plan  (which  was 
never  implemented)  for  long-term 
continuation  of  hookworm  surveil- 
lance. On  March  31 , 1915  the  North 
Carolina  Campaign  Against  Hook- 
worm Disease  ended.  Ferrell  and 
the  other  administrators  continued 
to  combat  hookworm  through  other 
health  agencies.4 

Following  the  work  of  the  Rocke- 
feller commission,  hookworm  in 
North  Carolina  went  relatively  un- 
noticed for  several  years.  Even  up 
to  the  present  only  one  statewide 
survey  has  been  conducted  since 
1914.  Rather,  selected  counties  have 
been  surveyed  and  the  results  are 
discussed  below. 

In  1923  a hookworm  survey  was 
conducted  in  several  communities 
in  North  Carolina.  The  study  cen- 
tered on  the  community  of  Knotts 
Island  in  Currituck  County  (Coastal 
Plain).  The  hookworm  prevalence 
rate  here  had  been  reduced  from 
75.7%  during  the  Rockefeller  cam- 
paign to  23.2%  by  1923  — still  a 
formidable  rate.  The  researchers  de- 
cided to  make  Knotts  Island  a model 
community  for  hookworm  control. 
With  intensive  treatment  the  infec- 
tion rate  was  reduced  to  3%,  show- 
ing that  thorough  treatment  is  in- 
strumental in  controlling  the  prob- 
lem.9 Since  hookworm  does  not 
multiply  in  the  body  and  is  spread 
only  by  contact  with  polluted  soil, 
proper  sanitation  should  have  made 
the  community  disease-free.  Fol- 


lowing this  line  of  reasoning,  a new 
model  privy  — the  LRS  privy  — 
was  installed  there.  The  LRS  privy, 
named  after  its  three  inventors,  con- 
sisted basically  of  several  water- 
tight barrels,  connecting  pipes,  and 
a zinc-lined  box.  It  was  completely 
sanitary  but  difficult  to  put  into  gen- 
eral use  due  to  expense.  The  privy 
at  Knotts  Island  operated  success- 
fully, but  efforts  to  find  someone  to 
maintain  it  proved  fruitless  and  the 
project  was  abandoned.4 

About  this  same  time  Guilford 
County  became  the  first  county 
in  the  South  to  support  a fulltime 
health  officer.4  Unfortunately,  the 
county  commissioners  did  not  con- 
sider the  investment  to  be  worth- 
while. Other  counties  followed  Guil- 
ford’s lead,  however,  and  local  health 
improved  across  the  state. 

In  1935  Otto  described  work  done 
in  Columbus  County,  in  southeast- 
ern North  Carolina  approximately 
50  miles  from  the  Atlantic  Ocean.10 
The  county  had  an  active  public 
health  department,  but  many  resi- 
dents considered  its  efforts  to  be 
“persecution’’  and  would  not  ac- 
cept treatment.  As  a result,  27.3% 
of  the  rural  whites  were  infected, 
with  an  average  egg  output  of  5,700 
eggs  per  ml  of  stool.  School  children 
were  more  markedly  affected,  dis- 
playing a 34.4%  infection  rate.  These 
data  compared  with  a 1914  rate  of 
37.9%,  representing  a fairly  negligi- 
ble decrease.  Of  the  blacks  exam- 
ined, only  12.3%  were  infected.  Of 
these,  the  average  egg  output  was 
around  2,000  per  ml  of  stool. 

Otto  cites  studies  done  in  Crusco, 
a small  settlement  near  a swamp  in 
Columbus  County.  Of  49  school- 
children  examined,  77%  of  them 
were  infected.  One  family  without  a 
privy  was  found  to  be  completely 
infected.  A young  boy,  the  most 
heavily  infected  in  the  family,  was 
passing  77,700  eggs  per  ml  of  stool. 
By  comparison  the  average  infec- 
tion rates  for  Columbus  County  as  a 
whole  were  27%  for  adults  and  34% 
for  children.  From  this  Otto  con- 
cluded that  hookworm  only  per- 
sisted as  a chronic  problem  in  iso- 
lated communities  which  resisted  all 
attempts  to  introduce  proper  sani- 
tation. 

In  1937  Keller  et  al  surveyed  70 
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North  Carolina  counties  for  hook- 
worm.'1 They  found  prevalence  to 
be  12.3%,  down  from  36.6%  during 
the  eradication  campaign.  Infection 
rates  by  county  varied  from  0.9%  in 
Durham  County  to  52.9%  in  Onslow 
County.  The  Coastal  Plain  continued 
to  have  the  highest  rate;  80%  of  all 
cases  resided  in  that  region.  Besides 
the  overall  decrease  in  prevalence, 
the  intensity  of  the  infections  had 
decreased  to  the  point  where  only 
one  in  five  positive  cases  displayed 
any  overt  symptoms.  The  average 
egg  output  was  3,100  eggs  per  ml  of 
stool  in  whites  and  1.600  per  ml  of 
stool  in  blacks. 

The  authors  concluded  that  a 
marked  reduction  in  hookworm  dis- 
ease had  occurred,  that  the  most 
improvement  had  taken  place  in  the 
Piedmont  and  mountain  regions  and 
that  the  greatest  problem  was  the 
continuing  high  rate  of  both  inci- 
dence and  prevalence  in  the  Coastal 
Plain.  Reasons  for  the  decreased  in- 
cidence were  taken  to  be  treatment 
in  the  Piedmont  and  mountains  (since 
reinfection  was  rare  in  these  areas) 
while  decreases  in  the  Coastal  Plain 
were  attributed  to  treatment  and  the 
sanitary  privy  law  enacted  in  1919. 
Improved  sanitation  in  the  public 
schools  and  mill  towns  generally 
was  credited  with  lowering  the  rate 
of  reinfection.  Keller’s  group  also 
felt  that  public  education  and  physi- 
cian cooperation  were  major  factors 
in  the  control  effort. 

A survey  was  conducted  in  For- 
syth County  in  1937  on  the  preva- 
lence of  several  intestinal  parasites, 
including  hookworm."  Hookworm 
prevalence  in  this  county  had  been 


23.8%  during  the  Rockefeller  cam- 
paign and  had  decreased  to  only 
2.9%  by  1937.  This  decrease  was 
attributed  to  the  sanitary  privy  law, 
consolidation  of  rural  schools,  pub- 
lic education,  and  establishment 
of  a fulltime  county  health  depart- 
ment. The  survey  of  school  children 
and  their  families  found  1 .8%  of  the 
children  infected  and  1.1%  of  the 
family  members.  Although  the  rate 
of  helminth  infection  was  low,  in- 
fection with  parasitic  amoebae  was 
high.  Most  of  the  amoebae  were 
E.  histolytica,  suggesting  that  al- 
though the  privy  had  helped  elimi- 
nate the  spread  of  helminths,  it  was 
a probable  cause  of  ground  water 
contamination  and  thus  was  not 
completely  safe. 

In  1938  an  examination  of  rural 
whites  in  North  Carolina  showed  a 
12.3%  incidence  rate  and  an  I 1.4% 
prevalence  rate  of  hookworm,  a 
69.3%  reduction  from  the  1910-14 
period.  Of  those  infected.  33.3% 
had  very  light  infections,  45.3% 
light.  20.0%  moderate  to  heavy,  and 
1 .4%  very  heavy.  Since  only  heavy 
cases  display  symptoms,  only  25% 
of  those  infected  were  considered 
"diseased.”  Studies  showed  a di- 
rect relationship  between  number  of 
family  members  infected  and  inten- 
sity of  infection.  Of  eight  states  sur- 
veyed (North  and  South  Carolina, 
Mississippi,  Alabama,  Kentucky, 
Tennessee,  Florida  and  Georgia), 
North  Carolina  had  the  third  lowest 
hookworm  prevalence  rate.12 

The  most  recent  data  on  hook- 
worm comes  from  state  health  labo- 
ratory statistics  in  several  Southern 
states.13  From  the  period  including 


1950-54  the  incidence  rate  in  North 
Carolina  was  12.8%,  which  is  a 
0.5%  difference  from  the  1938  rate 
and  is  not  statistically  significant. 

The  incidence  of  hookworm  dis- 
ease in  North  Carolina  has  con- 
tinued to  decrease  since  the  last 
statewide  survey  in  1954.  Reasons 
for  such  a decrease  include  improved 
sanitation,  public  education,  and  an 
increased  pride  in  North  Carolinians 
in  addition  to  the  obvious  medical 
improvements.  Although  a recur- 
rence of  hookworm  in  North  Caro- 
lina seems  highly  unlikely,  it  might 
be  advantageous  to  conduct  limited 
surveys  in  each  of  the  state's  three 
geographic  regions.  Hookworm  is  a 
disease  which  must  be  kept  under 
control  so  that  we  may  always  know 
the  joy  of  going  barefoot. 
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JOHN  SELDKN  [1584-1654] 

If  a Man  had  a sore  Leg,  and  he  should  go  to  an  Honest  Judicious  Chirurgeon.  and  he  should  only  bid  him  keep 
it  warm,  and  anoint  with  such  an  Oil  (an  Oil  well  known)  that  would  do  the  cure,  haply  he  would  not  much  regard 
him.  because  he  knows  the  Medicine  beforehand  an  ordinary  Medicine.  But  if  he  should  go  to  a Surgeon  that 
should  tell  him,  your  Leg  will  Gangrene  within  three  days,  and  it  must  be  cut  off,  and  you  will  die.  unless  you  do 
something  that  I could  tell  you.  what  listening  there  would  be  to  this  Man! 

Table-Talk.  "Damnation” 
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Bromocriptine  in  the  Treatment  of 
Haloperidol-induced  Galactorrhea 

Indira  M.  Varia,  M.D.,  Jesse  O.  Cavenar,  Jr.,  M.D., 

Ronald  J.  Taska,  M.D.,  and  Allan  A.  Maltbie,  M.D. 


Galactorrhea,  the  ex- 
cessive or  spontaneous  flow  of 
milk  or  the  persistent  flow  of  milk 
irrespective  of  nursing,  can  be  a 
puzzling  and  difficult  clinical  prob- 
lem. Hypothalamic  and  pituitary 
disorders  can  be  causative  of 
galactorrhea* 1  and  psychotropic 
drugs  have  also  been  implicated  as 
etiologic  agents.2  While  the  pheno- 
:thiazines,  particularly  chlor- 
promazine,  are  the  psychotropic 
drugs  most  often  reported  to  cause 
i galactorrhea,  haloperidol  has  also 
: been  reported  to  be  capable  of  pro- 
ducing this  condition.  Although  the 
exact  mechanism  of  milk  produc- 
tion and  secretion  is  not  known, 
prolactin  is  the  essential  hormone  of 
jlactogenesis  and  an  elevated  serum 
prolactin  level  is  a constant  finding 
in  patients  with  inappropriate  lacta- 
tion.1 Prolactin  secretion  is  primar- 
ily controlled  by  the  secretion  of 
prolactin  inhibiting  factor,  which  is 
produced  by  the  hypothalamus  and 
transported  via  the  hypothalamic- 
pituitary  portal  circulation  to  the 
interior  pituitary  gland.3  Since 
dopamine  can  act  directly  on  the 
pituitary  gland  resulting  in  a de- 
crease in  prolactin  secretion,  it  is 
possible  that  this  neurotransmitter 
is  a prolactin-inhibitory  factor.4  It 
is  believed  that  antipsychotic  drugs, 
such  as  haloperidol,  being  do- 
pamine receptor  antagonists,  may 
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cause  lactation  by  blocking  the  ac- 
tivity of  prolactin  inhibiting  factor.3 
An  ergot  alkaloid,  bromocriptine 
mesylate,  has  been  reported  to  in- 
hibit puerperal  lactation  and  to  ter- 
minate breast  secretion  in  patients 
with  inappropriate  lactation.1  This 
same  compound  has  also  been  re- 
ported to  be  effective  in  the  treat- 
ment of  phenothiazine-induced 
galactorrhea.2  Our  review  of  the  lit- 
erature, however,  does  not  reveal 
any  report  in  which  bromocriptine 
mesylate  has  been  used  for  the 
treatment  of  haloperidol-induced 
galactorrhea.  It  is  the  purpose  of 
this  communication  to  report  such  a 
case. 

CASE  REPORT 

A 30-year-old  female  was  ad- 
mitted to  a psychiatric  facility  with 
apparent  symptoms  of  a manic 
episode  characterized  by  hostility, 
agitation,  hyperactivity,  delusions 
of  pregnancy,  pressured  speech, 
and  flight  of  ideas.  In  an  effort  to 
control  these  symptoms  rapidly, 
she  was  given  haloperidol  with  the 
plan  of  initiating  lithium  therapy  as 
soon  as  possible.  Her  haloperidol 
was  gradually  increased  to  40  mg 
per  day  and  her  symptoms  im- 
proved on  that  dosage.  On  the  14th 
day  of  her  hospitalization,  however, 
she  developed  profuse  galac- 
torrhea. An  endocrine  evaluation 
including  skull  X-rays,  pregnancy 
test,  and  thyroid  function  tests  were 
negative  or  normal.  Her  serum 
prolactin  level  was  145.6  ng/ml.  She 


had  no  recent  history  of  breast 
feeding  or  oral  contraceptive  use. 
Treatment  with  bromocriptine 
mesylate  2.5  mg  per  day  was  begun 
in  an  effort  to  control  her  hyper- 
prolactinemia and  galactorrhea,  but 
she  was  released  from  the  hospital 
by  a court  decision  before  the  ef- 
fects of  this  therapy  couid  be  as- 
certained. She  was  continued  on 
haloperidol.  bromocriptine  mesy- 
late and  trihexyphenidyl  hydro- 
chloride but  took  her  medicine 
sporadically  and  was  readmitted 
three  weeks  later  in  a manic  phase, 
exactly  as  previously  described. 
Upon  admission,  she  was  noted  to 
have  galactorrhea  and  her  serum 
prolactin  level  was  281.2  ng/ml. 
Bromocriptine  mesylate,  2.5  mg  per 
day,  was  started  and  increased  to  5 
mg  per  day  by  the  seventh  hospital 
day.  The  patient  was  also  given 
haloperidol  5 mg  per  day  and  lithium 
carbonate  300  mg  b.i.d.  By  the  14th 
hospital  day,  her  galactorrhea  had 
markedly  subsided  and  her  serum 
prolactin  level  had  fallen  to  42 
ng/ml.  Haloperidol  was  discon- 
tinued on  the  14th  day  because  her 
clinical  condition  had  improved 
greatly  as  her  serum  lithium  level 
stabilized  at  therapeutic  levels. 
Bromocriptine  mesylate  was  dis- 
continued on  the  15th  day.  By  the 
16th  day  her  galactorrhea  had 
ceased  completely  and  the  serum 
prolactin  level  had  fallen  to  2.8 
ng/ml.  She  was  discharged  and 
maintained  on  lithium  carbonate 
only  without  further  episodes  of 
galactorrhea. 
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DISCUSSION 

In  this  communication  we  report 
the  successful  treatment  of  halo- 
peridol-induced  galactorrhea  with 
bromocriptine  mesylate.  We  be- 
lieve it  is  important  to  know  that  at 
least  some  cases  of  haloperidol-in- 
duced  galactorrhea  will  respond  to 
this  treatment  because  there  are 
clinical  situations  in  which  rapid 
control  of  psychotic  symptoms  with 
haloperidol  is  desirable  if  not  criti- 


cal. Clearly,  it  is  more  advantage- 
ous to  control  the  galactorrhea,  if  it 
should  occur,  with  bromocriptine 
mesylate  than  to  attempt  to  change 
to  another  antipsychotic  drug  which 
may  be  less  effective  in  treating  the 
psychosis  or  which  may  produce 
the  same  lactation  side  effect.  One 
possible  disadvantage  of  such  com- 
bined haloperidol -bromocriptine 
therapy  is  the  theoretical  possibility 
that  a dopamine  agonist  such  as 
bromocriptine  might  negate  some  of 


the  dopamine  antagonist  effects  of 
haloperidol  thus  reducing  its  anti- 
psychotic effect. 
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THOMAS  SYDENHAM  [1624-1689] 

In  writing  the  history  of  a disease,  every  philosophical  hypothesis  whatsoever,  that  has  previously  occupied 
the  mind  of  the  author,  should  lie  in  abeyance.  This  being  done,  the  clear  and  natural  phenomena  of  the  disease 
should  be  noted  — these,  and  these  only.  They  should  be  noted  accurately,  and  in  all  their  minuteness;  in 
imitation  of  the  exquisite  industry  of  those  painters  who  represent  in  their  portraits  the  smallest  moles  and 
faintest  spots. 

Medical  Observations  (3rd  ed.),  Preface  (tr.  by  R.  G.  Latham  in  Works,  Vol.  I) 
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DURING  a recent  week,  two 
young  women  were  seen  at 
one  of  the  state's  medical  centers 
with  Stage  I carcinoma  of  the  cer- 
vix. This  in  itself  is  not  unusual; 
however,  both  of  these  patients  had 
not  had  a Pap  smear  in  two  years. 
When  asked  why  a Pap  smear  had 
not  been  obtained  annually  both 
women  noted  that  the  American 
Cancer  Society  (ACS)  recom- 
mended that  they  needed  a Pap 
smear  only  every  three  years.1  As  a 
result  of  the  1980  American  Cancer 
Society’s  statement  concerning 
screening  interval  in  cervical  cancer 
there  are  confusions  and  concerns 
that  need  to  be  addressed. 

Historically,  there  has  been  a 
“yearly”  Pap  smear  which  was  ar- 
bitrarily determined.  Although 
some  questions  have  been  raised 
concerning  the  role  of  the  Pap  smear 
in  reducing  the  incidence  and  death 
rates  for  carcinoma  of  the  cervix, 
the  fact  remains  that  during  recent 
years,  nowhere  in  the  world  has 
there  been  a reduction  in  cancer  of 
the  cervix  unless  a screening  pro- 
gram was  active.  The  Pap  smear 
remains  the  classic,  ideal  screening 
technique  for  cancer.  Recent  re- 
evaluation  of  the  frequency  of  the 
Pap  smear  has  been  undertaken. 
Suggested  changes  and  recom- 
mendations must  be  scrutinized 
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carefully  before  their  acceptance; 
misinterpretation  of  the  results 
could  lead  to  disaster. 

In  1976,  the  Walton  Report  from 
Canada  was  published.2  Based  on 
evaluation  of  data  from  some  of  the 
provinces,  several  recommen- 
dations were  made.  Women  over  18 
and  “at  risk"  (sexually  active 
female)  should  have  an  initial  Pap 
smear.  If  the  initial  smear  is  nega- 
tive a second  smear  should  be  taken 
one  year  later.  If  both  smears  are 
satisfactory  and  negative,  sub- 
sequent Pap  smears  should  be  taken 
at  three-year  intervals  until  the  age 
of  35,  then  at  five-year  intervals 
until  the  age  of  60.  If  all  of  the  Pap 
smears  during  the  life  of  the  patient 
are  negative  by  the  time  she  reaches 
60  then  the  patient  can  be  dropped 
from  the  screening  program.  The 
Walton  Report  did  recognize  a 
group  of  women  who  were  at  in- 
creased risk  for  the  development  of 
cervical  cancer  (the  onset  of  sexual 
activity  commenced  in  the  mid- 
adolescent years  and  multiple  sex- 
ual partners).  The  women  at  con- 
tinued high  risk  should  be  screened 
annually.  The  Walton  Report  was 
generally  accepted  across  Canada; 
however,  implementation  of  the 
recommendations  has  varied  be- 
tween the  provinces. 

The  American  Cancer  Society  in 
its  report  on  “the  cancer  related 
health  checkup”  essentially  en- 
dorsed the  Walton  Report  with 
some  slight  modification.  It  sug- 
gested that  all  asymptomatic 
women  over  the  age  of  20  and  those 


under  20  who  are  sexually  active 
have  a Pap  smear  annually  for  two 
negative  examinations  and  then  at 
least  every  three  years  until  the  age 
of  65.  The  pelvic  examination 
should  be  done  as  part  of  the  general 
physical  examination  every  three 
years  from  20  to  40  years  of  age  and 
annually  thereafter.  Women  at  high 
risk  should  be  tested  more  fre- 
quently. 

The  recommendation  of  the 
American  Cancer  Society  was  dis- 
turbing to  many  of  the  American 
clinicians  who  are  primarily  respon- 
sible for  the  primary  care  of  the 
female  patient.  In  particular,  the 
American  College  of  Obstetricians 
and  Gynecologists  (ACOG)  re- 
sponded in  some  detail  to  the  ACS 
proposal.3  In  addition,  organiza- 
tions such  as  the  International 
Academy  of  Cytology  stated  that 
“until  outstanding  quality  assur- 
ance systems  are  in  place  it  is  our 
belief  that  annual  screening  for  cer- 
vical cancer  represents  the  optimal 
approach  to  the  early  diagnosis  of 
this  disease.”4  The  ACOG  stated 
that  those  patients  at  high  risk 
(those  who  have  had  early  sexual 
intercourse,  have  had  multiple  sex- 
ual partners,  or  multiple  marital 
events)  should  be  screened  annu- 
ally. Since  a substantial  proportion 
of  women  in  the  United  States  are  at 
high  risk  for  developing  cervical 
neoplasia  they  should  be  made 
aware  of  these  factors.  As  a result, 
the  ACOG  recommends  annual 
cytological  screening  for  cervical 
neoplasia  for  most  women  in  the 
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United  States.  Since  the  choice  of 
any  cytological  screening  interval  is 
arbitrary  and  the  factors  dictating 
such  a choice  were  complex,  the 
screening  interval  in  the  low  risk 
group  should  be  an  informed  choice 
was  arrived  at  by  the  patient  and  her 
physician. 

Why  have  different  investigators 
reviewing  the  same  data  drawn  such 
varied  conclusions  and  recom- 
mendations? Are  the  investigators 
drawing  the  same  conclusions  with 
different  emphasis  or  is  there  a true 
difference  in  the  interpretation  of 
this  material  as  can  occur  with  any 
scientific  interpretation?  Is  there  a 
self-enhancing  endeavor  in  any  of 
these  recommendations?  All  of  the 
above  may  be  true.  In  the  context  of 
this  presentation,  space  does  not 
allow  a thorough  consideration  of 
all  of  the  factors  contributing  to 
these  recommendations.  Attempt 
will  be  made  to  briefly  discuss  some 
of  the  background  information  on 
which  the  recommendations  were 
based.  Conclusions  and  recom- 
mendations will  be  presented. 

In  the  not  too  distant  past,  ques- 
tions were  raised  about  whether  the 
Pap  smear  was  in  fact  fulfilling  the 
screening  tool  criteria.  Three  char- 
acteristics are  needed  for  screening 
to  be  advantageous:  1 ) the  disease 
should  have  a serious  consequence; 
2)  the  treatment  is  better  on 
screen-detected  disease  than  on 
symptom-detected  disease  and;  3) 
there  should  be  a high  prevalence  of 
detectable  preclinical  evidence  of 
the  disease.  The  Walton  Report,  the 
American  Cancer  Society  and  the 
ACOG  all  agree  that  increased 
screening  has  resulted  in  a de- 
creased incidence  and  mortality 
from  invasive  carcinoma  of  the  cer- 
vix. Concomitantly  and  perhaps 
just  as  important,  there  has  been  an 
increase  in  the  detection  of  the 
preinvasive  asymptomatic  phase  of 
the  disease  — cervical  intraepithe- 
lial neoplasia  (CIN).  An  increase  in 
early  stage  disease  detection  has 
also  been  documented.  There  ap- 
pears,to  be  no  disagreement  con- 
cerning the  end  results  in  regard  to 
an  adequate  screening  program. 
The  basic  issue  is  the  optimal 
screening  interval.  The  recom- 
mendation of  the  ACS  is  derived 


from  data  which  would  suggest  that 
the  transit  time  for  carcinoma  in  situ 
to  invasive  cancer  is  8-10  years. 
This  assumes  that  CIN  progresses 
in  an  orderly  fashion  to  invasive 
cancer,  and  that  a mathematical 
model  is  representative.  Based 
upon  these  assumptions  the  transit 
time  from  carcinoma  in  situ  to  an 
invasive  cancer  in  5%  of  the  popu- 
lation is  three  years  or  less.  There- 
fore. those  individuals  at  the  ex- 
tremely early  end  of  the  bell-shaped 
distribution  would  be  undetected 
and  fall  through  the  “safety  net”  if  a 
three-year  screening  interval  were 
used.  Physicians,  particularly  those 
in  the  referral  centers,  are  seeing  an 
increasing  number  of  patients  who 
are  obtaining  a Pap  smear  less  fre- 
quently than  each  year  and  pre- 
senting with  invasive  disease.  It  ap- 
pears that  that  number  is  greater 
than  5%.  This  phenomenon  is  being 
seen  nationwide. 

Several  studies  have  been  re- 
ported which  would  indicate  that 
this  biological  model  is  difficult  to 
put  within  the  constraints  of  a 
mathematical  model.  A study  from 
Toronto  of  212  patients  with  inva- 
sive cancer  noted  that  42%  of  them 
had  had  a negative  smear  within  five 
years.5  A report  from  Sweden  indi- 
cated that  81%  of  177  invasive 
cancer  patients  had  previously  been 
screened  with  a Papanicolaou 
smear.6  Forty-five  percent  of  these 
had  had  negative  smears  within  AVi 
years  and  25%  were  negative  within 
two  years  of  the  diagnosis  of  cervi- 
cal cancer.  A most  startling  study 
from  Seattle  of  92  patients  with 
early  invasive  carcinoma  of  the  cer- 
vix noted  that  51%  of  these  indi- 
viduals had  had  negative  Pap 
smears  within  three  years  and  27% 
within  one  year  of  the  time  of  diag- 
nosis.* These  are  appreciable  and 
frightening  figures.  Other  than  the 
fact  that  cancer  can  grow  very 
rapidly  in  an  individual  patient,  the 
accuracy  of  the  Papanicolaou  smear 
can  vary  considerably.  It  has  been 
suggested  that  the  false  negative 
rate  in  CIN  lesions  ranges  from  20% 
to  40%. 

One  must  remember  that  the  pur- 
pose of  screening  with  the  Papani- 
colaou smear  is  not  to  identify  pa- 
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tients  with  invasive  cancer,  but  to 
diagnose  the  disease  in  its 
asymptomatic,  preclinical  phase.  A 
patient  with  preclinical  disease  has 
a greater  chance  that  the  disease 
process  may  be  treated  with  a local, 
and  in  many  instances,  office-based 
therapy.  The  more  advanced  the 
disease  when  diagnosed,  the  more 
extensive  the  therapy,  the  greater 
the  cost  of  treatment,  and  the 
poorer  the  prognosis.  Because  of 
the  increased  screening  in  the 
United  States  during  the  decade  of 
the  1970s  there  has  been  a drop  in 
both  the  incidence  and  death  rate 
from  carcinoma  of  the  cervix.  There 
have  been  29,000  fewer  cases  of 
carcinoma  of  the  cervix  diagnosed 
and  7,000  fewer  deaths  than  if  the 
incidence  and  death  rates  had  re- 
mained at  the  1971  level  for  the  sub- 
sequent 10  years.7  This  has  been  a 
significant  step  forward  in  the  man- 
agement of  this  malignancy. 

The  only  justification  for  a Pap 
smear  less  than  annually  is  cost  ef- 
fectiveness. The  reasons  for  more 
frequent  Pap  smear  are  1 ) the  sen- 
sitivity of  the  Pap  smear  is  less  than 
optimal;  2)  the  unpredictability  of 
cervical  disease  and;  3)  what  is  the 
price  of  a human  life?  Obviously  we 
are  all  concerned  about  the  cost  of 
medical  care.  Yet  when  an  annual 
screening  program  that  has  taken 
years  to  implement  has  proved 
effective  why  should  changes 
be  based  on  predictions  from 
mathematical  models  and  interpre- 
tations of  disputed  data?  It  is  fully 
realized  that  the  annual  interval  for 
Pap  smear  was  arbitrarily  desig- 
nated but  its  efficacy  has  been 
proved  without  a doubt.  If  a new 
change  in  guidelines  is  followed,  the 
results  of  this  experiment  will  not  be 
known  for  10  to  20  years.  If  wrong, 
consequences  can  be  disastrous.  In 
England  not  recommending  a Pap 
smear  until  the  age  of  35  resulted  in 
a doubling  of  cancer  deaths  in 
women  under  the  age  of  35  from 
1966  to  1976. s It  is  interesting  to 
note  that  after  only  six  years  the 
Walton  Committee  is  to  reconvene 
because  its  original  recom- 
mendations have  led  to  some  disas- 
trous results.  Reportedly  the  new 
recommendations  will  be  made  to 
revert  to  the  earlier  practice  of  more 
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t'requent  screening. 

Until  confirmatory  data  are  avail- 
able, we  suggest  the  following  in  re- 
gard to  optimal  screening:  1)  In  the 
high  risk  patient  (commencement  of 
sexual  activity  in  the  mid-teens  or 
multiple  sexual  partners)  yearly 
pelvic  exam  and  Pap  smear  should 
be  performed.  It  should  be  recalled 
that  a substantial  proportion  of  the 
women  in  the  United  States  are  at 
high  risk.  2)  For  the  low  risk  patient. 
Pap  screening  interval  should  be  in- 
dividualized. An  informed  decision 


should  be  made  by  the  patient  and 
her  physician.  3)  The  traditional  an- 
nual gynecological  examination  is  a 
routine  screen  for  other  cancers  and 
medical  conditions.  Historically, 
the  "annual'’  Pap  smear  has  been 
part  of  this  tradition.  4)  Cost  effec- 
tiveness is  of  course  important,  but 
the  role  it  must  play  in  preventive 
medicine  is  complex  and  unclear. 
The  emotional  impact  on  the  indi- 
vidual woman  and  her  well-being 
must  remain  of  paramount  impor- 
tance. 
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HENRI  I)E  MONDEVILLE  [1260-1320] 

It  is  impossible  to  know  perfectly  the  part,  if  one  is  not  acquainted  with  the  whole,  even  in  a gross  way  (grosso 
modo);  so  it  is  impossible  to  be  a good  surgeon  if  one  is  not  familiar  with  the  foundations  and  generalizations  of 
medicine.  On  the  other  hand,  as  it  is  impossible  to  know  the  whole  perfectly  if  we  are  not  acquainted  in  a certain 
measure  with  each  of  its  parts,  it  is  impossible  for  anyone  to  be  a good  physician  who  is  absolutely  ignorant  of 
the  art  of  surgery,  with  a knowledge  of  its  possibilities  and  its  limitations. 

Treatise  on  Surgery  (tr.  by  J.  .1.  Walsh) 
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SPECIAL  ARTICLE 


After  the  First  Death:  Reflections  on 
Poetry  and  Emergency  Room  Experience 

Martha  Faith  McLellan 


INTRODUCTION:  Those  of  us  who 
have  practiced  medicine  long  enough 
tend  to  forget  the  early  uncertainties 
and  fascinations  of  medicine,  par- 
ticularly those  experiences  which 
befell  us  before  we  got  to  medical 
school.  Because  medicine  seems 
sometimes  in  its  technological  tread 
to  stamp  out  the  high  poetry  of  these 
events,  we  offer  as  a stimulus  to  recall 
and  to  meditation  about  our  chosen 
field  these  reflections  by  a recent 
college  graduate.  Miss  McLellan 
presented  her  observations  as  a 
senior  oration  at  Wake  Forest  Uni- 
versity, May  16,  1982. 

J.H.F. 

WHEN  life  is  in  perpetual 
conflict  with  art,  which 
triumphs?  Who  wins  when  the 
realities  of  suffering  and  death  seem 
to  make  a mockery  of  intellectual 
pursuits?  I have  struggled  with 
these  questions  and  more  in  my  at- 
tempt to  synthesize  the  two  most 
influential  experiences  of  my  col- 
lege years:  the  study  of  poetry  and 
my  part-time  job  in  the  Emergency 
Department  of  North  Carolina 
Baptist  Hospital.  The  gap  between 
the  two  activities  has  sometimes 
been  great;  it  is  difficult  to  soar  on 
the  “viewless  wings  of  Poesy” 
when  one’s  feet  are  firmly  en- 
trenched in  the  blood  of  unfortunate 
patients.  In  the  beginning  of  my 
work,  I could  see  no  relation  be- 
tween my  academic  life  and  my 
work  experience.  1 later  became 

1906  Brantley  Street 
Winston-Salem.  N.C.  27103 


convinced  that  it  was  absurd  to  even 
seek  a common  ground  between 
them.  After  long  reflection  on  these 
two  parts  of  my  life,  however,  I 
have  come  to  consider  the  interre- 
lation of  my  study  of  poetry  and  my 
involvement  in  emergency  room  life 
as  crucial  for  the  bestowing  of 
meaning  onto  each  other. 

Last  year,  a young  child  in 
Winston-Salem  was  burned  to  death 
in  his  home  when  an  arsonist  at- 
tempted to  kill  his  mother.  The 
mother  escaped,  and  her  son  be- 
came a helpless  victim  of  adult 
anger.  1 was  then  studying  the 
poetry  of  Dylan  Thomas,  and  as  I 
assisted  in  the  futile  resuscitation 
attempt,  the  words  of  Thomas’s  “A 
Refusal  to  Mourn  the  Death,  by 
Fire,  of  a Child  in  London”  came  to 
mind:  “After  the  first  death,  there  is 
no  other.”  A day  earlier,  the  line 
had  been  only  rhythm  and  words 
and  sound.  But  that  day.  it  was  in- 
fused with  meaning,  giving  hope  of 
life  in  the  midst  of  death.  I had  an 
almost  overwhelming  desire  to  re- 
cite the  poem  over  his  still  body  as  a 
kind  of  incantation,  a ceremony  in 
which  both  victim  and  mourner 
would  partake  of  the  comfort  in  that 
haunting  ending. 

I was  jolted  by  the  significance  of 
that  event,  primarily  because  of  an 
experience  which  took  place  some 
months  earlier,  when  I had  just 
begun  working.  Two  teenage  girls 
whose  car  had  been  hit  head-on  by 
a drunk  driver  arrived  in  the 
emergency  room  in  very  critical 


condition.  My  shock  at  the  extent  of 
their  injuries  was  due  not  only  to  my 
newness  at  the  job,  but  also  to  my 
realization  that  they  were  both 
younger  than  1 and  that  staying  alive 
often  seems  a matter  of  luck  and 
chance.  I felt  a strong  sense  of  in- 
adequacy and  helplessness  as  we 
cared  for  them.  That  night,  after  fi- 
nally drifting  into  restless  sleep.  I 
had  terrible  dreams  about  them, 
convinced  that  they  had  both  died. 
When  I listened  to  a lecture  on  Mil- 
ton  the  next  morning.  I couldn’t 
concentrate  on  any  of  the  words  for 
wondering  about  their  condition, 
hearing  their  screams,  and  seeing 
the  floor  and  my  shoes  covered  in 
their  blood.  At  that  moment,  there 
seemed  to  be  an  enormous  disparity 
between  my  academic  and  working 
lives,  and  I felt  acutely  isolated.  My 
classmates  could  not  participate  in 
my  experience;  neither  could  I par- 
take of  an  academic  exercise  which 
seemed  so  far  removed  from  my  ex- 
perience. Thus  1 was  surprised  to 
later  find  the  two  areas  of  my  life 
seemingly  merged  in  the  burned 
child's  death. 

Often  at  work,  in  trying  to  catch 
snatches  of  time  to  study,  1 repeated 
lines  of  poetry  to  myself  as  I per- 
formed routine  duties.  In  some  in- 
explicable way,  the  poetry  echoing 
in  my  head  helped  ease  the  devas- 
tating pain  I encountered  every  day. 
Other  tried-and-true  coping  mecha- 
nisms, such  as  off-color  jokes,  mor- 
bid or  inappropriate  humor,  are 
well-known.  But  what  is  there  about 


774 


Vol.  43.  No.  1 1 


the  sounds  and  cadences  of  poetry 
that  sustain  us  in  “the  heavy  and 
weary  weight  of  all  this  unintelligi- 
ble world”?  Is  it  simply  another 
defense,  raised  in  the  face  of  over- 
whelming suffering  and  death,  be- 
cause as  T.  S.  Eliot  reminds  us, 
“Humankind  cannot  bear  very 
much  reality”?  I believe  it  is  some- 
thing deeper,  perhaps  more  primi- 
tive than  this. 

The  power  of  poetry  lies  in  its 
ability  to  transcend  experience,  to 
smooth  out  rough  places,  to  give 
meaning  to  hollowness.  Moments  of 
extraordinary  clarity  emerge,  when 
the  rhythms  of  words  become  one 
with  the  rhythms  of  life.  Perhaps  the 
crafted  poetry  of  man  recalls  the 


primordial  rhythms  of  breathing  and 
circulation,  deep  calling  unto  deep. 

There  is  no  answer,  of  course. 
The  question  about  which  all  such 
speculation  ultimately  revolves  is 
what  makes  people  persevere, 
about  what  grace  allows  them  to  en- 
dure. Poetry  thus  becomes  a bearer 
of  grace,  an  instrument  with  power 
to  sustain.  The  peculiar  spirit  of 
Wake  Forest,  with  its  willingness  to 
speak  of  transcendence  and  to  look 
for  meaning  beyond  the  confines  of 
the  classroom,  has  encouraged  me 
to  seek  the  broad  implications  of  my 
experience.  An  environment  un- 
afraid of  mystery  has  fostered 
questions  and  my  search  for  an- 
swers. 


A man  in  his  mid-20s  suffered  an 
inoperable  neck  injury  in  an  auto- 
mobile accident.  He  spent  the  last 
hour  of  his  life  in  our  emergency 
room,  conscious  and  aware  of  his 
condition.  Having  been  told  of  his 
imminent  death,  he  was  left  to  die, 
his  family  grieving  with  him.  There 
can  be  no  satisfactory  explanation 
of  such  a loss,  only  easing  of  pain 
and  glimmers  of  meaning.  If  the  gift 
of  words  and  the  arrangement  of 
them  that  becomes  poetry,  there  is 
relief  and  comfort.  Poetry  speaks 
not  only  to  something  deep  within 
us,  but  also  to  truth  above  and  be- 
yond us.  I hope  that  young  man 
knew,  as  1 did,  that  “after  the  first 
death,  there  is  no  other.” 


LANFRANC  OF  MILAN  [d.  1315 1 

It  is  necessary  that  a surgeon  should  have  a temperate  and  moderate  disposition.  That  he  should  have 
well-formed  hands,  long  slender  fingers,  a strong  body,  not  inclined  to  tremble,  and  with  all  his  members  trained 
to  the  capable  fulfillment  of  the  wishes  of  his  mind.  He  should  be  well  grounded  in  natural  science,  and  should 
know  not  only  medicine  but  every  part  of  philosophy;  should  know  logic  well,  so  as  to  be  able  to  understand 
what  is  written;  to  talk  properly,  and  to  support  what  he  has  to  say  by  good  reasons. 

Chirurgia  Magna  (tr.  by  J.  .!.  Walsh) 
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Toxic  Encounters 

of  the  Dangerous  Kind 

J 

MDA  — ANOTHER  STUPEFACENTE 

MDA  is  not  the  name  for  a new  governmental 
ageney  or  the  initials  of  a new  subway  system.  It  refers 
to  a member  of  a group  of  drugs  called  phenyliso- 
propylamines.  MDA  (methylenedioxyamphetamine) 
appears  to  be  the  most  popular  member  of  this  group 
in  North  Carolina  where  there  has  been  a resurgence 
in  its  use.  It  seems  as  if  hallucinogens  in  general  (in- 
cluding LSD)  are  becoming  popular  again  in  our  state. 

MDA  is  a synthetic  amphetamine  derivative  which 
now  has  no  legitimate  medical  indication.  Its  street 
name  is  the  “love  drug;”  it  allegedly  provides  a rather 
peaceful  psychodelic  trip.  Analysis  of  the  chemical 
structure  reveals  a similarity  to  both  mescaline  and 
amphetamine.  The  drug  is  usually  taken  orally  but  can 
be  used  intravenously  or  by  snorting.  Also  known  as  a 
psychomimetic  amphetamine,  MDA  is  taken  by  the 
user  for  its  obvious  “double  action”  — i.e.,  it  alters 
perception  and  also  produces  a “high.”  It  is  consid- 
ered by  the  cognoscenti  to  be  a relatively  mild  mood- 
altering  substance  — certainly  less  than  LSD,  mes- 
caline or  psilocyn.  The  effective  dose  of  MDA  is  about 
80-150  mg  with  an  onset  of  effects  30-60  minutes  after 
ingestion  and  lasting  for  about  eight  hours.  The  peak 
“experience”  occurs  approximately  90  minutes  after 
ingestion.  This  allegedly  consists  of  a heightened 
sense  of  well-being  and  increased  tactile  sensations. 
There  is  said  to  be  an  increased  perception  of  an 
inwardly  focused  experience  and  remarkable  aesthet- 
ic enjoyment,  especially  of  music.  People  “stoned” 
on  MDA  often  focus  on  interpersonal  relationships 
and  have  a strong  desire  to  be  with  and  converse  with 
people.  Although  there  is  no  evidence  of  an 
aphrodisiac  effect  it  is  said  to  produce  very  “warm 
feelings”  toward  others  — hence  its  street  name  — the 
“love  drug.”  Hallucinations,  as  we  might  expect  from 
the  indolalkylamines  such  as  LSD,  are  not  common 
except  when  high  doses  of  MDA  are  taken. 

So  much  for  the  good  news.  What  happens  when 
this  so-called  “benign”  drug  turns  into  a chemical 
nightmare?  How  would  such  a patient  present  to  your 
office  or  emergency  room?  The  bad  reactions  to  MDA 
typically  are  manifest  as  severe  sympathomimetic  ef- 
fects — hypertension,  tachycardia,  dilated  pupils, 
ataxia,  seizures,  rigidity,  marked  diaphoresis,  hyper- 
themia,  coma  — as  well  as  with  a severe  panic  reaction 
or.  not  commonly,  a prolonged  psychotic  state.  In  the 
worst  scenario  there  is  rhabdomyolysis,  disseminated 
intravascular  coagulation,  refractory  shock,  adult  re- 


spiratory distress  syndrome  and  death.  Certainly 
MDA  does  not  deserve  its  benign  street  reputation. 
We  see  that  methylenedioxyamphetamine  has  central 
and  peripheral  effects;  the  peripheral  effects  are  prob- 
ably mediated  by  the  interaction  of  MDA  with  alpha 
adrenergic  nerve  endings,  resulting  in  the  release  of 
endogenous  1-nor-epinephrine.  The  hyperthermia  is 
probably  mediated  by  both  central  and  peripheral 
means. 

Treatment  of  a “bad  trip”  resultingfrom  MDA  is  by 
no  means  easy  or  clean  cut.  In  spite  of  the  fact  that  this 
drug  has  been  around  for  over  a decade,  there  is  no 
consensus  as  to  the  best  way  to  treat  an  overdose. 
Some  recent  recommendations  suggest  that  the  drugs 
of  choice  in  the  treatment  of  a bad  case  of  MDA 
overdose  might  b ephentolamine  my sy late  (Regitine®) 
— an  alpha-adrenergic  blocker,  methysergide  male  ate 
(Sansert®),  an  inhibitor  of  5-hydroxytryptamine 
(serotonin)  and/or  phenobarbital  sodium. 
(Phenoxybenzamine)  [Dibenzyline®]  or  prazosin 
[Minipress®]  might  also  be  employed  because  of  their 
effect  on  alpha-adrenergic  receptors,  but  no  informa- 
tion was  found  in  literature  review.)  Support  of  the 
cardiovascular  and  respiratory  systems,  of  course, 
take  top  priority.  MDA  intoxication  can  closely  re- 
semble amphetamine  intoxication,  but  it  appears  that 
the  treatment  is  different  — that  is,  chlorpromazine  or 
halperidol,  droperidol  or  acid  diuresis  probably  will 
not  reverse  an  MDA  overdose.  In  fact,  the  interaction 
of  chloropromazine  (Thorazine®)  with  MDA  or  other 
street  drugs  such  as  STP  (the  serenity-tranquility- 
peace  pill,  or  DOM,2,5-methoxyl-4-methylam- 
phetamine)  or  DMT  (dimethyltryptamine)  can  pro- 
duce a profound  hypotension.  It  is  fair  to  say  that  if 
you  do  not  detect  amphetamines  in  specimens  from  a 
patient  presenting  with  classic  clinical  features  of  am- 
phetamine overdose,  you  should  consider  the  possi- 
bility of  a hallucinogenic  amphetamine  derivative  as 
the  cause. 

Another  similar  hallucinogenic  amphetamine  com- 
pound DOB  has  been  increasing  in  popularity  on  the 
West  Coast.  This  “trip  inducer”  is  2,5-dimethoxy-4- 
bromoamphetamine  and  often  is  sold  to  those  wishing 
to  purchase  LSD  or  MDA.  One  of  its  street  names  is 
“Psychodrine.”  The  results  of  a DOB  trip  include 
hypertension  (especially  systolic),  hyperthermia,  di- 
lated pupils,  hallucinations  and.  with  increased  dos- 
age, panic,  disorientation,  violent  behavior,  seizures 
and  CNA  depression.  The  latter  two  features  are  as- 
sociated with  the  concomitant  ingestion  of  DOB  and 
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ethanol.  Excessive  quantities  of  DOB  can  also  cause 
persistent  vasoconstriction.  Diazepam  is  suggested 
for  the  CNS  effects  including  seizures;  heparin  and 
alpha-adrenergic  antagonists  (e.g.,  phentolamine  and 
tolazoline)  have  been  tried  interarterially  for  the  relief 
of  the  peripheral  ischemia.  However,  as  with  MDA, 
clinical  experience  with  therapy  has  not  been  vast. 

The  foreign  press  often  has  a wonderful  way  with 
words.  The  Italian  newsprint  media  often  refer  to  an 


illegal  drug  of  abuse  as  a stupefacente  and  it  means 
just  what  it  sounds  like  it  should  mean. 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine 
and  Chairman.  Committee  on 
Accidents  and  Poison  Prevention 
N.C.  Chapter  of  the  American 
Academy  of  Pediatrics 


OLIVER  WENDELL  HOLMES  [1809-1894] 

He  had,  in  fact,  an  ancient,  mildewed  air, 

A long  gray  beard,  a plenteous  lack  of  hair,  — 

The  musty  look  that  always  recommends 
Your  good  old  Doctor  to  his  ailing  friends. 

Talk  of  your  science!  after  all  is  said 
There’s  nothing  like  a bare  and  shiny  head; 

Age  lends  the  graces  that  are  sure  to  please; 

Folks  want  their  doctors  mouldy,  like  their  cheese. 

Rip  Van  Winkle,  M.D..  Canto  II 
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Jo  one  would  think  of  practicing  medicine  with 
grandfather's  instruments,  yet  many  practices 
trying  to  meet  today’s  complex  bookkeeping 
I reporting  requirements  with  the  same  tools 
t were  used  in  grandfather's  day.  The  result,  of 
rse,  is  less  time  spent  practicing  medicine 
ause  your  business  office  is  bogged  down  in 
ierwork.  And  you  never  get  the  practice 
ilysis  information  you  need  to  make  informed 
isions. 


BASMED,  the  automated  medical  practice 
management  system  from  BAS,  has  proven  itself 
in  practice  after  practice.  BASMED  automates  all 
the  usual  billing  and  insurance  functions,  but  it 
does  more  than  that.  It  provides  you  with  the 
information  you  need  to  make  vital  practice 
management  decisions. 

Call  our  toll  free  number  for  more  information 
about  BASMED. 

AT  BAS, 


business  application  systems,  inc. 


dept  f 

7334  chapel  hill  road 
raleigh,  n.c.  27607 
(919)  851-8512 
(800)  334-7010  (except  NC) 


AUTHORIZCD 

D€flL£R 

Texas  Instruments 

COfTIPUT€P  5V5T€/T1S 


OLD-FASHIONED  INTEGRITY 
IS  THE 

BENCHMARK 

FOR  TODAY’S  TECHNOLOGY 


r \ 

Editorials 

V ) 


SIR  HANS  KREBS  (1900-81) 

On  November  22,  1981,  Sir  Hans  Krebs  died  at 
Oxford  at  the  age  of  81 . His  odyssey  could  have  taken 
place  only  in  the  20th  Century  and  serves  as  a testimo- 
nial to  the  upheavals  of  our  times.  Born  in  Lower 
Saxony  at  Hildesheim.  a small  city  more  than  a thou- 
sand years  old,  once  the  seat  of  a major  North  German 
bishopric,  his  medical  career  started  at  Hamburg  and 
ended  in  England.  After  graduating  from  medical 
school  in  Hamburg,  he  spent  four  years  with  Otto 
Warburg  in  Berlin  before  going  to  Freiburg.  There  he 
and  his  colleagues  found  that  urea  production  is 
mediated  by  the  ornithine-citrulline-arginine  cycle, 
sufficient  in  itself  to  ensure  the  everlasting  respect  of 
the  scientific  community. 

But  the  Germany  of  Adolf  Hitler  had  no  respect  for 
people  like  Krebs  who  was  fired  in  1933  despite  his 
achievements.  He  shortly  found  refuge  in  England 
where  first  at  Cambridge  and  later  at  Sheffield  he 
continued  his  investigations.  It  was  at  Sheffield  that 
he  worked  out  the  tricarboxylic  acid  cycle,  the 
Krebs’  cycle,  to  join  Meyerhof,  Koch,  his  mentor 
Warburg,  Laennec  and  so  many  others  in  the  land  of 
eponyms.  Later  he  was  to  receive  the  Nobel  Prize,  to 
become  a fellow  of  the  Royal  Society  and  to  be 
knighted,  but  his  name  will  endure  more  comfortably 
in  the  designation  of  that  vital  cycle  where  those  mys- 
terious acids,  succinic,  fumaric  and  their  friends 
frolic. 

That  Sir  Hans  reached  an  almost  mythic  place  in 
science  before  his  death  is  beyond  question.  If  some 
still  doubt,  they  should  know  that  one  day  last  summer 
an  attractive  young  lady  came  to  work  in  the 
Biochemistry  Department  of  one  of  our  medical 
schools  adorned  by  an  orange  t-shirt  on  which  the 
Krebs’  cycle  was  neatly  inscribed  in  blue. 

J.H.F. 

ADVERTISING 

The  assimilation  and  application  of  new  knowledge, 
particularly  when  it  is  rapidly  accumulating,  often 
stress  societies  seriously  and  strain  our  facilities  for 
adaptation.  So  it  is  with  modern  medicine  charac- 
terized by  dramatically  increased  costs,  the  techno- 
logical imperative,  and  a capacity  to  provoke  greater 
and  greater  expectations  from  the  sick  and  the  worried 


well.  This  pressure  is  showing  also  within  the  ranks  of 
medicine  in  ways  almost  too  numerous  to  count.  To 
take  a single  example,  the  Federal  Trade  Commission 
continues  to  urge,  at  least  indirectly,  advertising  by 
professionals.  And  professionals  are  advertising 
more,  at  least  in  North  Carolina.  A recent  survey  of 
newspaper  advertising  in  seven  North  Carolina  cities 
indicates  that  in  1981  opticians,  chiropractors,  and 
lawyers  in  the  main  took  to  the  press  with  great  en- 
thusiasm. Advertising  by  professionals  increased  by 
almost  150%  in  five  of  seven  cities  surveyed.  Data  are 
not  available  from  Greensboro  and  Winston-Salem 
but  Twin  City  newspapers  were  far  ahead  in  inches 
sold  to  professionals,  2,243  to  1,141  for  second  place 
Durham.  The  reasons  for  so  much  more  assertion  in 
Winston-Salem  and  Durham  are  unclear.  Perhaps  the 
newspaper  ad  salesmen  are  more  aggressive  or  per- 
haps the  fact  that  these  two  cities  are  sites  of  medical 
schools  has  something  to  do  with  it.  No  matter  the 
reason,  vigorous  advertising  campaigns  have  been 
mounted,  presumably  to  the  great  satisfaction  of  the 
Federal  Trade  Commission. 

J.H.F. 

LIFE  ON  THE  MISSISSIPPI  — 

A THANK  YOU  NOTE 

Perry  and  his  colleagues'  in  St.  Louis  have  recently 
called  our  attention  to  a syndrome  of  osteopenia  and 
hypercalciuria  in  five  young  men  for  which  a cause 
could  not  be  found.  Interestingly,  the  young  men’s 
ages  were  reported  as  27,  37,  37,  54  and  57  years.  Now 
this  is  a nice  syntactical  way  of  narrowing  the  genera- 
tion gap.  Given  the  Biblical  expectation  of  threescore 
years  and  ten,  it  might  have  been  presumed  that  mid- 
dle age  extends  indefinitely  from  the  25th  year.  So 
those  of  us  in  our  middle  years,  particularly  those  who 
have  obtained  membership  in  the  half-century  club, 
do  wish  to  extend  to  Dr.  Perry  and  his  co-workers  our 
deep  appreciation  for  their  readjustment  of  our  tem- 
poral station  in  life.  All  efforts  to  delay  the  onset  of  the 
golden  years  are  deeply  appreciated. 

J.H.F. 


Reference 

1-  Perry  HM  III.  Fallon  MD.  Bcrgfeld  M et  al.  Osteoporosis  in  young  men:  a syndrome 
of  hypercalciuria  and  accelerated  bone  turnover.  Arch  Intern  Med  1982:142:1295- 
1298. 
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In  the  treatment  of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  ( flurazepam  HCI/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three 
as  many  patients  reported  feeling  refreshed  and  alerti 
awakening  after  a night  on  Dalmane  (flurazepam/R 
compared  to  placebo  nights.2  This  difference  was  hie 
significant  (p<0.001).  And  a retrospective  study  of 
hospitalized  patients  who  received  Dalmane  revealec 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  a 
infrequent,  patients  should  be  cautioned  about  drink 
alcohol,  driving  or  operating  hazardous  machinery  a 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than  | 
10,000  patients  have  shown  that  Dalmane  patients 
asleep  sooner,  sleep  longer  and  experience  fewer  no< 
awakenings.4  The  safety  and  efficacy  of  Dalmane  he 
been  demonstrated  in  medical  and  surgical  hospitaliz 
patients,  in  patients  seen  in  office  practice  and  in  eld' 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  < 
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,ion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
y,  it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
-eatment  of  insomnia  have  been  demonstrated  in  thou- 
ands  of  patients  with  a variety  of  primary  medical  condi- 
ions,  including  cardiovascular,  neuropsychiatric,  endocrine- 
netabolic,  gastrointestinal,  genitourinary,  respiratory  and 
nusculoskeletal  disorders.1  Dalmane  (flurazepam  HCI/Roche) 
3 contraindicated  in  pregnancy  and  in  patients  hypersensi- 
ive  to  the  drug. 

\voids  rebound  insomnia 
lpon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
iretherapy  levels  after  drug  discontinuation— has  been 
eported  as  a potential  clinical  problem  with  some  hypnot- 
:s.9'10  However,  this  problem  has  not  been  reported  with 
)almane.  In  eight  out  of  eight  sleep  laboratory  studies, 
here  were  no  reports  of  rebound  insomnia. 11  When  you 
describe  Dalmane,  you  can  be  confident  of  efficacy  that 
nhances  therapeutic  progress.  Your  insomniac  patients  can 
>e  assured  of  a restful  night,  night  after  night-a  good  start 
ar  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley,  N).  2.  Zimmer- 
man AM:  Cun  Ther  Res  73:18-22,  Jan 
1971.  3.  Greenblatt  DJ.  Allen  MD, 

Shader  Rl:  Clin  Pharmacol  Ther 
21: 355-361,  Mar  1977.  4.  Data  on 
file,  Hoffmann-La  Roche  Inc.,  Nutley, 

N).  5.  Meyer  JA,  Kurland  KZ:  Milit  Med 
735:471-474,  Aug  1973.  6.  Feffer  HL, 
Gibbons  B:  Med  Times  707(8)430- 
135,  Aug  1973.  7.  Jacobson  A et  ah 
Psychophysiology  7:345,  Sep  1970. 

8.  Frost  JD  Jr,  DeLucchi  MR:  ] Am  Gerialr 
Soc  27. 541-546,  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041,  Sep  1978  10.  Kales 
A el  ah  JAMA  247:1692-1695,  Apr 
1979.  11.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


for  efficacy  from  the  beginning 
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Please  see  following  page  for  summary  of  product  information. 


Dalmane 

flurazepam  HCI/Roche 

15-mg/JO-mg  capsules 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requinng  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  dunng  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  pnor  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requinng  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing) Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  prun- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g. , excite- 
ment, stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


United  V\fay 

Thanks  to  you,  it  works,  for  ALL  OF  US. 
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North  Carolina 
Society  of  Plastic, 

Maxillofacial  and  Reconstructive  Surgery 

Andrew  W.  Walker,  M.D. 

The  North  Carolina  Society  of  Plastic,  Maxillofacial 
and  Reconstructive  Surgery  held  its  5th  annual  meet- 
ing in  Pinehurst  May  7 and  8,  1982.  Dr.  Jerome  Adam- 
son from  Norfolk,  Virginia,  and  Dr.  Kenneth  Pickrell 
from  Durham  were  guest  speakers  at  the  Society’s 
first  scientific  session.  Rhinoplasty  and  its  complica- 
tions was  the  general  topic.  In  addition.  Dr.  William 
Mullis  of  Charlotte  and  Dr.  John  Fagg  of  Winston- 
Salem  discussed  myocutaneous  and  free  flaps  at  the 
orthopedic  section  of  the  North  Carolina  Society  An- 
nual Meeting. 

On  July  1,  Blue  Cross/Blue  Shield  of  North  Carolina 
initiated  a pilot  study  and  incentive  program  to  en- 
courage physicians  to  perform  procedures  in  the  of- 
fice. By  encouraging  physicians  to  do  selective  cases 
in  the  office,  hospital  costs  may  be  reduced.  Plastic 
surgeons  in  this  state  have  pioneered  the  use  of  am- 
bulatory and  office  surgical  facilities,  showing  these 
facilities  can  reduce  hospital  cost  for  selected  proce- 
dures by  as  much  as  seventy-five  percent. 

The  William  T.  Berkeley  memorial  lectureship  was 
held  in  Charlotte,  October  28  and  29,  at  Charlotte 
Memorial  Hospital.  The  guest  speaker  this  year  was 
Dr.  John  McCraw  of  Norfolk,  Virginia.  He  discussed 
“Horizons  in  Surgery”  and  “The  Interface  of  Plastic 
Surgery  with  Obstetrics  and  Gynecology,  Orthopedic 
and  General  Surgery.” 

The  American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons  met  in  Honolulu,  Hawaii,  October 
11-15,  preceded  by  the  American  Association  of  Hand 
Surgery  in  Maui,  October  7-10. 

New  plastic  surgeons  who  have  set  up  practice  in 
North  Carolina  are  Dr.  James  Shearer  in  Charlotte  and 
Dr.  John  B.  Gorman  in  Hickory. 


NORTH  CAROLINA 

SOCIETY  OF  INTERNAL  MEDICINE 

The  New  Medicaid  Fee  Schedule 
and  the  Internist 

Phillip  A.  Sellers,  M.D.,  Chairman 
Committee  on  Third  Party  Liaison 

If  the  proposed  statewide  fee  schedule  for  prac- 
titioners is  adopted  as  mandated  by  the  State  Legisla- 
ture, internist’s  Medicaid  payments  will  be  somewhat 
better  for  outpatient  services,  but  somewhat  worse  for 
inpatient  services. 

For  outpatient  procedures  the  primary  care  intern- 
ist will  be  paid  more  — 100%  rather  than  the  present 
90%  of  the  75th  percentile  of  usual,  customary,  and 
reasonable  charges.  In  addition,  rural  internists  may 
be  reimbursed  more  because  the  higher  of  the  75th 
percentile  for  urban  and  rural  internist  fee  will  be  used 
for  all  internist  reimbursement. 

Inpatient  internist’s  payments  will  be  90%  of  the 
75th  percentile  of  the  usual,  customary  and  reasonable 
charge  as  in  the  past.  However,  this  will  be  based  on 
the  lowest  profile  of  all  specialties  performing  a given 
service.  For  example,  an  internist  and  all  medical 
subspecialists  will  be  reimbursed  for  a “limited”  hos- 
pital visit  based  on  a general  practitioner’s  charges  or 
profile  (the  lowest  specialty  charges). 

Basically  this  means  outpatient  services  will  be 
based  on  the  usual,  customary  and  reasonable  charges 
with  physician  profiles  used  as  in  the  past.  But  for 
inpatient  services,  payment  will  be  restricted  for  the 
profile  of  the  specialty  with  the  lowest  charges.  In 
essence,  for  inpatient  services  internist  allowable 
charges  will  generally  be  less  than  their  submitted 
charges. 

It  is  important  for  internists  that  the  third  parties 
continue  to  use  usual,  customary  and  reasonable 
charges  with  specialty  profiling.  However,  this  con- 
cept is  beginning  to  slip  away. 


OLIVER  WENDELL  HOLMES  [1809-1894] 

The  old  age  of  a physician  is  one  of  the  happiest  periods  of  his  life.  He  is  loved  and  cherished  for  what  he  has 
been,  and  even  in  the  decline  of  his  faculties  there  are  occasions  when  his  experience  is  still  appealed  to,  and  his 
trembling  hands  are  looked  to  with  renewing  hope  and  trust. 

Medical  Essays,  “The  Young  Practitioner” 
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Burdick 


A concern  for  cardiac  care. 


Your  patient  is  the  single  most  important  element  in  any 
exercise  tolerance  testing  procedure. 

That’s  why  each  component  of  every  Burdick  ExTOL 
system  is  designed  and  coordinated  to  deliver  accurate 
results  with  a minimum  of  staff  attention.  That  means  your 
medical  team  can  concentrate  on  monitoring  the  patient 
throughout  the  procedure  with  consistency  and  flexibility 
test  after  test. 

As  one  example,  our  Auto  Programmer  automatically 
controls  the  speed  and  elevation  of  the  treadmill  controller. 


Use  any  standard  protocol,  or  any  special  protocols 
prescribed  by  the  physician. 

The  AP-1  Programmer  interfaces  with  several  ExTOL 
configurations,  each  offering  complete  instrument 
compatibility,  including  three-channel  ECG,  patient-safe 
treadmill,  single  or  multi-channel  cardiac  monitor,  automatic 
blood  pressure  monitoring,  and  defibrillator. 

Burdick  has  the  right  system  for  your  needs  and  budget. 
Call  or  write  for  complete  information  or  a demonstration. 
ExTOL,  the  name  that  means  exercise  tolerance  testing. 


You  can  concentrate 
on  the  patient  with 
Burdick  ExTOL"  systems 


far  200  S.  TORRENCE  ST.  • CHARLOTTE,  N.C.  • 704/372-2240 
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Local  Health  Coalitions: 

A Vehicle  to  Achieve 
Cost-Effective  Medical  Care 
In  North  Carolina 

Ira  M.  Hardy,  M.D. 

This  is  the  second  in  a series  on  socio-economic  issues 
which  impact  on  organized  medicine.  The  JOURNAL 
offers  these  articles  as  a forum  for  debate  and  encour- 
ages comment  from  you,  the  reader,  via  letters  and 
editorials. 

— A.A.H. 

The  North  Carolina  Medical  Society  has  long  sup- 
ported voluntary  health  planning  at  the  local  level.  It 
has  also  sought  to  restrain  the  rapidly  rising  health 
costs  related  to  the  delivery  of  high  quality  medical 
care  to  our  citizens. 

At  its  May,  1982,  meeting  the  House  of  Delegates 
approved  the  establishment  of  a Committee  on  Cost- 
Effective  Medical  Care  which  replaces  the  Committee 
on  Health  Planning  and  Development  and  the  Com- 
mittee on  Medical  Cost  Containment.  The  purpose  of 
this  change  was  to  recognize  that  health  planning  and 
cost  containment  activities  were  no  longer  discreet 
entities  but  were  in  reality  interdependent,  and  needed 
to  be  addressed  within  the  overall  context  of  health 
planning.  It  is  also  recognized  by  the  Society  that 
success  in  achieving  cost-effective  medical  care  will 
require  strong  physician  commitment  at  the  local 
levels. 

Over  the  past  decade  we  have  seen  increasing  fed- 
eral incursions  into  the  private  practice  of  medicine  in 
the  form  of  mandated  health  planning  programs  and  a 
retreat  from  the  original  legislative  intent  of  the  Pro- 
fessional Standard  Review  Organization  programs  to 
insure  the  provision  of  high  quality  medical  care  to 
those  of  our  population  covered  under  the  Medicare 
(Title  XVIII),  Medicaid  (Title  XIX),  and  the  Maternal 
and  Child  Health  (Title  V)  programs.  Each  of  these 
programs  has  increasingly  emphasized  cost  contain- 
ment at  the  expense  of  the  quality  of  care  consid- 
erations so  important  to  the  medical  profession  and 
our  patients.  This  change  in  emphasis  has  created  a 
justifiable  concern  among  the  medical  community. 

More  recently  we  have  seen  a new  group  which  has 
entered  the  health  policy  arena.  These  are  the  mem- 
bers of  the  business/industrial  community  who  repre- 


sent the  largest  non-governmental  purchasers  of 
health  goods  and  services  in  the  nation.  They  are  now 
demanding  a voice  in  the  allocation  of  health  re- 
sources and  in  the  determination  of  acceptable  cost 
levels  for  these  resources.  The  initial  reason  for  this 
more  aggressive  approach  is  the  increasing  cost  bur- 
den they  face  in  providing  adequate  health  benefits  to 
their  employees.  Business  leaders  have  watched  their 
health  expenditures  rise  at  an  alarming  rate  and  are 
under  significant  pressure  to  restrain  this  escalation. 
We  should  not  underestimate  the  resolve  of  the  busi- 
ness community  to  find  solutions  to  their  problems. 

As  a reaction  to  the  concern  of  the  business  leaders 
and  recognizing  the  need  for  developing  a dialogue 
between  consumers  and  providers,  the  American 
Medical  Association  initiated  the  Corporate  Visitation 
Program  in  1977.  This  step  was  well  received  by  the 
business  community  and  made  possible  the  identifi- 
cation of  a number  of  misconceptions  held  by  both 
groups. 

We  are  now  seeing  an  emergence  of  health  coali- 
tions across  the  county,  many  of  which  are  employer 
only  groups  which  have  excluded  provider  represen- 
tation. The  American  Medical  Association  has  come 
out  in  support  of  medicine/business  health  coalitions 
at  the  local  level  which  include  physicians,  hospitals, 
business  leaders,  third  party  payors,  and  other  in- 
terested parties  from  the  private  and  public  sectors.  A 
report  has  been  distributed  in  support  of  such  pro- 
vider-consumer groups  which  has  been  endorsed  by 
the  American  Medical  Association,  American  Hos- 
pital Association,  the  national  Blue  Cross-Blue 
Shield,  Health  Insurance  Association  of  America, 
AFL-CIO,  and  the  Business  Roundtable.  It  is  reason- 
able to  anticipate  that  such  health  coalitions  will  be- 
come increasingly  important. 

There  are  many  reasons  that  the  creation  of  health 
coalitions  should  be  initiated  by  the  physician  com- 
munity. Among  these  is  the  certainty  that  the  business 
leadership  will  seek  relief  from  their  cost  pressures 
with  or  without  provider  input.  This  has  already  been 
the  experience  in  many  parts  of  the  country.  Another 
reason  physicians  need  to  become  involved  with  the 
business  community  is  the  potential  impact  of  closed 
panel  health  maintenance  organizations  and  other 
“cost  containment”  measures  on  the  private  practice 
of  medicine.  Business  has  the  fiscal  and  political  clout 
to  make  changes  in  the  means  by  which  health  care  is 
delivered  to  its  employees  and  by  which  it  is  financed. 
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Short  term  “solutions”  may  cause  long  range  disloca- 
tions in  our  health  delivery  system  which  will  create 
greater  problems  over  the  long  term.  These  reasons 
are,  however,  primarily  defensive  in  nature  and 
should  not  be  the  primary  rationale  for  physician  initi- 
ation of  local  health  coalitions. 

The  physician  community  brings  with  it  unique 
knowledge  which  will  be  crucial  to  the  development  of 
positive  adjustments  in  the  current  delivery  and 
financing  of  health  care.  Our  perception  of  the  health 
arena  is  broader  in  scope  than  other  groups,  and  we 
understand  the  vast  complexify  of  the  current  health 
system.  We  also  have  the  historical  perspective  which 
can  allow  for  an  understanding  of  how  the  health  sys- 
tem has  evolved.  This  knowledge  is  invaluable  in 
seeking  national  adjustments  necessary  to  create  pos- 
itive change.  As  physicians,  we  also  understand  the 
need  to  maintain  a balance  between  cost  saving  ap- 
proaches and  the  maintenance  of  high  quality  medical 
care  for  our  patients.  It  is  the  physicians  who  can  best 
serve  as  a moderating  influence  on  the  tendency  to 


look  for  the  “solution”  rather  than  identifying  the 
small  adjustments  necessary  to  achieving  real  prog- 
ress. As  the  hub  of  the  health  delivery  system,  we  are 
singularly  able  to  provide  the  leadership  to  create 
positive  change.  It  is  this  capability  which  should  pro- 
vide the  impetus  for  physicians  to  involve  themselves 
in  initiating  medicine-business  health  coalitions  at  the 
local  level. 

The  needs  of  the  current  health  system  can  no 
longer  be  addressed  in  a vacuum.  The  private  sector 
will  have  to  develop  a continuing  dialogue,  sharing 
concerns  and  ideas,  if  progress  is  to  be  made.  Each 
participant,  provider  and  consumer  alike,  brings 
unique  and  valuable  talents  to  the  challenge  of  insur- 
ing a continuation  of  the  provision  of  high  quality, 
accessible  health  care  at  an  affordable  cost.  Health 
coalitions  at  the  local  level  provide  one  of  the  most 
promising  means  for  this  goal  to  be  achieved.  The 
opportunity  presented  by  private  sector  cooperation 
is  too  great  to  ignore,  and  non-cooperation  presents 
risks  which  are  unacceptable. 


JOHN  WOLCOT  (“Peter  Pindar”)  [1738-18191 

Astronomers  should  treat  of  stars  and  comets;  Doctors  of  assa  faetida  and  vomits.  And  apoplexies,  these 
light  troops  of  Death, 

That  use  no  ceremony  with  our  breath  Ague  and  dropsy,  jaundice  and  catarrh  The  grim-look  tyrant’s  heavy 
horse  of  war. 

Farriers  should  write  on  farcys  and  the  glanders;  Bug-doctors,  only  upon  bed-disorders;  Farmers  on  land, 
ploughs,  pigs,  ducks,  geese  and  ganders; 

Nightmen  alone,  on  aromatic  ordures  The  artists  should  on  painting  solely  write; 

Like  David,  then  they  may  “good  things  indite.”  But  when  the  mob  of  gentlemen  Desert  their  province,  and 
take  up  the  pen. 

The  Lord  have  mercy  on  the  art!  Their  crow-quills  can  no  light  impart. 

Farewell  Odes  for  1786,  Ode  V 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  "Fitness” 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


il  v*  fw 


Boots  Pharmaceuticals,  Inc. 
Shreveport,  LA  71 106 
Pioneers  in  medicine  for  the  family 

See  next  page  for  brief  summary  of  prescribing 
information. 


measures  up... 
at  a reasonable 
cost! 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”1  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 


RUFEN 

(ibuprofen) 


® 


r i 
i 


■Site*' 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”2 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.3 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain. . .during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”4  m 


RUFEN 

Acetaminophen  + codeine  combinatio 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respir; 
tory  depression  with  alcohol,  tranqui 
izers,  other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in 
modern  NSAID 

a 

References: 
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Pioneers  in  medicine  for  the  fair 


And  Ruferi  Measures  Up  Best 


RUFEN K ( ibuprofen ) Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS:  Patients  hypersensitive  to  Ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastlc  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established.  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted,  if  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumarm- type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  14  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses:  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS],  Hematolooic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  In  patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Allergi' 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia.  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d  or  q.i.d 
Dysmenorrhea:  400  mg  every  4 hours  as  necessary. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain  Do  not  exceed  2,400  mg  per  day 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
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New  Members 


ROCKINGHAM 

Cox,  Russell  Jackson,  (PD)  518  S.  Van  Buren  Rd.,  Ste.  5.  Eden 
27288 

SAMPSON 

Barr,  Falvy  Carl,  Jr.,  (PTH)  404  Butler  Drive,  Clinton  28328 


CATAWBA 

Thompson.  William  Cecil,  III,  (FP)  2 10  1 3th  Ave.  PI..  NW.  Hickory 
28601 

CHOWAN-PERQUIMANS 

Haskett.  Joseph  Ray.  Jr..  (1M)  Chowan  Medical  Center.  Edenton 
27932 


DURHAM-ORANGE 

Benet.  John  Imlay,  (RESIDENT)  Box  3094,  Duke  Med.  Ctr.,  Dur- 
ham 27710 

Benson.  John  DeWitt,  (RESIDENT)  600-1  LaSalle  St..  Apt.  13-D. 
Durham  27705 

Fink.  Gary  Lee.  (STUDENT)  Brown  St.,  P.O.  Box  203,  Faith  28041 

Gussack,  Gerald  Samuel.  (RESIDENT)  2532  Glendale  Ave..  Dur- 
ham 27704 

Jenkins,  Carlton  Avery,  (STUDENT)  5-E  University  Garden 
Apts.,  Chapel  Hill  27514 

Kirn-Miller.  Sally  Heh-Sook,  (RESIDENT)  18  Balmoray  Ct.  #18. 
Durham  27707 

Lide,  William  Bethea,  (RESIDENT)  2815  Chelsea  Circle,  Durham 
27707 

Lineberger.  Robert  Propst,  (STUDENT)  308  Hemlock  Dr..  Chapel 
Hill  27514 

Matson,  Linda  Kay,  (STUDENT)  Box  2889.  Duke  Med.  Ctr..  Dur- 
ham 27710 


FORSYTH-STOKES-DAVIE 

Alexander.  Harry  Anthony,  (STUDENT)  2412  Jefferson  Avenue, 
Winston-Salem  27103 

Roman,  Louis  Andrew,  (ORS)  2322  Buena  Vista  Road.  Winston- 
Salem  27103 

Menkhaus.  Paul  Gerard,  (RESIDENT)  1166  Lockland  Avenue, 
Winston-Salem  27103 

Sherrick.  Dana  Marie,  (STUDENTJ1627  Northwest  Blvd.. 
Winston-Salem  27104 


HAYWOOD 

Pass,  Michael  Wayne,  (FP)  1600  N.  Main  Street.  Waynesville  28786 


JOHNSTON 

Rangar,  Jitinder  Singh,  (R)  P.O.  Box  58,  Smithfield  27577 


LINCOLN 

Nachamie,  David  Aaron.  (U)  824  S.  Aspert  St.,  Lincolnton  28092 


MECKLENBURG 

Adcock,  Jimmie  Warren,  (RESIDENT)  1540  Garden  Terr.,  Apt. 
207.  Charlotte  28203 

Eichenbrenner,  Timothy  John,  (PD)  225  Hawthorne  Ln.,  Ste.  202, 
Charlotte  28204 

White.  Mack  Willis,  III,  ( I M ) Nalle  Clinic  Primary  Care  Ctr.,  7523 
Little  Avenue,  Charlotte  2821 1 

MOORE 

Chiulli.  Richard  Allen,  (GS)  310  Hill  Road,  Southern  Pines  28387 

PITT 

Mitchell,  Joyce  Marie.  (EM)  Rte.  #1.  Box  416-E,  Bethel  27812 


WAKE 

Archie,  Joseph  Patrick.  Jr.,  (CD)4021  Barrett  Drive,  Raleigh  27609 
Chaudhry,  Abdul  Ghafoor.  (CD)  2800  Blue  Ridge  Blvd.,  Ste.  306, 
Raleigh  27607 

Hull.  Keith  Lowell,  Jr.,  (N)  1909  Sturbridge  Court,  Raleigh  27612 


What?  When?  Where? 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  A AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  “place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

In  State 

December  3-4 

“Renal  Dysfunctions  and  Hypertensive  Disorders  in  Pregnancy” 
Place:  Greenville 

Fee  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224,  Greenville,  NC 

27834.,  919-758-5200 

December  22 

“Acute  Myocardial  Infarction  and  Congestive  Heart  Failure” 
Place:  Sanford 

Fee:  $9 

Credit:  2 hours,  AAFP  applied  for 

Info:  R.  S.  Cline,  M.D.,  Central  Carolina  Hospital.  1135  Car- 

thage Street,  Sanford.  NC  27330,  919-774-6518 


B B Plyler,  Jr.,  C.L.U. 


Brent  Plyler,  C.L.U. 

Medical  Clinics  Only 

High  Limit  group  Life  and  Disability  Income  Insurance.  Available  only  to 
medical  clinics  and  their  employees  (not  available  to  general  public). 
Guarantee-issue  (no  medical)  for  five  or  more  participants  Discount  to 
clinics  whose  manager  is  a member  of  MEDICAL  GROUP  MANAGEMENT 
ASSOCIATION 


Plyler  Financial  Services 

P.O.  Box  576  • Wilson,  N.C.  27893 
Telephone  (919)  291-3333 
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WHO  KNOWS  A 
PHYSICIAN’S 
PROFESSIONAL 
LIABILITY  NEEDS  BETTER? 


Another  physician,  of  course. 

That  is  why  Medical  Mutual 
Insurance  Company  of  North 
Carolina  (MMIC),  is  a physician 
owned  and  directed  company.  Our 
Board  of  Directors  consists  of  18 
physicians,  all  members  of  the  North 
Carolina  Medical  Society.  Currently 
MMIC  insures  approximately  80%  of 
North  Carolina’s  physicians  and 
surgeons  in  private  practice. 

We  offer  our  insured  physicians: 

• limits  of  up  to  $5,000,000 

• active  risk  management  program 
providing  seminars  throughout 
the  state 

• experienced  judicious  claims 
service 

• participation  in  the  company 
through  a Board  of  Directors 
elected  entirely  by  policyholders 
and  guaranty  capital  holders 


i 

Medical  Mutual  Insurance  Company  of  North  Carolina 
and  Medical  Insurance  Agency 

222  N.  Person  Street,  P.O.  Box  27444  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828-9334  or  Statewide  1-800-662-7917 


BEWARE 

fur 

WINTER 
WEATHER! 


RU-TUS 

Dispel  the  Clouds  of  Fall  an 


ru-tuss 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 


Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


LI  EVERS 

inter  Respiratory  Discomfort 


ru-tuss 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty,  so  ifs  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre 

RU-TUSS/RIHUSS 

TABLETS  EXPECTORANT 


RU-TUSS®  RU-TUSS® 


Tablets 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  019  mg 

Atropine  Sulfate  0.04  mg 

Scopolamine  Hydrobromide  0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism.  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings). 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time.  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenid  may  occur  Other  adverse  redctions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension  hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole. 

HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  York  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 
Codeine  Phosphate 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic.  nasal  decongestant  ar 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relie 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  alle 
tis.  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allerg 
congestion  and  cough  due  to  the  common  cold. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  ir 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  ast 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  pati€ 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectc 
cause  drowsiness.  Patients  should  be  warned  of  the  possible  additive  effect  o 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers. 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor' 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  witl 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary  hepatic  or  renal  insuffii 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  s 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  s 
urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension /hypertens 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydrit 
stomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigi 
tress,  hyperirritability,  nervousness,  and  insomnia.  Overdoses  may  cause  res 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor  tachycardia  i 
convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hoi 
exceed  10  teaspoonfuls  in  any  24-hour  period. 

Children  6 to  12  years  of  age  V2  the  adult  dose,  not  to  exceed  6 teaspoon! 
24-hour  period  Children  2 to  6 years  of  age  '/2  teaspoonful  every  4 houi 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  ag 
directed  by  a physician 
HOW  SUPPLIED  (16  fl.  oz.) 

Pint  Bottles  NDC  052r 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 
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January  9-12 

"Advanced  Clinical  Teaching  Skills” 

Place:  Rougemont 

Credit:  20  hours 

Info:  Katherine  Munning.  Ph.D..  Duke-Watts  Family  Medicine 

Program.  407  Crutchfield  Street.  Durham.  NC  27704,  919- 
471-2571 

January  12 

"The  Investigation  of  Sudden  Death  — Beginning  at  the  Scene" 
Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AAFP  applied  for 

Info:  Edwin  W.  Monroe.  M.D..  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 

January  14.  15  & 16 

"Clinical  Hypnosis  and  Habit  Control" 

Place:  Durham 

Fee:  $150 

Credit:  16  hours 

Info:  W.  B.  Wood.  M.D..  Director  CME,  23 1 MacNider  202H. 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-21 18 

January  22 

“Fourth  Annual  Pulmonary  Disease  Update” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours.  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 

January  24-26 

"Getting  Started  in  Medical  Computing” 

Place:  Durham 

Credit:  20  hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center,  Box  3306.  Durham.  NC 
27710.  919-684-6485 

Quality  tax  shelters 
for  qualified  investors 

Is  yours  a situation  that  could  benefit  from  the  attractive 
tax  status  the  Federal  government  has  awarded  certain 
commerical  activities  — as  a means  of  encouraging  in- 
vestment in  them? 

Certain  oil  and  gas  investment  programs  now  offer  par- 
ticularly high  first-year  deductions  and  potential  for  par- 
tially tax-sheltered  cash  flow.  Selected  real  estate  programs 
offer  good  investment  possibilities,  especially  with  the 
new  accelerated  depreciation  structure  provided  by  the 
1981  Economic  Recovery  Tax  Act. 

Such  tax  shelters  could  allow  you  to  defer  payment  of 
taxes  until  a more  convenient  time,  take  advantage  of 
special  deductions  to  create  lower  tax  rates  or  turn  current 
deductions  into  future  assets. 

But  how  can  you  find  the  quality  tax  shelter  suitable  for 
you? 

Capital  Placements  carefully  scrutinizes  the  programs  it 
sponsors  with  focuses  on  management,  financial  stability, 
past  performance,  tax  considerations  and  program  struc- 
ture — all  of  which  become  more  important  with  the  new 
tax  law. 

We  invite  your  discriminating  examination  of  the  tax 
sheltered  investments  we  are  now  offering.  Call  today. 

Victor  B.  Taube 
Capital  Placements 

Services,  Inc.  (919)  847-7234 

Member  S.I.P.C. 


January  27 

“The  Fourth  Duke  Cardiology  Seminar” 

Place:  Durham 

Credit:  6V2  hours 

Info:  Judy  Berry.  Division  of  Cardiology.  Box  3121 1 . Duke  Uni- 

versity Medical  Center,  Durham.  NC  27710,  919-684-2255 

February  9 

"Biological  Aspects  of  Child  Psychiatry” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe.  M.D.,  PO  Box  7224.  Greenville,  NC 

27834,  919-758-5200 

February  14-18 

“Microsurgery  Workshop” 

Place:  Durham 

Fee:  $600  ($550  for  Resident  in  Training) 

Credit:  40  hours 

Info:  Donald  Serafin,  M.D..  PO  Box  3372.  Duke  University 

Medical  Center,  Durham,  NC  27710 

February  20-23 

“Improving  Residency  Rotations:  Curriculum  Planning  and 
Negotiations” 

Place:  Rougemont 

Credit:  20  hours 

Info:  Katharine  Munning,  Ph.D..  Duke-Watts  Family  Medicine 

Program.  407  Crutchfield  Street,  Durham,  NC  27704,  919- 
471-2571 

February  21-23 

“Selected  Topics  For  the  Practicing  Clinician” 

Place:  Durham 

Credit:  24  hours,  AAFP  applied  for 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center.  Box  3306,  Durham.  NC 
27710,  919-684-6485 

January  & February 

“1st  District  Medical  Society  Post  Graduate  Course” 

Place:  Edenton.  Elizabeth  City,  and  Ahoskie 

Credit:  12  hours.  AAFP  applied  for 

Info:  W.  B.  Wood.  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill  NC  27514,  919- 
962-21 18 


Out  of  State 
December  6-10 

“IV  International  Symposium  in  Perinatology,” 

“III  Course  in  Pennatal  Medicine” 

Place:  Mexico 

Info:  Continuing  Medical  Unit,  Montes  Urales  800.  Uomas  Vir- 

reyes.  Deleg.  Miguel  Hidalgo,  1 1000-Mexico,  D.F. 

January  8-15 

“1983  CME  Cruise/Conference  on  Medical-Legal  Issues” 

Place:  Puerto  Rico,  St.  Thomas,  Nassau 

Credit:  18  hours 

Info:  International  Conference,  Suite  C,  189  Lodge  Avenue. 

Huntington  Station.  NY  11746 

January  10-12 

“The  Brain,  Biochemistry,  and  Behavior-6th  Arnold  O.  Beckman 
Conference  in  Clinical  Chemistry” 

Place:  Tarpon  Springs,  Florida 

Credit:  I4‘A  hours 

Info:  Dr.  Robert  Habig.  Duke  University  Medical  Center.  Box 

2902,  Durham.  NC  27710.  919-684-3905 

January  30-February  5 

“First  Annual  Duke  Winter  CME:  The  Prevention  and  Treatment 
of  Surgical  Infections” 

Place:  Nassau.  Bahamas 

Credit:  25  hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education. 

Duke  University  Medical  Center.  Box  3306  Durham.  NC 
27710,  919-684-6485 


November  1982,  NCM.I 


797 


Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 


David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D 
Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson,  Jr  , M.D. 

James  D Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D 
Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C.  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


February  17-21 

"Pediatries  in  Puerto  Rico:  The  I Oth  Annual  Pediatric  Symposium 
of  Children's  Hospital  National  Medical  Center” 

Place:  Puerto  Rico 

Info:  Susan  Weiss,  Children's  Hospital  National  Medical  Cen- 

ter. Ill  Michigan  Avenue,  NW,  Washington.  DC  20010, 
202-745-3000 

February  21-23 

"Gold  Coast  Seminar:  Surgery” 

Place:  West  Palm  Beach.  Florida 

Credit:  8 hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center,  Box  3306,  Durham,  NC 
27710,  919-684-6485 

February  28-March  4 

"Annual  Meeting  of  The  US-Canada  International  Academy  of 
Pathology” 

Place:  Atlanta,  Georgia 

Info:  Dr.  Nathan  Kaufman.  1 103  Chefee  Avenue,  Augusta,  Ga 

30904 

April  18-29 

(Application  deadline  February  2) 

"Clinical  Cytopathology  for  Pathologists” 

Place:  Baltimore.  Maryland 

Credit:  125  hours 

Info:  John  K.  Frost.  M.D..  110  Pathology  Building.  The  Johns 

Hopkins  Hospital.  Baltimore.  Md  21205 

The  items  listed  in  this  column  cover  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  "WHAT?  WHEN?  WHERE?”.  P.O.  Box  27167. 
Raleigh  2761 1.  two  months  prior  to  the  month  in  which  they  are  to 
appear. 

North  Carolina 
Medical  Society  Auxiliary 

HELPLINE 

The  North  Carolina  Medical  Society  Auxiliary  has 
begun  a telephone  HELPLINE,  a program  which  of- 
fers support  and  information  to  physicians  and  their 
families  affected  by  alcoholism  or  drug  abuse.  The 
number  is  919/295-2877.  Help  will  be  offered  on  an 
anonymous  basis. 

Gail  Clark  of  Pinehurst,  North  Carolina,  has  been 
named  chairman  of  the  HELPLINE  committee.  A 
statewide  network  of  committed  volunteers  will  be 
asked  to  respond  to  calls  from  their  area  after  initial 
screening  by  the  chairman.  The  committee  will  give 
information  on  the  Medical  Society  Committee  on 
Physician’s  Health  and  Effectiveness  (known  as 
P.H.E.P.),  a program  which  has  provided  help  and 
intervention  to  physicans  with  alcohol  or  drug  prob- 
lems for  over  four  years.  It  will  also  provide  infor- 
mation about  other  resources  such  as  Al-Anon  (a 
self-help  program  for  families  of  the  chemically  de- 
pendent), Families  Anonymous  (a  program  for 
parents  of  chemically  dependent  children),  and  Alco- 
holics Anonymous. 

Alcoholism  and  drug  abuse  affects  approximately 
one  in  ten  people  in  our  population,  perhaps  even 
higher  numbers  in  the  medical  profession.  Four  to  six 
family  members  are  affected  by  each  chemically  de- 
pendent person.  It  is  hoped  that  the  formation  of 


HELPLINE  will  be  a first  step  for  family  members 
seeking  information  that  may  aid  in  recovery. 

Anyone  interested  in  volunteering,  please  contact 
Gail  Clark  at  the  HELPLINE  number,  919/295-2877. 
A training  session  in  conjunction  with  the  P.H.E.P. 
volunteers  will  be  available  for  those  persons  who 
wish  to  become  involved.  No  experience  is  required, 
and  a minimal  amount  of  training  should  equip  the 
volunteers  for  the  task  we  have  set  for  ourselves. 


DO  YOU  OR  SOMEONE  YOU  LOVE  HAVE 
A PROBLEM  WITH  ALCOHOL  OR  DRUGS? 

HELP  IS  AT  YOUR  FINGERTIPS 
CALL 

HELPLINE 
(919)  295-2877 


News  Notes 


Duke  University 
Medical  Center 

An  exercise  class  for  patients  on  kidney  dialysis  has 
begun  under  the  leadership  of  Dr.  Rose  Shalom. 

“Even  the  best  dialysis  provides  less  than  10% 
of  normal  kidney  function,”  Shalom  said.  “The 
uremic  state  (not  clearing  all  the  poisons  in  the  body) 
causes  a generalized  impairment  of  muscle  function, 
including  the  heart.  People  on  dialysis  may  also  have 
increased  risk  of  atherosclerosis  and  heart  attacks. 
Many  have  high  blood  pressure  that’s  hard  to  con- 
trol.” 

The  dialysis  outpatients  are  enrolled  in  a six-month 
training  program  in  Duke  University  Preventive  Ap- 
proach to  Cardiovascular  Disease  (DUPAC).  The  ex- 
ercise conditioning  program  was  organized  by  Shalom 
with  chief  of  nephrology  Dr.  Vincent  W.  Dennis  and 
cardiologist  Dr.  R.  Sanders  Williams,  director  of 
DUPAC.  It  is  the  only  program  of  this  type  in  the 
Southeast,  Shalom  said. 

The  class  meets  three  times  a week  for  one  hour  of 
exercise.  The  participants  ride  stationary  bicycles,  do 
calisthenics  and  walk  or  jog  around  the  track. 

“We  want  to  improve  their  heart  function,  blood 
pressure,  muscle  strength  and  work  capacity,” 
Shalom  said.  “More  broadly,  we  would  like  to  im- 
prove their  sense  ot  confidence,  self-esteem  and  inde- 
pendence.” 

‘ ‘The  aim  is  to  see  if  a program  similar  to  the  one  for 
heart  patients  would  help  the  quality  of  life  of  dialysis 
patients,”  Shalom  added.  “We  hope  to  show  them 
they  can  do  the  things  other  people  do.” 
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The  only  kind  of 
health  protection  that’s 
better  than  ours. 


Hundreds  have  avoided  needless  suffering  and  Exercise  is  probably  the  worlds  most  potent  pre- 
hospitalization because  our  screening  programs  ventive  medicine.  So  we  help  sponsor  a number  of 
caught  potentially  dangerous  conditions  early.  fitness  activities  all  over  North  Carolina. 


Health-conscious  living  can  head  off  many  On-the-job  exercise  programs  are  good  for 

serious  medical  problems.  Our  free  health  infor-  employees  and  good  for  production.  help  busi- 

mation  programs  help  thousands  of  North  Caro-  nesses  set  them  up  and  honor  the  best  ones  with 

linians  take  better  care  of  themselves  our  Governor's  Fitness  Award  (see  photo,  right). 


We  can'tthinkofa  better 
case  for  prevention  than  the 
people  who  are  beating  can- 
certoday  because  ourem- 
ployee  screening  programs 
detected  the  disease  in  its 
earliest,  most  curable  stages 

Health  education  and 
physical  fitness  are  also 
excellent  forms  of  health 
insurance  and  we  sponsor 
programs  throughout  North 
Carolina. 

This  commitment  to  pro- 
moting good  health  makes 
good  economic  sense  for 
everyone  because,  when  the 
people  we  cover  stay  healthy 
that  helps  us  keep  premium 
costs  down. 

Butthe  mostsignificant 
savings  are  the  human  ones 
the  prevention  of  needless 
suffering  and  loss  of  life. 

Of  course,  if  you  do  get 
sick,  there's  no  one  who  will 
take  better  care  of  you  than 
Blue  Cross  and  Blue  Shield 
of  North 
Carolina 
Butno  in 
surance 
company 
works  as 
hard  at 
keeping 
you  well. 


Blue  Cross 
Blue  Shiel< 

of  North  Carolina 


One  of  the  first  scientific  studies  of  the  controversial 
drug  dimethyl  sulfoxide  (DMSO)  for  the  treatment  of  a 
specific  rheumatic  disease  has  begun  at  the  medical 
:enter. 

DMSO  is  one  of  many  drugs  that  will  be  studied  as 
Dart  of  Duke's  new  Center  for  Cooperative  Study  of 
Rheumatic  Diseases,  which  was  made  possible  by  a 
five-year.  $400,000  grant  from  the  National  Institutes 
jf  Health. 

The  first  study  will  examine  the  effectiveness  of 
DMSO  for  treating  a rheumatic  disease  called 
scleroderma,  associated  with  hardening  of  the  skin 
ind  loss  of  movement  in  the  joints. 

“This  will  be  the  first  comprehensive  scientific 
study  to  see  if  DMSO  is  really  effective  for  the  treat- 
nent  of  scleroderma."  said  Dr.  Ralph  Snyderman. 
chief  of  Duke's  division  of  rheumatic  and  genetic  dis- 
eases. 

The  new  center  will  also  examine  methotrexate  as  a 
:reatment  for  rheumatoid  arthritis. 

Eight  other  centers  around  the  country  will  cooper- 
ite  with  Duke  in  testing  new  drug  therapies  for 
-heumatic  diseases.  At  Duke  alone,  approximately 
10.000  patients  with  rheumatic  diseases  are  seen  each 
/ear.  “Only  a limited  number  of  patients  will  be 
studied  at  first,”  Snyderman  said,  “and  admission  to 
;he  studies  will  be  by  physician  referral  only.” 

Coordinating  the  drug  studies  at  Duke  will  be  Dr. 
Richard  Pollison,  rheumatologist  and  assistant  pro- 
fessor of  medicine,  and  Dr.  Avery  Henderson,  medi- 
:al  research  associate  in  the  division  of  rheumatic  and 
genetic  diseases. 


Tinnitus,  a ringing  or  buzzing  noise  in  the  ears, 
iffects  approximately  80%  of  the  population  as  aging 
occurs,  said  Dr.  Patrick  Kenan,  associate  professor  of 
otolaryngology.  He  spoke  to  the  24th  Annual  Post- 
graduate Course  sponsored  by  Duke  University 
Medical  Center. 

The  most  common  causes  of  tinnitus,  he  said,  are 
:he  natural  degenerative  process  that  accompanies 
aging  and  excessive  noise  exposure. 

Because  there  currently  are  no  drugs  to  cure  or 
eliminate  tinnitus,  Kenan  and  his  colleagues  treat 
people  who  have  extreme  cases  with  behavioral  mod- 
fication,  psychotherapy  and  biofeedback. 

Two  devices  that  sometimes  are  of  help  to  patients 
are  hearing  aids  and  “masking”  devices  that  look  like 
hearing  aids. 

“Hearing  aids  help  diminish  the  effect  of  tinnitus  by 
drawing  in  outside  noises,”  Kenan  said.  “Most  of  us 
recognize  a tendency  to  readily  adapt  to  outside  noises 
but  we  don’t  adapt  as  easily  to  internal  noises.  If  the 
person  can  better  hear  what's  going  on  around  him, 
he’s  less  likely  to  pay  attention  to  the  tinnitus.  Mask- 
ing devices  work  on  the  same  premise;  basically  we're 
treating  internal  noise  with  external  noise.” 

Masking  tapes  of  natural  noises,  such  as  an  incom- 
ing ocean  tide  or  rain  on  a tin  roof,  are  sometimes  used 
to  help  patients  sleep. 


In  addition  to  aging  and  excessive  noise  exposure, 
tinnitus  may  be  caused  by  high  doses  of  drugs  such  as 
aspirin,  antidepressants,  heart  medications  and  anti- 
cancer drugs. 


Five  North  Carolina  counties  will  continue  to  get 
special  help  in  fighting  their  high  infant  mortality  rate 
thanks  to  a two-year  renewal  grant  by  the  Robert 
Wood  Johnson  Foundation.  The  $270,360  grant  will 
support  a rural  infant  care  program  started  two  years 
ago  by  the  medical  center. 

“Although  it’s  too  early  to  tell  if  we’ve  actually 
been  able  to  reduce  the  infant  mortality  rate,  we  know 
that  the  program  has  greatly  improved  the  level  of 
obstetrical  care  given  in  those  counties,”  said  Dr. 
Fred  Jelovsek,  an  associate  professor  of  obstetrics 
and  gynecology  and  the  project’s  director. 

The  counties  — Franklin,  Granville,  Person,  War- 
ren and  Vance  — were  targeted  for  the  health  care 
program  because  their  infant  mortality  rates  are  the 
highest  in  the  state,  the  physician  said.  North  Carolina 
has  the  fourth  highest  infant  mortality  rate  in  the  na- 
tion. 

The  original  1980  Robert  Wood  Johnson  Founda- 
tion grant  provided  funds  for  organizing  perinatal 
nurse-staffed  clinics  in  each  of  the  counties,  using 
existing  health  department  facilities. 


Duke  is  one  of  35  medical  centers  involved  in  a 
national  effort  to  collect  data  about  primary  pulmo- 
nary hypertension,  a life-threatening,  relatively  rare 
disease. 

Dr.  Robert  Peter,  professor  of  cardiology  and  as- 
sociate director  of  the  Cardiovascular  Lab  at  the 
medical  center,  is  coordinator  of  a patient  registry, 
which  was  established  by  the  National  Heart,  Lung 
and  Blood  Institute  to  help  gather  information  about 
the  disease. 

“Because  this  condition  is  relatively  uncommon,” 
Peter  said,  “no  single  medical  center  has  been  able  to 
accumulate  data  on  a significant  number  of  patients. 
The  registry  will  help  us  gather  data  on  a large  number 
of  patients  and  may  help  researchers  find  new 
methods  of  early  detection  and  effective  therapy.” 

Peter  said  a second  benefit  of  the  registry  may  be  the 
development  of  more  effective  methods  of  diagnosing 
and  treating  more  pulmonary  hypertensions. 

Primary  pulmonary  hypertension  results  when  ar- 
teries in  the  lungs  become  blocked,  although  the 
causes  of  blockage  are  still  unknown.  Peter  said  the 
disease  can  occur  in  all  ages. 

Patients  eligible  for  the  registry  include  I -year-old 
children  through  adults.  The  35  cooperating  medical 
centers  together  hope  to  enroll  at  least  150  patients 
each  year  during  the  three-year  study. 


The  National  Reye’s  Syndrome  Foundation  has 
awarded  Dr.  Charles  R.  Roe,  a medical  center  pedia- 
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How  can  I expand  my  practice 
when  financing  costs  so  much? 


u 


Manufacturers  Hanover 
has  The  Solution 
Finance  One.' 


Expanding  your  practice  doesn't  have  to  cost  a king's  ransom  when  you've  got  the 
Finance  One  solution. 

We're  part  of  Manufacturers  Hanover  Corporation,  one  of  the  nation's  largest  bank  hold- 
ing companies.  So  we've  got  the  resources,  the  expertise  and  the 
professionalism  you  expect.  And  the  competitive  rates  you  demand. 

Use  the  equity  in  your  home  to  buy  new  equipment.  To  buy  a 
share  in  a group  practice.  Or  to  do  anything  else  your  business  or 
pleasure  requires.  How?  Just  call  us  today,  toll-free,  at  1-800-523-5374 
And  get  The  Solution.  Finance  One. 


TOLL  FREE:  1- 800-523-5374 


Financial  Services  from 
Manufacturers  Hanover 

THE  SOLUTION 


Finance  One  Mortgage  of  North  Carolina,  Inc.,  East  Park  Executive  Center,  Suite  1 02, 
6623  Executive  Circle,  Charlotte,  NC  28212  (704)  535-8535 


Equal  Housing  Lender 


trician,  a $37,699  grant  to  support  his  research  on  the 
treatment  of  the  rare,  often  fatal,  children’s  disease. 

Co-investigators  at  UNC-Chapel  Hill  are  Dr. 
J.  Douglas  Mann,  associate  professor  of  neurology 
and  Dr.  Lorean  A.  O'Tuama,  professor  of  neurology. 
Consulting  on  the  study  is  Dr.  David  Millington,  re- 
search associate  professor  in  the  Department  of  En- 
vironmental Sciences  and  Engineering  at  UNC-CH. 

Roe  said  that  in  the  beginning  a victim  seems  to 
follow  “a  normal  course  of  either  chicken  pox,  in- 
fluenza or  a respiratory  illness.  Within  a few  days,  the 
condition  worsens,  and  the  child  becomes  irritable 
and  combative.”  Persistent  vomiting  is  a common 
complication,  he  said,  and  some  children  may  slip  into 
a coma  or  a near  comatose  state. 

Roe  is  testing  the  theory  that  the  brain  swelling 
associated  with  Reye’s  Syndrome  is  caused  by  the 
body’s  inability  to  rid  itself  of  toxic  substances. 

Scientists  can’t  explain  what  causes  the  increase  in 
toxic  substances.  Roe  said,  but  he  suspects  a major 
dysfunction  in  metabolism.  That  dysfunction  might 
explain  the  high  levels  of  salicylic  acid  (aspirin)  often 
found  in  children  with  Reye’s  syndrome. 


Department  of  Medicine.  Pinnell  replaces  Dr.  Gerald 
Lazarus,  who  left  to  become  chairman  and  professor 
of  dermatology  at  the  University  of  Pennsylvania  in 
Philadelphia. 

A professor  of  medicine,  Pinnell  came  to  Duke  in 
1973followingafe!lowshipatthe  Max  Planck  Institute 
for  Biochemistry  in  Munich,  West  Germany.  He  re- 
ceived his  bachelor’s  degree  from  Duke  University 
and  his  medical  degree  from  Yale  University. 


The  newly  formed  American  Society  for  Virology 
has  elected  Dr.  W.  K.  Joklik  as  its  first  president. 

Nationally  known  for  his  research  on  viruses,  Joklik 
was  elected  during  the  first  annual  meeting  of  the 
society,  Aug.  2-5,  at  Cornell  University  in  Ithaca, 
N.Y.  Joklik  is  James  B.  Duke  Professor  and  chairman 
of  the  Department  of  Microbiology  and  Immunology. 
He  is  also  a member  of  the  National  Academy  of 
Sciences. 

More  than  1 ,200  virologists  from  North  America 
and  overseas  attended  the  meeting. 


Camp  Kaleidoscope,  a camp  for  chronically  ill  chil- 
dren who  receive  some  of  their  treatment  at  Duke,  was 
attended  by  70  children  between  the  ages  of  6 and  17 
this  year. 

The  camp  began  in  1980  from  an  idea  proposed  by 
Duke  play  therapy  director  Kathy  Merritt  and  Duke 
pediatric  social  work  director  Brandy  McDaniel. 

“At  Camp  Kaleidoscope  we  try  to  integrate  both  of 
the  child’s  worlds  — the  healthy  world  and  the  world 
of  their  disease,”  Merritt  said.  “We  allow  them  to  do 
things  that  they  are  often  isolated  from  or  restricted 
from  doing.” 

The  camp  is  staffed  by  medical  professionals  from 
Duke  and  is  free  for  the  children,  who  have  illnesses 
like  leukemia,  kidney  disease,  cystic  fibrosis,  cancer 
and  sickle  cell  anemia. 


A medical  center  pathologist.  Dr.  William  W. 
Johnston,  has  received  a service  award  from  the 
American  Society  of  Clinical  Pathologists.  Johnston, 
who  is  director  of  Duke’s  division  of  cytopathology, 
was  chosen  as  the  recipient  of  the  society’s  Commis- 
sion on  Continuing  Education  Distinguished  Service 
Award. 

The  award  is  given  each  year  by  the  society  to 
recognize  members  who  make  outstanding  contribu- 
tions to  its  workshops  and  education  programs. 
Johnston  is  a past  chairman  of  the  society’s  council  on 
cytopathology,  the  committee  responsible  for  plan- 
ning workshops  and  seminars.  He  is  also  president  of 
the  American  Society  of  Cytology. 


Dr.  Sheldon  Pinnell,  a specialist  in  hereditary  skin 
diseases,  has  been  named  chief  of  dermatology  in  the 


Page  A.  Anderson,  associate  professor  of  pediatrics 
and  assistant  professor  of  physiology,  received  a 
$28,600  grant  from  the  American  Heart  Association  to 
support  the  project,  “The  Fetal  and  Neonatal  Left 
Ventricle.” 

Jorge  V.  Bartolome,  assistant  medical  research 
professor  of  pharmacology,  received  a $27,170  grant 
from  the  American  Heart  Association  to  study 
“Neuronal  and  Hormonal  Regulation  of  Cardiac 
Growth  and  ODC.” 

William  W.  Shingleton,  professor  and  chief  of  gen- 
eral and  thoracic  surgery,  and  director  of  the  Com- 
prehensive Cancer  Center,  received  a $68,249  grant 
from  the  National  Cancer  Institute  for  a Clinical 
Cancer  Education  Program. 


A DRUG  AND  ALCOHOL  TREATMENT  CENTER  I 

woodhi 


A DIVISION  OF  APPALACHIAN  HALL 


Located  in  the  beautiful  mountains  of  Western 
North  Carolina,  Woodhill  offers  a complete 
and  comprehensive  28-day  treatment  program 
for  the  chemically  addicted.  Included  are: 
detoxification,  individual  and  group  psycho- 
therapy, education  groups,  psychodrama, 
weekly  family  involvement,  as  well  as  a variety 
of  activities.  Integration  into  Alcoholics 
Anonymous  and  Al-Anon  along  with  a com- 
prehensive aftercare  program  is  provided. 
Additionally,  the  Woodhill  team  works 
closely  with  Employee  Assistance  Program 
managers  and  supervisors.  Appalachian  Hall  is 
JCAH  accredited  and  is  recognized  by  Blue 
Cross,  Champus,  Medicare,  and  other  major 
insurance  companies.  For  further  informa- 
tion please  write  or  call  us  at: 

P.O.Box  5534  Asheville,  N.C.  2881  3 
(704)  253-3681 
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Lyn  A.  Thet,  assistant  professor  of  the  Department 
of  Medicine,  received  a $39,792  research  grant  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
“Surfactant:  Physical,  Functional  and  Structural 
Changes.” 

David  W.  Scott,  professor  of  immunology,  was 
awarded  a $1 16,817  research  grant  from  the  National 
Institute  of  Allergy  and  Infectious  Diseases  to  study 
“Mechanism  of  Tolerance  and  Triggering  in  Lympho- 
cytes.” 

Saul  M.  Schanberg,  professor  of  pharmacology,  re- 
ceived a $38,750  research  scientist  award  from  the 
National  Institute  of  Mental  Health  for  his  study 
“Neurotropic  Drugs,  Hormones,  and  Brain  Func- 
tions.” 

Vincent  W.  Dennis,  associate  professor  in  the  De- 
partment of  Medicine,  received  a $46,544  national 
research  service  award  from  the  National  Institute  of 
Arthritis.  Diabetes,  Digestive  and  Kidney  Diseases. 
His  area  of  training  is  kidney  structure  and  function  in 
health  and  disease. 

Mohamed  B.  Abou-Donia,  associate  professor  of 
pharmacology,  received  a $64, 1 78  research  grant  from 
the  National  Institute  of  Environmental  Health  Sci- 
ences. Abou-Donia  is  studying  “Model  for  Or- 
ganophosphorus  Neurotoxicity.” 

David  W.  Sedwick,  assistant  medical  research 
professor  in  the  Department  of  Medicine  and  the  De- 
partment of  Microbiology,  received  a $73,894  grant 
from  the  National  Cancer  Institute  for  his  study  of 
“Antifolate-Induced  Misincorporation  of  UDR  in 
Human  Cells.” 

Richard  S.  Metzgar,  professor  in  the  Department  of 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


• Arterial  Blood 
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• Diffusion  Testing 

• Lung  Volumes 


-FAST,  ACCURATE 

RESULTS 
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For  more  information  call  - 17041  332-8082 
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Microbiology  and  Immunology,  received  a $209,047 
grant  from  the  American  Cancer  Society  for  a pro- 
gram, “Immunodiagnosis  of  Human  Pancreatic 
Cancer.” 

Michael  K.  Reedy  of  the  Department  of  Anatomy 
received  a $27,000  grant  from  the  Muscular  Dystrophy 
Association  to  fund  a project  of  “Weighing  Myofi- 
brols  by  Scanning  Microinterferometry.” 

Chia  Sheng  Lin,  assistant  professor  of  anatomy, 
received  a $58,140  research  grant  from  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke.  Lin  is  studying  the  structure  and 
function  of  the  visual  cortex. 

Edwin  B.  Cox,  assistant  professor  in  the  Depart- 
ment of  Medicine  and  director  of  the  Cancer  Center 
Database,  was  awarded  a $58,105  grant  from  the  Na- 
tional Cancer  Institute  to  fund  “Cancer  Patient  Data 
Control  Exploratory  Studies.” 

Henry  Kamin,  professor  of  biochemistry,  received 
a $90,206  research  grant  from  the  National  Institute  of 
General  Medical  Sciences  to  study  “Biological  Oxi- 
dations in  Mitochondria  and  Microsomes.” 

John  W.  Moore,  professor  of  physiology,  received  a 
research  grant  of  $74,619  from  the  National  Institute 
of  Neurological  and  Communicative  Disorders  and 
Stroke  to  learn  computer  methods  for  physiological 
problems. 

Francis  A.  Neelon,  associate  professor  of  medicine, 
received  a $61,664  national  research  service  award 
from  the  National  Institute  of  Arthritis,  Diabetes,  Di- 
gestive and  Kidney  Diseases  to  study  endocrinology 
and  diabetes. 

Gail  R.  Marsh,  associate  professor  in  the  Depart- 
ment of  Psychiatry,  received  a $55,466  research  grant 
from  the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  for  elec- 
trophysiological  studies  in  cognitive  psychology. 

Max  A.  Woodbury,  professor  of  community  and 
family  medicine  and  computer  science,  received  a 
research  grant  of  $56,532  from  the  National  Institute 
of  Aging  for  Longitudinal  models  of  correlates  of  aging 
and  longevity. 

Charles  Tanford,  professor  in  the  Department  of 
Physiology  received  a research  career  award  of 
$32,292  from  the  National  Institute  of  General  Medi- 
cal Sciences  to  study  the  structure  of  proteins. 

Harold  C.  Strauss,  associate  professor  in  the  divi- 
sion of  cardiology  and  the  Department  of  Pharmacol- 
ogy, received  a research  grant  of  $108,346  from  the 
National  Heart,  Lung  and  Blood  Institute.  Strauss  is 
studying  the  characterization  of  cardiac  pacemaker 
activity. 

Robert  A.  Rosati,  associate  professor  of  medicine 
and  director  of  clinical  epidemiology,  received  a 
$155,665  award  from  the  National  Library  of  Medicine 
for  biomedical  communications. 

Redford  B.  Williams  Jr.,  professor  in  the  Depart- 
ment of  Psychiatry  and  associate  professor  in  the  De- 
partment of  Medicine,  received  a $38,467  grant  from 
the  National  Institute  of  Mental  Health  to  study  “Be- 
havioral Mechanisms  in  Cardiovascular  Diseases.” 
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Williams  also  received  a $72,300  research  grant  from 
the  National  Heart,  Lung  and  Blood  Institute  to  study 
psychosocial  factors  and  outcome  in  coronary  dis- 
ease. 

Thomas  E.  Frothingham,  professor  of  pediatrics, 
received  a $242,787  grant  from  the  division  of  medi- 
cine for  residency  training  in  general  pediatrics. 

Harold  J.  Harris,  associate  professor  of  psychia- 
try. received  a $61 ,430  grant  from  the  National  Insti- 
tute of  Mental  Health  for  graduate  training  in  child 
psychiatry. 

James  T.  Moore,  assistant  professor  of  psychiatry 
and  community  and  family  medicine,  received  a 
$77,500  education  and  training  grant  from  the  De- 
partment of  Health  and  Human  Services  for  a geriatric 
medicine  fellowship  program. 

Randy  L.  Jirtle,  assistant  professor  of  radiology  and 
pathology,  received  a $5 1 .261  grant  from  the  National 
Cancer  Institute  to  study  "Microwaves,  Hyperther- 
mia and  Tumor  Circulation." 

Peter  K.  Smith  received  a $24,350  grant  from  the 
National  Heart,  Lung  and  Blood  Institute  for  surgical 
treatment  of  cardiac  arrhythmias. 

The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

Dr.  Robert  L.  Capizzi  has  been  named  director  of 
the  Cancer  Research  Center  at  the  Bowman  Gray 
School  of  Medicine. 

His  appointment  as  director  of  the  center,  professor 
of  medicine  and  head  of  the  school’s  Section  on 
Hematology/Oncology  was  effective  Sept.  1. 

Capizzi  was  professor  of  medicine  and  pharmacol- 
ogy at  the  University  of  North  Carolina  School  of 
Medicine  where  he  also  was  co-director  of  the  Divi- 
sion of  Hematology/Oncology. 

He  succeeds  Dr.  Charles  L.  Spurr,  who  has  been 
director  of  Bowman  Gray’s  Cancer  Research  Center 
during  its  first  ten  years  of  operation.  Spurr  will  con- 
tinue as  professor  of  medicine  and  director  of  the 
Piedmont  Oncology  Association. 

Dr.  Capizzi  has  served  on  the  faculty  of  the  Univer- 
sity of  North  Carolina  School  of  Medicine  since  1977. 
He  formerly  was  acting  chief  of  the  Section  on  Medi- 
cal Oncology  at  Yale  University  School  of  Medicine, 
where  he  also  was  an  investigator  with  the  Howard 
Hughes  Medical  Institute. 

He  is  the  author  of  more  than  50  scientific  papers 
which  have  been  published  in  professional  journals. 
He  also  was  associate  editor  of  the  1980  Yearbook  of 
Drug  Therapy. 

A consultant  to  the  National  Cancer  Institute, 
Capizzi  has  served  on  a number  of  national  commit- 
tees related  to  cancer  research. 

He  hold  the  B.S.  degree  from  Temple  University 
and  the  M.D.  degree  from  Hahnemann  Medical  Col- 
lege. He  completed  residency  training  and  postdoc- 
toral research  training  at  Hahnemann  Medical  College 
and  the  Yale-New  Haven  Medical  Center. 


A team  of  architects,  engineers,  doctors  and  physi- 
cists at  the  Bowman  Gray/Baptist  Hospital  Medical 
Center  has  begun  preparations  for  installing  a machine 
which  uses  magnetism  to  find  disease. 

The  nuclear  magnetic  resonance  (NMR)  machine, 
with  its  6,000-pound  magnet,  will  be  housed  in  the 
medical  center’s  diagnostic  radiology  area.  The  ma- 
chine was  ordered  in  the  spring  and  is  expected  to  be 
ready  to  use  during  the  winter.  It  is  thought  to  be  the 
first  ordered  for  a North  Carolina  medical  center  and 
will  be  one  of  only  a few  in  the  nation  when  it  goes  into 
operation. 

The  decision  to  order  the  NMR  machine  was  made 
following  a major  international  nuclear  magnetic  res- 
onance meeting  at  Bowman  Gray  last  fall. 

NMR  is  expected  to  be  useful  initially  in  examining 
the  brain  for  problems  such  as  cancer,  in  examining 
the  nervous  system  for  such  diseases  as  multiple 
sclerosis  and  for  studying  blood  vessels. 

Medical  center  doctors  hope  that  the  machine 
eventually  will  permit  detection  of  many  medical 
problems  in  areas  of  the  body  other  than  just  the  head 
at  a much  earlier  stage  than  now  is  possible. 


Bowman  Gray  has  enrolled  108  new  medical  stu- 
dents, chosen  from  4,881  applicants.  The  class  in- 
cludes 30  women  and  six  minority  students. 

Representing  19  states,  the  incoming  medical  stu- 
dents received  their  undergraduate  education  at  46 
colleges  and  universities. 

Sixty  five  students  — 61%  of  the  class  — are  from 
North  Carolina.  They  were  selected  from  552  North 
Carolinians  who  applied. 

The  class  includes  graduates  from  12  North  Caro- 
lina colleges  and  universities,  with  the  largest  number, 
20  students,  coming  from  the  University  of  North 
Carolina  at  Chapel  Hill.  There  also  were  17  graduates 
of  Wake  Forest  University,  12  graduates  of  Duke 
University,  eight  Davidson  College  graduates  and  two 
from  North  Carolina  State  University. 

In  addition  to  the  new  medical  students,  31  new 
graduate  students  have  been  enrolled. 

The  total  medical  student  enrollment  is  430.  En- 
rollment in  the  biomedical  graduate  studies  program 
will  be  86. 


Dr.  Vardaman  M.  Buckalew,  professor  of  medicine 
and  physiology,  has  been  appointed  chairman  of  the 
Research  Review  Subcommittee  of  the  American 
Heart  Association,  North  Carolina  Affiliate,  for 
1982-83. 


Dr.  K.  Patrick  Ober,  assistant  professor  of  medicine 
(endocrinology/general  medicine),  has  been  ap- 
pointed to  the  Board  of  Directors  of  the  North  Caro- 
lina Affiliate  of  the  American  Diabetes  Association. 
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N.C.  Memorial  Hospital 

North  Carolina  Memorial  Hospital  is  one  of  seven 
medical  centers  in  the  country  chosen  to  test  the  effect 
of  interferon  on  acute  lymphocytic  leukemia  (ALL)  in 
children.  The  study,  which  is  the  first  of  its  kind,  will 
involve  18-25  patients  nationwide. 

It  is  designed  to  determine  if  interferon  is  an  active 
agent  against  ALL  and  to  study  dosage  levels  and  side 
effects,  according  to  Dr.  Robert  J.  Wells,  assistant 
professor  of  pediatrics.  “We  also  will  be  looking  at  the 
effect  of  interferon  on  a subsequent  course  of  chemo- 
therapy, ” Wells  said. 

Interferon  is  a protein  produced  by  certain  cells  of 
the  body  involved  in  natural  defense  against  disease. 
It  has  been  tested  as  an  anti-cancer  agent  in  clinical 
trials  since  1972,  but  has  been  made  available  only 
within  the  past  year  in  sufficient  amounts  for  signifi- 
cant testing  in  groups  of  cancer  patients. 

Wells  said  there  is  preliminary  data  on  a small  num- 
ber of  children  with  leukemia  where  interferon  had  a 
measurable  effect  on  lowering  the  number  of  leukemic 
cells.  “We  will  be  trying  to  determine  whether  or  not 
interferon  can  be  shown  to  have  enough  of  an  anti- 
leukemic effect  to  make  further  investigations  worth- 
while,” he  said. 

Wells  said  it  is  possible  that  interferon  might  de- 
stroy leukemic  cells  by  either  acting  directly  upon 
them  or  by  enhancing  the  patient’s  body  defense 
mechanisms. 

All  participants  in  the  study  will  be  volunteer  ALL 
patients  between  the  ages  of  three  and  18  who  have 
had  a second  relapse  of  the  disease.  “By  this  time  in 
the  course  of  the  disease,  it  is  generally  accepted  that 
these  patients  have  no  realistic  hope  of  cure  by  any 
conventional  chemotherapy  now  known  or  by  bone 
marrow  transplantation,”  Wells  said. 

Each  participant  will  be  a patient  on  the  Clinical 
Research  Unit  at  N.C.  Memorial  Hospital  and  will  be 
given  interferon  for  a 28-day  period  during  which  the 
effects  of  the  drug  will  be  carefully  monitored.  Each 
patient  then  will  receive  standard  chemotherapy 
treatment. 

Wells  said  acute  lymphocytic  leukemia  accounts  for 
35%  of  all  childhood  leukemia.  Chemotherapy  is  ef- 
fective in  curing  the  disease  in  about  half  of  the  pa- 
tients with  ALL. 

The  Clinical  Research  Unit  study  is  one  of  seven 
nationwide  being  coordinated  through  the  Children’s 
Cancer  Study  Group  in  Los  Angeles.  Other  institu- 
tions participating  are:  Children’s  Hospital  of 
Philadelphia;  Children's  Hospital  Medical  Center, 
Cincinnati;  James  W.  Riley  Hospital  for  Children, 
Indianapolis;  University  of  Minnesota,  Minneapolis; 
Children’s  Orthopedic  Hospital,  Seattle;  and  Los 
Angeles  Children’s  Hospital. 

The  Clinical  Research  Unit  at  N.C.  Memorial  is  part 
of  a network  of  federally  supported  research  centers 
aimed  at  discovering  the  causes  of  complicated  disor- 


ders and  developing  better  ways  to  treat  them. 


New  services  for  persons  with  hearing  losses  are 
being  offered  in  the  School  of  Medicine. 

Included  among  the  services  offered  are  free 
speech,  hearing  and  language  screenings  every  Friday 
afternoon.  The  clinics  are  located  in  Wing  D of  the 
medical  school.  Recently  completed  renovations  have 
added  central  air  conditioning,  new  clinic  rooms  and 
improved  audiological  facilities. 

The  new  services  include  assistance  for  those  who 
need  hearing  aids.  Members  of  the  audiology  staff  will 
evaluate  a patient’s  hearing  loss  and  the  need  for  a 
hearing  aid.  Patients  can  try  different  aids,  which  are 
stocked  for  demonstration,  and  the  staff  will  assist  in 
the  purchase  of  an  aid  of  the  patient's  choice  from  a 
private  vendor. 

The  center  also  offers  classes  for  persons  with 
hearing  losses,  emphasizing  proper  use  and  mainte- 
nance of  hearing  aids,  family  adaptation  and  tech- 
niques for  improved  communication,  including 
speech  reading  when  necessary. 

For  more  information  on  the  division  of  speech  and 
hearing  sciences  clinics  or  for  an  appointment,  call 
966-1006. 


Scientists  from  throughout  the  country  visited  the 
University  of  North  Carolina  at  Chapel  Hill  to  partici- 
pate in  laboratory  workshops  on  the  latest  techniques 
of  genetic  engineering. 

The  workshops,  sponsored  by  the  Program  in 
Molecular  Biology  and  Biotechnology,  focused  on 
DNA  sequencing,  general  DNA  technology  and  the 
chemical  synthesis  of  DNA  oligonucleotides,  ac- 
cording to  Dr.  Marshall  H.  Edgell,  director  of  the 
University's  molecular  biology  program. 

“UNC  was  one  of  the  earliest  universities  in  the 
country  to  be  involved  in  recombinant  DNA  technol- 
ogy,” Edged  said,  “and  therefore  we  felt  it  was 
appropriate  that  we  take  a leadership  role  in  teaching 
the  techniques  of  advanced  molecular  genetics.  These 
are  the  same  techniques  which  provide  the  backbone 
of  modern  genetic  engineering  and  have  fueled  the 
current  burgeoning  number  of  biotechnology  firms.” 
Edged  said  the  three-week  workshop  on  DNA 
cloning  and  sequencing  held  in  July  was  only  the  sec- 
ond program  of  its  kind  in  the  country.  “We  exposed 
students  to  the  myriad  techniques  available  to  ma- 
nipulate DNA  molecules,  as  wed  as  both  of  the  pow- 
erful DN  A sequencing  methods,”  he  said,  adding  that 
the  program  was  a very  intensive  one  designed  to  give 
students  extensive  hands-on  experience.” 

“The  one-week  workshop  on  chemical  synthesis  of 
DNA  held  in  August  was  the  first  of  its  kind  in  the 
United  States,”  Edged  said.  “Both  workshops  were 
very  successful  and  attracted  a student  body  of  na- 
tional character.  We  had  students  from  as  far  away  as 
Berkeley,  Calif.,  and  Lewiston,  Maine.” 

The  program  in  Molecular  Biology  and  Biotechnol- 
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ogy  was  established  earlier  this  year  to  promote  and 
coordinate  genetic  engineering  research  and  educa- 
tion at  UNC-CH.  The  major  participating  degree- 
granting units  at  this  time  are  bacteriology,  bio- 
chemistry, biology,  chemistry  and  genetics. 

Edgell  said  a major  goal  of  the  program  is  to  or- 
ganize academic  activities  which  will  accelerate  the 
diffusion  of  molecular  genetic  technology  into  the  re- 
search community.  As  part  of  the  effort,  the  program 
is  developing  a series  of  degree  options  designed  to 
train  research  scientists  to  operate  at  the  highest  levels 
in  either  an  academic  or  an  industrial  setting  and  has 
accepted  its  first  students. 

Visiting  scientists  who  participated  as  teachers  in 
the  two  summer  workshops  included:  Pieter  Wensink, 
Brandeis  University;  Wayne  Barnes,  Washington 
University;  Richard  Losick,  Harvard  University ; Kan 
Agarwal;  University  of  Chicago;  Jonathan  Seidman, 
Harvard  University  and  Howard  Coyer,  P-L  Bio- 
chemicals, Inc. 

Faculty  members  from  UNC-CH  who  participated 
were;  John  Newbold,  associate  professor  of  bac- 
teriology and  workshop  coordinator;  Edward  Barry, 
professor  of  biology;  Patricia  Maness,  assistant  pro- 
fessor of  biochemistry;  Jack  Griffith,  associate  pro- 
fessor of  bacteriology;  Clyde  A.  Hutchinson  III, 
professor  of  bacteriology;  Darrell  W.  Stafford,  pro- 
fessor of  biology;  and  Kenneth  Bott,  associate  profes- 
sor of  bacteriology. 


The  appointment  of  Dr.  Thomas  F.  Boat  as  profes- 
sor and  chairman  of  the  Department  of  Pediatrics  has 
been  announced  by  Chancellor  Christopher  C.  Ford- 
ham  III. 

Boat’s  appointment,  effective  Aug.  15,  is  for  a 
five-year  term  as  department  chairman.  An  Iowa  na- 
tive, Boat  comes  to  Chapel  Hill  from  Case  Western 
Reserve  University  in  Cleveland,  Ohio. 

His  primary  education,  patient  care  and  research 
interests  are  in  children’s  pulmonary  diseases  and 
cystic  fibrosis.  He  was  a member  of  the  pediatric 
pulmonary  and  cystic  fibrosis  center  at  Rainbow 
Babies  and  Children’s  Hospital,  a part  of  the  Case 
Western  Reserve  hospitals. 

Boat  received  his  higher  education  in  Iowa,  earning 
his  B.A.  in  1961  from  Central  College  and  his  M.S.  in 
1964  from  the  University  of  Iowa. 

He  is  a member  of  the  American  Academy  of 
Pediatrics,  the  Society  for  Pediatric  Research,  the 
American  Association  for  the  Advancement  of  Sci- 
ence and  several  other  honorary  and  professional 
societies. 

Dean  Stuart  Bondurant  of  the  School  of  Medicine 
praised  Boat  as  a dedicated  and  skilled  pediatrician 
and  respected  teacher.  “Dr.  Boat’s  research  in  the 
field  of  lung  diseases  of  children  has  greatly  improved 
our  understanding  and  our  ability  to  treat  these  dis- 
eases,’’ Bonurant  said.  “I  am  confident  that  he  will 
give  great  leadership  to  our  Department  of  Pediatrics 
as  it  continues  to  extend  its  distinguished  contribu- 


tions to  the  health  of  the  children  of  North  Carolina 
and  the  nation.” 


Dr.  Carry  W.  Arnold,  research  assistant  professor 
of  bacteriology,  has  received  a special  fellowship  from 
the  Feukemia  Society  of  America. 

The  $37,000  award,  one  of  70  research  scholarships 
and  fellowships  granted  this  year,  will  allow  Arnold  to 
concentrate  on  research  in  immunology,  the  study  of 
the  body’s  immune  defense  system  against  disease  in 
order  to  bolster  its  own  natural  ability  to  fight 
leukemia.  The  fellowship  lasts  for  two  years. 

Arnold  is  a Nebraska  native  who  earned  his  B.S. 
degree  in  microbiology  from  the  University  of  Ne- 
braska at  Lincoln  in  1973  and  his  M.S.  in  1976  and 
Ph.D.  in  1979  in  immunology  and  microbiology  from 
the  University  of  Nebraska  Medical  Center.  He  had 
post  doctoral  training  at  UNC-CH. 

The  Leukemia  Society  will  award  nearly  $3  million 
in  grants  this  year  to  165  scientists  at  75  institutions. 
Other  UNC-CH  researchers  receiving  society  funding 
are  Dr.  Arthur  H.  Lockwood,  assistant  professor  of 
anatomy  and  member  of  the  UNC-CH  Cancer  Re- 
search Center,  and  Dr.  Michael  Jeffrey  Black,  special 
fellow  in  the  Department  of  Biochemistry  and  Nutri- 
tion. 


The  United  States  Public  Health  Service  has 
notified  the  division  of  physical  therapy  of  the  De- 
partment of  Medical  Allied  Health  Professions  at 
UNC-CH  that  it  intends  to  renew  Grant  149.  The 
$150,000  grant  funds  post-graduate  studies  for  physi- 
cal and  occupational  therapists  in  maternal  and  child 
health  care.  This  year’s  budget  included  funds  for 
recruitment  of  minority  and  disadvantaged  students, 
fellows  and  for  development  of  a new  medical  school 
elective  course  on  the  role  of  physical  therapy  in  a 
variety  of  practice  settings. 


Paul  L.  Munson,  Sarah  Graham  Kenan  professor 
emeritus  of  pharmacology  and  endocrinology,  was 
presented  with  the  William  F.  Neuman  Award  of  the 
American  Society  for  Bone  and  Mineral  Research  at 
the  society’s  annual  meeting  in  San  Francisco.  He  was 
recognized  “for  distinguished  achievement  in  the  field 
of  bone  and  mineral  research”  and  awarded  a plaque 
and  a check. 


Samuel  Hitt,  director,  Health  Sciences  Library, 
was  named  the  1982  recipient  of  the  Marcia  C.  Noyes 
Award  at  the  Recent  Medical  Library  Association 
annual  meeting  in  Anaheim,  Calif. 


E.  Chaney,  associate  professor  of  radiology, 
D.  Huang,  associate  physicist,  and  S.  Williams,  radia- 
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tion  technician  student,  radiation  therapy,  won  an 
award  for  best  scientific  exhibit  at  the  annual  meeting 
of  the  American  Association  of  Physicists  in  medicine 
held  in  New  Orleans,  Aug.  1-5.  The  title  of  the  exhibit 
was  “Evaluation  of  Lead  Acrylic  as  a Filter  for 
Contaminant  Electrons  in  Megavoltage  Photon 
Beams.” 


George  Johnson  Jr.,  professor  and  vice  chairman, 
chief  division  of  vascular  surgery,  was  an  invited 
speaker  to  the  Japanese  Symposium  on  Portal 
Hypertension  held  in  Tokyo,  Japan,  July  10-11.  His 
presentation  was  titled,  “Current  Management  of 
Bleeding  Esophageal  Varices  in  the  United  States.” 
He  also  lectured  on  “Peripheral  Arterial  Diseases  in 
the  United  States,”  at  the  Kyushu  University  in 
Fukuoka,  Japan,  on  July  12,  and  attended  the  Interna- 
tional Symposium  on  Idopathic  Portal  Hypertension 
in  Tokyo,  July  16-17. 


David  E.  Eifrig,  professor  and  chairman,  ophthal- 
mology, was  an  invited  speaker  at  Queensland 
Ophthalmological  Society,  Brisbane,  Australia,  on 
May  17-31.  He  spoke  on  “Intraocular  Lens  Implanta- 
tion.” 


Joseph  D’Ercole,  associate  professor,  and  Alan 
Stiles,  chief  resident  in  pediatrics,  attended  a meeting 
called  “A  Lung  Growth  Workshop”  in  Montreal  May 
31-June  3,  1982.  This  meeting  is  sponsored  by  Na- 
tional Institute  of  Heart,  Lung  and  Blood.  The  results 
of  the  workshop  will  be  published  as  a supplement  to 
Pediatrics  sometime  this  fall. 

East  Carolina  University 
School  of  Medicine 

The  School  of  Medicine  settled  into  its  first  perma- 
nent home  during  July  and  August  when  faculty  and 
staff  moved  their  offices  and  laboratories  into  the  new 
Brody  Medical  Sciences  Building. 

The  $26  million  facility,  located  adjacent  to  Pitt 
County  Memorial  Hospital,  consolidates  for  the  first 
time  the  majority  of  the  school’s  academic  depart- 
ments, teaching  areas  and  support  services.  The 
451,000-square-foot-building  features  spacious  lec- 
ture halls,  modern  faculty  and  teaching  laboratories, 
and  a 500-seat  auditorium. 

Faculty  and  staff  moved  the  school’s  delicate 
equipment  themselves,  but  the  bulk  of  the  venture  was 
handled  by  a local  commercial  moving  company.  De- 
spite temperatures  in  the  90s  and  frequent  rain,  it  took 
only  four  weeks  to  relocate  the  school  from  the  ECU 
main  campus  to  the  medical  center  two  and  a half 
miles  across  town. 

A typical  floor  in  the  Brody  Building  is  shared  by 
two  departments,  such  as  physiology  and  pharmacol- 
ogy, and  has  labs  and  seminar  rooms  that  the  depart- 


ments jointly  use  in  their  teaching  programs.  Most  of 
the  faculty  laboratories  and  adjacent  offices  were  de- 
signed by  faculty  members  when  planning  started  on 
the  building  six  years  ago. 

The  School  of  Medicine  clinics  are  on  the  first  floor 
of  the  building  and  have  a separate  parking  area  and 
entrance  for  patients. 

The  facility  also  offers  convenient  access  to  the 
Health  Sciences  Library,  which  moved  into  the 
building  in  December  1981. 


The  School  of  Medicine  accepted  64  North  Carolina 
residents  into  its  first-year  class  in  August. 

The  students  represent  33  counties  in  the  state. 
Seventeen  of  the  students  are  women  and  12  are 
minorities. 

Last  fall  the  medical  school  enrolled  52  students  in 
the  entering  class.  The  school  now  has  a total  enroll- 
ment of  201  students. 


A European  pharmaceutical  company  has  selected 
a laboratory  at  the  School  of  Medicine  as  one  of  two 
sites  in  the  country  for  research  on  a new  drug  that 
may  relieve  angina. 

The  laboratory  is  under  the  direction  of  Dr.  Jamal 
Mustafa,  a pharmacologist  who  specializes  in  car- 
diovascular research.  The  other  laboratory  selected 
by  Degussa  Chemicals  of  West  Germany  is  at  the 
University  of  California-Los  Angeles. 

The  drug  under  investigation  is  Dilazep,  a medica- 
tion used  for  several  years  in  Western  Europe  and 
Japan  to  treat  patients  suffering  from  angina.  Mustafa 
has  conducted  several  studies  that  link  the  drug  with 
adenosine,  a natural  compound  in  the  body  that  may 
serve  as  the  regulator  of  blood  flow  to  the  heart. 

Researchers  believe  adenosine  may  be  the  com- 
pound in  the  body  that  naturally  increases  the  size  of 
blood  vessels  and  maintains  flow  in  the  heart.  Mustafa 
said  Dilazep  may  be  effective  in  some  patients  with 
angina  because  it  inhibits  the  destruction  of 
adenosine.  The  drug  may  also  prove  to  be  effective 
against  hypertension,  heart  attack  and  sickle  cell 
anemia. 

The  study  is  funded  by  a $70,000  grant  from  the 
pharmaceutical  company. 


Emergency  department  physicians  at  the  School  of 
Medicine  now  have  access  to  a Poisindex  system,  the 
first  component  to  be  available  in  the  development  of  a 
regional  poison  control  center  at  Pitt  Memorial  Hos- 
pital Hospital. 

Dr.  E.  Jackson  Allison,  chairman  of  emergency 
medicine,  says  the  next  step  will  be  the  addition  of  a 
24-hour  telephone  service  for  poison  information.  He 
said  the  service  should  be  available  by  the  end  of  the 
year. 
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Eight  faculty  members  at  the  School  of  Medicine 
have  received  academic  promotion.  The  physicians 
are  Lee  R.  Trent  to  assistant  professor  of  family  medi- 
cine;Yash  P.  Kataria  to  professor  of  medicine;  and 
William  R.  Walker  to  associate  professor  of  psychiat- 
ric medicine. 

The  basic  scientists  are  Donald  R.  Barnes  to  as- 
sociate professor  of  pharmacology;  Donald  R. 
Hoffman  to  professor  of  pathology  and  laboratory 
medicine;  John  T.  Bray  to  associate  professor  of 
surgery;  Paul  S.  Strausbauch  to  associate  professor  of 
pathology  and  laboratory  medicine;  and  John  C. 
Yeager  to  associate  professor  of  physiology. 


Dr.  Julie  A.  Nickelsen,  assistant  professor  of  family 
medicine,  was  a visiting  professor  in  the  Department 
of  Family  Medicine  at  the  State  University  of  New 
York  at  Buffalo  July  15-16.  Nickelsen  presented  a 
conference  entitled  "Documentation  of  Resident  Ex- 
perience” while  in  Buffalo. 


Dr.  S.  Gregory  lams,  associate  professor  of 
physiology,  and  Dr.  Mona  M.  McConnaughey,  lec- 
turer in  pharmacology,  coauthored  an  article  in  the 
July  issue  of  Experientici.  The  article  was  entitled 
“Hypothyroidism  Lowers  Blood  Pressure,  Adenylate 
Cyclase  and  Na+,  K+,  and  Ca++  — AT  Pase  Activities 
in  the  Normotensive  and  Spontaneously  Hyperten- 
sive Rats.” 

Steve  Blumenthal,  research  technician  in  physiol- 
ogy. collaborated  with  lams  and  McConnaughey  on 
the  article. 


The  North  Carolina  Heart  Association  recently 
awarded  two  Department  of  Physiology  faculty  mem- 
bers grants  totaling  $12,000.  Dr.  Richard  Athey,  as- 
sistant professor,  received  $6,000  to  study  “The  Role 
of  the  Microcirculation  in  Ischemic  Gut  Syndrome 
During  Shock  or  Acute  Stress.” 

Dr.  John  C.  Yeager,  associate  professor,  received 
$6,000  for  his  study  of  “Magnesium  Deficiency  and 
Coronary  Artery  Spasm.”  In  addition  Yeager  at- 
tended the  Gordon  Conference  on  Magnesium  in 
Biomedical  Processes  and  Medicine  held  August  2-6 
in  New  Hampshire.  During  the  meeting,  Yeager  pre- 
sented a paper  for  discussion  entitled  “Thermo- 
graphic Evidence  that  Magnesium  Deficiency  In- 
duced Coronary  Artery  Spasm  in  the  Dog.” 


Dr.  Edward  M.  Lieberman,  professor  of  physiol- 
ogy, received  a $214,139  grant  for  the  study  of 
“Neuron-Glia  Interactions  at  Nerve  Fibers  and  Their 
Synapses”  from  the  United  States  Army  Research 
Office. 


Dr.  Dennis  A.  Revicki,  instructor  of  family  medi- 
cine, collaborated  with  two  faculty  members  in  the 
School  of  Education  at  UNC-Chapel  Hill.  Dr.  Roberto 


Rubin  and  Dr.  Gary  Stuck,  on  an  article  appearing  in 
the  summer  issue  of  Educational  and  Policy  Analysis. 
The  article  was  entitled  “A  Model  for  Assessing  the 
Degree  of  Implementation  in  Field  Based  Educational 
Programs.” 


The  August  issue  of  Chest  included  three  articles 
coauthored  by  Dr.  Allen  F.  Bowyer,  professor  of 
medicine.  Dr.  Lynn  H.  Orr,  assistant  professor  of 
medicine,  and  Jody  Ingram,  clinical  coordinator,  col- 
laborated with  Bowyer  in  writing  “The  Presence  of 
Jeopardized  Myocardium  in  Patients  with  Positive 
Stress  Tests  Soon  After  Myocardial  Infarction.”  Orr 
and  Dr.  Douglas  C.  Privette,  clinical  assistant  profes- 
sor of  medicine,  coauthored  “A  Method  to  Analyze 
Left  Ventricular  Wall  Motion  Appropriate  for  Nu- 
clear, Echo  and  Angiographic  Studies.”  Bowyer  col- 
laborated with  former  resident  Dr.  Lynn  Anderson  on 
the  third  article,  “Use  of  a Radiolucent  Balloon  Flo- 
tation Catheter  During  Coronary  Arteriography.” 


Dr.  Joseph  E.  Williamson,  assistant  professor  of 
emergency  medicine,  Dr.  E.  Jackson  Allison  Jr., 
chairman  of  the  Department  of  Emergency  Medicine, 
and  Dr.  Randolph  M.  Williams,  clinical  instructor  of 
surgery,  are  the  authors  of  an  article  which  appeared 
in  the  August  issue  of  Annals  of  Emergency  Medicine. 
The  article  was  “Fractures  of  the  Hand  Associated 
with  Riding  the  Mechanical  Bull.” 


Dr.  Robert  P.  Dillard,  assistant  professor  of  pediat- 
rics, and  Dr.  Melvin  S.  Swanson,  associate  director  of 
medical  education,  have  received  a $2,000  grant  from 
the  Mead  Johnson  Company.  The  title  of  their  project 
is  “A  National  Study  on  the  Present  Practice  of 
Pediatricians  in  Newborn  Care  Education.” 


Dr.  Seymour  Bakerman,  chairman  of  Department 
of  Pathology  and  Laboratory  Medicine,  and  Dr. 
PrabhakerG.  Khazanie,  assistant  professor  of  pathol- 
ogy and  laboratory  medicine,  are  the  authors  of  “Cal- 
cium Metabolism  and  Hypercalcemia”  in  the  July 
issue  of  Laboratory  Management . 


Dr.  James  G.  Jones,  chairman  of  the  Department  of 
Family  Medicine,  attended  the  International  Forum  of 
Family  Medicine  Education  Meeting  of  the  Society  of 
Teachers  of  Family  Medicine  held  in  August  in  San 
Juan,  Puerto  Rico.  Jones  presented  “Certification  of 
the  Family  Physician  in  the  United  States.” 


Three  associate  professors  in  the  Department  of 
Biochemistry  collaborated  on  an  article  which  ap- 
peared in  the  June  issue  of  Biochemical  Medicine . Dr. 
G.  Lynis  Dohm,  Dr.  Hisham  A.  Barakat  and  Dr. 
George  J.  Kasperek  coauthored  “Measurement  of  in 
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Vivo  Protein  Synthesis  in  Rats  during  an  Exercise 
Bout.” 

Edward  B.  Tapscott.  research  assistant,  was  also  a 
collaborator  on  the  article. 


Dr.  John  P.  DaVanzo.  professor  of  pharmacology, 
has  been  reappointed  by  Gov.  James  B.  Hunt  Jr.  to 
serve  on  the  executive  committee  of  the  North  Caro- 
lina Board  of  Science  and  Technology. 

DaVanzo  also  recently  coauthored  an  article  with 
Paul  Bolin  entitled  “The  Influence  of  Isolation  and 
Aminoxy-Acetic  Acid  on  GABA  in  Muricidal  Rats.” 
The  article  appeared  in  the  August  issue  of 
Psychopharmacology . 


Dr.  Mary  Beth  Foil,  a second-year  resident  in 
surgery  and  a member  of  the  1981  charter  class  at  the 
School  of  Medicine,  has  been  awarded  a Culpeper 
Fellowship  for  $25,000  from  the  Charles  E.  Culpeper 
Foundation,  Inc. 


Dr.  Steven  H.  Grossman  and  Dr.  Robert  C.  Turner, 


assistant  professors  of  medicine,  received  a $52,407 
grant  from  Ayerst  Laboratories  to  study  the  evalua- 
tion of  AI-27,303  (Cetamolol)  and  the  effects  on  renal 
function  in  mild  to  moderate  hypertensive  patients. 


Dr.  James  P.  Gutai,  associate  professor  of  pediat- 
rics, received  a $20,159  grant  from  the  University  of 
Pittsburgh  to  support  a study  of  the  “Epidemiology  of 
Hormones  and  Lipoproteins.” 


The  Department  of  Family  Medicine  has  received 
three  grants  totaling  $453,270  from  the  Health  Re- 
sources Administration  to  support  its  basic  and  gradu- 
ate training  programs  in  family  medicine  and  its  res- 
idencies in  general  dentistry. 


Dr.  Jon  B.  Tingelstad,  chairman  of  the  Department 
of  Pediatrics,  received  a grant  of  $87,980  from  the 
National  Institute  of  Environmental  Health  Sciences 
to  continue  an  investigation  of  pollutant  levels  in 
breast  milk  and  formula  fed  to  infants. 


Since  7 976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
profit  hospital , Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

1HE  FUTURE  COMES  FAST. 


n 1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
?xpanded  clinical  facilities.  Special- 
?d  services  include  adolescent,  sub- 
ince  abuse,  and  geriatric  programs, 
tint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 

ACTIVE  MEDICAL  STAFF  — December,  1981 
Rolfe  B.  Finn,  M.D. 

William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

Orren  LeRoyce  Royal,  M.D. 


Saint  Albans 
ftychiatric  Hospital 

Radford,  Virginia  703-639-2481 


Admission  to  Saint  A 
bans  can  be  arrange < 
24  hours  a day  by  a 
mg  703-639-2481  Sai 
Albans  is  accredited 
the  loint  Commissioi 
on  the  Accreditation 
Hospitals  and  is  ap- 
proved tor  Blue  Cros 
Champus,  Medicare, 
and  most  ma/or  com 
mercial  insurance  co 
panies  For  more  ink 
mation.  contact  Rolf 
B Finn,  M D . medic 
director,  or  Robert  L 
Terrell,  lr , admimstr.i 
tor,  P O Box  3608, 
Radford.  Virginia 
24143 
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PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 

TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist;  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 


5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 

FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 

CHIEF  MEDICAL  OFFICER  for  Department  of  Corrections  in  Mis- 
souri. Administrative  work  combined  with  medical  duties.  Stable 
employment  in  a middle  class  city.  Immediate  Opening.  Contact: 
Melvin  Gardner,  Personnel  Officer,  P.O.  Box  236,  Jefferson  City, 
Missouri  65102. 


; \ 

Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  25(?  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 
Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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Candidates  for 

nutritional  therapy.. 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgicc 

patients.  Nutritional  stati 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (ribotlavin),  100  mg 
niacin  (as  niacinamide).  25  mg  vitamin  Bb 
(as  pyridoxine  HC1),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B,2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B !2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B)2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B|2. 

Precautions:  General:  Certain  condition 
may  require  additional  nutritional  suppl 
mentation.  During  pregnancy,  suppleme 
tation  with  vitamin  D and  calcium  may  I 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient  Toxic  reactions  have  bee 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Kee| 
out  of  reach  of  children  Drug  and  Treat 
men t Interactions  As  little  as  5 mg  pyri- 
doxinc  daily  can  decrease  the  efficacy  ol 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  h; 
been  reported  with  specific  vitamins  anc 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


300,000  hospital 
itients  with 

Fections.4  Many  are  ano- 

ic  and  may  have  a markedly 
jced  food  intake.  Supplements 
often  provided  as  a prudent 
isure  because  the  vitamin  sta- 
of  critically  ill  patients  cannot 
eadily  determined.3 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  "Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S,  LieberCS:  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS,  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980,  pp,  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington. 
National  Academy  of  Sciences,  1980,  p.  13. 


:rals,  but  generally  at  levels  substan- 
i higher  than  those  in  Berocca  Plus, 
'ever,  allergic  and  idiosyncratic  reac- 
> are  possible  at  lower  levels  Iron, 
i at  the  usual  recommended  levels, 
seen  associated  with  gastrointestinal 
erance  in  some  patients, 
ige  and  Administration:  Usual  adult 
ge:  one  tablet  daily.  Not  recom- 
ded  for  children.  Available  on  pre- 
ition  only. 

1 Supplied:  Golden  yellow,  capsule- 
icd  tablets — bottles  of  100. 

:HE  LABORATORIES 
sion  of  Hoffmann-La  Roche  Inc 
fey.  New  Jersey  07110 


candidates  for 


THE  MULTIVITAMIN/MINERAL.  FORMULATION 


which  is  why  Burdick  offers  a choice. 


Like  any  other  professional  instrumentation, 
an  exercise  tolerance  system  can  be  right  for  one 
hospital  and  something  less  (or  more)  for  another. 
The  right  choice  depends  on  your  staff,  preferred 
protocols,  budget,  and  other  considerations. 

That's  why  Burdick  offers  a choice  of  ExTOL™ 
systems  to  match  your  needs,  without  resorting  to 
a combination  of  components  that  lack  the  instru- 
ment compatability  and  one-source  serviceability 
of  a Burdick  ExTOL  system. 

We  offer  three  basic  exercise  tolerance  sys- 

I 200  S.  Torrence  St.*Charlotte,  NC  704/372 


terns  with  a wide  choice  of  options  — single  or 
three-channel  cardiographs,  single  or  multi-chan- 
nel monitors,  defibrillators,  and  our  economical 
TMS-400  or  deluxe  TMS-300  treadmill  with  remote 
control  and  programmer.  In  short,  we  have  an 
ExTOL  system  that’s  right  for  your  hospital,  clinic 
or  medical  facility,  right  for  your  particular  needs. 

For  complete  information  about  ExTOL,  or  a 
demonstration,  call  or  write 

The  Burdick  Corporation,  Milton,  Wis.  53563. 


BURDICK 
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IF  YOUR  PATIENT  TELLS  US 
SHE’S  PREGNANT, 

SHE  WON’T  GET  A LECTURE. 
SHE’LL  GET  HELP. 

Free,  professional  problem  pregnancy  counseling. 

If  she  can’t  come  to  us,  we’ll  come  to  her. 

The  Children’s  Home  Society  of  North  Carolina,  Inc. 

Asheville  (704)  258-1661  Fayetteville  (919)  483-8913 

Chapel  Hill  (919)  929-4708  Greensboro  (919)  274-1538 

Charlotte  (704)  334-2854  Greenville  (919)  752-5847 

Wilmington  (919)  799-0655 

Member  Child  Welfare  League  of  America.  Founded  1902. 


STAFF 

John  H.  Felts,  M.D. 

Winston-Salem 

EDITOR 

William  N.  Hilliard 
Raleigh 

BUSINESS  MANAGER 

April  A.  Hart 
Raleigh 

MANAGING  EDITOR 


EDITORIAL  BOARD 

Charles  W.  Styron,  M.D. 

Raleigh 

CHAIRMAN 

Edwin  W.  Monroe,  M.D. 
Greenville 

Robert  W.  Prichard,  M.D. 
Winston-Salem 

Rose  Pully,  M.D. 

Kinston 

Louis  deS.  Shaffner,  M.D. 
Winston-Salem 

Jay  Arena,  M.D. 

Durham 

Jack  Hughes,  M.D. 
Durham 

William  B.  Blythe,  M.D. 
Chapel  Hill 


December  1982.  NCMJ 


815 


r 


V 


Officers 

1982-1983  North  Carolina  Medical  Society 


A 

J 


President  Marshall  S.  Redding,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909 

President-Elect Jack  Hughes,  M.D. 

923  Broad  St..  Durham  27705 

First  Vice-President John  W.  Foust,  M.D. 

3535  Randolph  Rd..  Charlotte  28222 

Second  Vice-President  Ira  M.  Hardy.  M.D. 

125  Moye  Blvd.,  Greenville  27834 

Secretary John  T.  Dees,  M.D. 

P.O.  Box  815,  Burgaw  28425 

Speaker Henry  J.  Carr,  Jr.,  M.D. 

603  Beaman  St.,  Clinton  28328 

Vice-Speaker T.  Reginald  Harris,  M.D. 

808  Schenck  St..  Shelby  28150 

Past-President  Josephine  E.  Newell,  M.D. 

Raleigh  Townes,  Apt.  47,  525  Wade  Ave.,  Raleigh  27605 

Executive  Director William  N.  Hilliard 

222  N.  Person  St.,  Raleigh  27611 


Councilors  and  Vice-Councilors  — 1982-1983 

First  District  Robert  E.  Lane,  M.D. 

Chowan  Med.  Ctr.,  Edenton  27932  (1983) 
Vice-Councilor James  M.  Watson,  M.D. 

1 134  N.  Road  St.,  Elizabeth  City  27909  (1983) 

Second  District  Alfred  L.  Ferguson,  M.D. 

6 Doctors  Park.  Stantonsburg  Rd.,  Greenville  27834  (1985) 
Vice-Councilor Charles  L.  Herring,  M.D. 

310  Glenwood  Ave..  Kinston  28501  (1985) 

Third  District R.  Bertram  Williams,  Jr..  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1985) 
Vice-Councilor Charles  L.  Garrett,  Jr.,  M.D. 

P.O.  Box  1358.  Jacksonville  28540  (1985) 

Fourth  District Robert  H.  Shackelford,  M.D. 

238  Smith  Chapel  Rd.,  Mt.  Olive  28365  (1983) 
Vice-Councilor  Lawrence  M.  Cutchin.  Jr..  M.D. 

P.O.  Box  40,  Tarboro  27886  (1983) 

Fifth  District Bruce  B.  Blackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1984) 
Vice-Councilor Thad  B.  Wester,  M.D. 

103  W.  27th  St.,  Lumberton  28358  (1984) 

Sixth  District W.  Beverly  Tucker,  M.D. 

Ruin  Creek  Rd.,  Henderson  27536  (1983) 
Vice-Councilor  C.  Glenn  Pickard.  Jr.,  M.D. 

N.C.  Memorial  Hospital,  Chapel  Hill  27514  (1983) 
Seventh  District James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Avenue,  Charlotte  28205  (1984) 
Vice-Councilor Thomas  L.  Dulin,  M.D. 

P.O.  Box  220892,  Charlotte  28222  (1984) 

Eighth  District Shahane  R.  Taylor,  Jr.,  M.D. 

348  N.  Elm  St.,  Greensboro  27401  (1985) 
Vice-Councilor John  A.  Fagg,  M.D. 

2901  Maplewood  Ave.,  Winston-Salem  27103  (1985) 

Ninth  District  Benjamin  W.  Goodman,  M.D. 

24  Second  Ave.,  N.E.,  Hickory  28601  (1985) 
Vice-Councilor Donald  D.  McNeill,  Jr.,  M.D. 

502  Tremont  Park  Dr.,  Lenoir  28645  (1985) 

Tenth  District  Charles  T.  McCullough,  Jr.,  M.D. 

Bone  & Joint  Clinic,  Doctors  Dr.,  Asheville  28801  (1984) 
Vice-Councilor George  W.  Brown.  M.D. 

102  Brown  Ave.,  Hazelwood  28738  (1984) 


Section  Chairmen  — 1982-1983 

Allergy  & Clinical  Immunology J.  A.  Bardelas,  M.D. 

624  Quaker  Lane,  High  Point  27262 

Anesthesiology V.  O.  Roberson,  M.D. 

P.O.  Box  2444,  High  Point  27261 


Dermatology W.  Stacey  Miller,  M.D. 

3801  Computer  Dr.,  Raleigh  27609 

Emergency  Medicine  E.  Jackson  Allison,  Jr.,  M.D. 

Pitt  County  Mem.  Hosp.,  Dept,  of  EM,  Greenville  27834 

Family  Practice Robert  G.  Townsend,  Jr.,  M.D. 

Box  666,  405  S.  Main  St..  Raeford  28376 

Internal  Medicine Neil  C.  Bender,  M.D 

P.O.  Box  68,  Pollocksviile  28573 

Neurological  Surgery  Ernesto  de  la  Torre.  M.D. 

3080  Trenwest  Dr.,  Winston-Salem  27103 

Neurology  <£  Psychiatry R.  Jackson  Blackley,  M.D. 

325  N.  Salisbury  St.,  Raleigh  2761 1 

Nuclear  Medicine Edward  Colman.  M.D. 

1804  Cedar  St..  Durham  27707 

Obstetrics  & Gynecology  . . Walter  C.  Hollingsworth,  M.D. 
1928  Randolph  Rd.,  Charlotte  28207 

Ophthalmology Edward  K.  Isbey,  Jr.,  M.D. 

495  Biltmore  Ave.,  Asheville  28801 

Orthopaedics John  W.  Packer,  M.D. 

P.O.  Box  10707,  Raleigh  27605 
Otolaryngology  & Maxillofacial 

Surgery  W.  Frederick  McGuirt,  M.D. 

Bowman  Gray  Sch.  of  Medicine,  Winston-Salem  27103 

Pathology Richard  B.  Marshall,  M.D. 

Bowman  Gray,  Dept,  of  PTH,  Winston-Salem  27103 

Pediatrics  David  T.  Tayloe,  M.D. 

608  E.  12th  St.,  Washington  27889 
Plastic  & Reconstructive 

Surgery Paul  P.  Gwynn,  Jr.,  M.D. 

2901  Maplewood  Ave.,  Winston-Salem  27104 

Public  Health  & Education  Jimmie  L.  Rhyne,  M.D. 

P.O.  Box  2091,  Div.  of  Health  Services,  Raleigh  27602 

Radiology  James  H.  Owsley,  M.D. 

P.O.  Box  308.  Hickory  28601 

Surgery Ellis  Tinsley,  M.D. 

1414  Medical  Center  Dr.,  Wilmington  28401 

Urology John  H.  Bradley,  M.D. 

1409  Pembroke  Rd.,  Greensboro  27408 


Delegates  to  the  American  Medical  Association 

James  E.  Davis,  M.D.,  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 
— 2-year  term  (January  1,  1983-December  31 , 1984) 

John  Glasson,  M.D. .2609  N.  Duke  St..  Ste.  301 . Durham  27704  — 
2-year  term  (January  1,  1983-December  31.  1984) 

Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 
2-year  term  (January  1,  1983-December  31,  1984) 

Louis  deS.  Shaffner,  M.D.,  Bowman  Gray,  Winston-Salem 
27103  — 2-year  term  (January  I,  1982-December  31,  1983) 
Jesse  Caldwell.  Jr.,  M.D..  1307  Park  Lane,  Gastonia  28052  — 
2-year  term  (January  1,  1982-December  31 . 1983) 


Alternates  to  the  American  Medical  Association 

E.  Harvey  Estes,  Jr.,  M.D.,  Duke  Med.  Ctr.,  Box  2914,  Durham 
27710  — 2-year  term  (January  1,  1983-December  31 , 1984) 

D.  E.  Ward,  Jr.,  M.D.,  2604  N.  Elm  St.,  Lumberton  28358  — - 
2-year  term  (January  1,  1982-December  31 . 1983) 

Frank  Sohmer,  M.D.,  2240  Cloverdale  Ave.,  Ste.  88.  Winston- 
Salem  27 103 — 2-year  term  (January  1,  1983-December  31 , 1984) 
Thomas  B.  Dameron.  Jr.,  M.D.,  P.O.  Box  10707,  Raleigh  27605 
— 2-year  term  (January  1,  1982-December  31 . 1983) 

Josephine  E.  Newell,  M.D..  Raleigh  Townes,  Apt.  47,  525  Wade 
Ave.,  Raleigh  27605  — 2-year  term  (January  1,  1982-December 
31.  1983) 
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Expanded!! 

Official  Disability 
Income  Program 

Available  to  Eligible  Members 


Outstanding  Features: 

Options  Available: 

• Now  up  To  $3000  Monthly  Income 

• Waiting  Periods 

• Choice  of  Plans  and  other  options 

• Residual  Benefits 

• Renewal  Guarantee  to  Age  70 

• Hospital  Benefits 

• New  Lower  Rating  due  to  favorable  group 

• Recovery  Benefits 

experience 

• Personal  Claim  Service  from  Durham 

FOR  ENROLLMENT  DETAILS 


J.  L.  & J.  SLADE  CRUMPTON,  INC. 

ACADEMY  CENTER,  3001  ACADEMY  ROAD 
P.O.  BOX  8500 
DURHAM,  N.C.  27707 
(919)  493-2441 
Toll  Free  1-800-672-1674 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


[Tie  benefits  will 
mtweigh  the  risks 
ivhen  you  prescribe 

V1ELFIAT105 


ecause  MELFIAT 105 
fectively  controls  appetite. 
[ELFIAT 105  (phendimetrazine 
irtrate),  an  effective  anorexiant, 
-ovides  the  appetite  control  over- 
eight patients  often  need  to  begin  a 
lccessful  program  of  weight  reduc- 
on.  And  the  positive  results  of 
litial  short-term  therapy  with 
1ELFIAT 105  can  help  motivate 
iem  to  a lifelong  commitment  of 
eight  control. 

ecause  MELFIAT  105  has  a 
7 hour  half-life  and  low  abuse 
otential. 

herapeutic  efficacy  combined  with 
short  half-life  and  minimal  abuse 
otential  make  MELFIAT  105  the 
rug  of  choice  in  the  treatment 
f exogenous  obesity.  Because 
1ELFIAT 105  has  a short  half-life, 
minimizes  drug  accumulation  and 
elps  to  eliminate  such  effects  as  dis- 
irbed  sleep  patterns.  And,  because 
1ELFIAT 105  has  significantly 
)wer  abuse  potential  than  the 
mphetaminesj  there’s  less  risk  to 
our  patients.  According  to  a NIDA 
National  Institute  on  Drug  Abuse) 
eport,  phendimetrazine  appeal’s  to 
e the  least  abused  anorexiant  when 
ompared  to  phentermine  and 
iethylpropion! 


alf-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

■ 7 , . MELFIAT  105 

nrs  (phendimetrazine  tartrate) 

Jietbylpropton  8 firs 

phentermine  20  hrs 

io  20 

HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained -release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 .. . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid- Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 
640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion,  Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT-  105  UNICELLES"  © 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten 
sion,  hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa 
tion  following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten 
sion.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar 
trate  and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi 
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cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
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(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
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capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
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The  Everchanging 
Field  of  Medicine... 


A doctors 
study  of 
medicine 
doesn’t 
end  with 
medical 
school. 

Every  medical 
advance  or 
new  technique 
redefines  the 
physician’s  role  in 
some  way.  Keeping  up  with 
these  constant  developments 
is  part  of  being  a doctor. 

Times  do  change... and  this 
is  especially  true  in  the  field 
of  medicine. 

Yet,  there  are  some  things 
in  life  that  don’t  change. 
Accidents  and  serious 
illnesses  still  happen 
unexpectedly.  And  financial 
hardship  often  follows  — 
especially  if  you’re  kept  away 
from  work  for  a while. 
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’he  Christmas  season  has  arrived,  and  I want  to  wish  each  of  you  a Merry  Christmas 
md  a Happy  New  Year!  So  far  in  my  term,  I've  written  a great  deal  about  the 
:hallenges,  difficulties,  and  outright  dangers  facing  medicine  in  our  country. 

’his  strikes  me  as  an  appropriate  time  to  note  that  our  profession  is  greatly 
dessed.  We  have  superb  tools  with  which  to  work,  and  we  have  great  freedom  to 
lse  them  in  the  ways  that  good  sense  and  good  conscience  dictate.  That's  a full 
Ihristmas  stocking  all  by  itself! 

ftiile  I'm  on  the  subject  of  blessings,  let  me  make  a plug  for  your  North  Carolina 
ledical  Society.  Society  dues  notices  have  been  mailed  to  all  of  our  members,  and 
; feel  a need  to  remind  you  of  what  you're  getting  for  your  money. 

though  there  have  always  been  honest  disagreements  about  specific  budget  items, 

.t  would  be  absurd  to  dispute  the  overall  value  and  effectiveness  of  the  Society's 
ictivities . Make  no  mistake;  if  the  Society  did  not  exist,  we'd  be  obliged  to 
.nvent  it. 

;he  Society  gives  us  a means  to  share  important  scientific  and  socio-economic  infor- 
lation  with  our  colleagues.  The  Society  gives  us  a means  to  educate  the  public 
m important  health  issues.  The  Society  gives  us  a means  to  influence  vital  health 
egislation  that  is  constantly  brewing  in  Raleigh  and  Washington.  The  Society  gives 
is  a means  to  bring  some  order  and  coherence  to  what  might  otherwise  be  a medical 
!ower  of  Babel. 

I'll  concede  that  the  Society  could  be  more  effective  and  more  efficient,  but  that 
.s  true  of  all  organizations.  I'll  also  concede  that  all  of  the  Society's  actions 
zon't  please  each  and  every  member,  but  that  too  is  a universal  problem.  The  bot— 
:om  line  is  that  the  Society  generally  does  a fine  job  of  serving  you  and  the  pub- 
lic. Your  dues,  substantial  though  they  may  be,  are  a modest  contribution  to  the 
fulfillment  of  so  many  important  objectives. 

speaking  of  objectives,  I am  pleased  that  your  Society  commented  on  Section  108 
>f  the  Tax  Equity  and  Fiscal  Responsibility  Act  of  1982,  which  grants  wide  discre- 
:ionary  authority  to  the  Secretary  of  the  Department  of  Health  and  Human  Services 
io  revise  the  Medicare  reimbursement  guidelines  for  institution— based  physicians. 

)n  October  1,  1982,  these  proposed  rules  were  published  in  the  Federal  Register 
tfith  a thirty-day  period  for  comments. 

Che  Society  was  asked  to  seek  an  extension  of  this  comment  period  to  ninety  days 
so  that  a comprehensive  examination  of  these  rules  could  be  made.  We  were  also 
asked  to  prepare  comment  on  these  guidelines  for  submission  to  the  Health  Care 
Financing  Administration  on  behalf  of  several  of  our  specialty  societies.  We 
responded  to  both  of  these  requests. 

Ihe  comment  period  was  extended  to  45  days,  and  our  reactions  were  sent  to  the 
Health  Care  Financing  Administration.  A copy  of  this  response  was  also  sent  to  the 
Secretary  of  the  Department  of  Health  and  Humans  Services,  the  chairmen  of  t e 
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affected  specialty  sections,  Society  officers,  and  the  President  of  the  North 
Carolina  Society  of  Anesthesiologists.  I appreciate  the  assistance  provided  by 
the  various  specialty  groups,  and  I am  pleased  that  the  Society  could  respond  on 
behalf  of  our  physicians.  This  is  a good  example  of  the  need  for  cooperation 
between  specialty  groups  and  your  Medical  Society. 

The  American  Academy  of  Ophthalmology  did  some  fine  work  in  Washington  recently. 
The  Academy  prompted  the  Department  of  Health  and  Human  Services  to  rewrite  pro- 
posed hospital  rules  which,  if  approved,  would  have  defined  "physician"  to  include 
non-physicians  such  as  optometrists,  chiropractors,  podiatrists,  and  dentists. 
The  regulations  were  in  draft  form,  and  had  not  been  published  in  the  Federal 
Register , when  the  Academy  submitted  its  comments  to  David  Stockman,  Director  of 
the  Office  of  Management  and  Budget  (OMB).  The  Academy  said  that  "most  hospital 
services  are  not  within  the  scope  of  practice  of  these  providers,  as  defined  and 
regulated  by  state  licensing  laws." 

My  continuing  review  of  the  words  of  the  Society's  living  Past-Presidents  brings 
me  this  month  to  George  W.  Paschal,  Jr.,  M.D.,  who  served  as  President  in  1965-66. 
That  proved  to  be  a very  important  year  for  the  Society.  Among  other  things, 

Dr.  Paschal  reactivated  the  committee  charged  with  consideration  of  a headquarters 
facility. 

In  his  annual  address,  Dr.  Paschal  talked  about  the  distribution  of  medical 

care,  disaster  medical  care,  the  blood  bank  program,  and  the  medical  examiner 

system.  He  also  reminded  his  audience  that  a good  physician  should  sympathize 
with  patients  as  well  as  treat  them: 

"All  surgeons,  and  other  specialists,  know  that  many  of  the  patients  seen  in 

consultation  have  symptoms  emanating  from  a serious  emotional  problem.  When  the 
doctor  is  a sympathetic  listener,  the  patient  himself  frequently  provides  the 
answer  to  his  disturbance  and  directs  the  course  of  management.  This  does 

require  time.  Doctors  must,  in  spite  of  the  pressures  of  their  everyday 
activity,  let  the  patient  talk;  for  more  often  than  not  he  will  tell  what  his 
trouble  is. 

The  great  burden  falls  upon  those  in  general  practice  and  internal  medicine.  A 
Georgetown  University  professor  of  psychiatry  has  said  that  a suicidal  patient 
often  'cries  for  help'  to  his  doctor  by  complaining  of  physical  symptoms  with  no 
basis  in  reality.  When  a patient  makes  such  complaints,  it  is  important  to  look 
for  the  emotional  problem  that  is  responsible.  Ideas  of  worthlessness  and  hope- 
lessness can  be  elicited  only  in  a careful  interview,  and  then  appropriate 
treatment  can  be  given  or  secured.  This  may  well  avert  suicidal  tendencies  or 
save  the  patient  and  state  from  many  expensive  and  unproductive  days.  Each 
owner  of  the  privilege  of  being  a doctor  of  medicine  must  assume  his  responsibi- 
lity in  the  overall  care  for  the  betterment  of  mental  health  among  the  people  we 
serve . " 

As  we  struggle  with  our  busy  holiday  schedules,  it's  important  that  we  remember 
Dr.  Paschal's  urging  that  we  make  sympathy  a part  of  every  protocol.  Science  is 
not  a substitute  for  compassion  in  good  medical  practice. 

I wish  all  of  you  a safe  and  joyous  holiday  season. 


Marshall  S.  Redding,  M.D. 
President 
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Assessing  the  Quality  of 
Dental  Care  In  Your  Community 

Houck  M.  Medford,  D.D.S.,  and  David  W.  Strevel,  Ph.D. 


ABSTRACT  The  family  physician  needs  to  identify  good  dental  practices  in  his  community,  as  he  is  frequently 
asked  to  recommend  a dentist  to  his  patients.  The  physician’s  assessment  should  be  based  on  the 
dentist’s  training,  the  organization,  procedures,  and  methods  of  his  practice,  and  the  prevention  and 
treatment  philosophies  he  follows.  General  practice  residency  training  will  improve  the  dentist’s 
ability  to  treat  patients  with  medical  complications  such  as  mental  retardation,  arteriosclerotic 
diseases,  or  leukemia.  Organization  into  group  practices  will  generally  improve  availability  and 
continuity  of  care  and  may  improve  the  quality  of  treatment.  The  quality  of  examinations,  radio- 
graphic  techniques,  and  sterilization  can  be  estimated  through  a practice  visit.  Prevention  should  be 
emphasized  and  treatment  plans  guided  by  the  needs  and  characteristics  of  the  patient. 


THE  practice  of  dentistry  and  the 
practice  of  family  medicine  are 
similar  because  both  are  concerned 
with  primary  care.  Periodic  exami- 
nations, preventive  treatments,  pa- 
tient education,  and  treatment  of 
common  acute  and  chronic  condi- 
tions are  the  mainstays  of  practice 
in  both  disciplines. 

The  primary  dental  diseases  (caries 
and  periodontal  disease)  affect  vir- 
tually the  entire  population  and  are 
chronic  in  nature.  The  family  physi- 
cian undoubtedly  has  a concern  for 
identifying  good  dental  practition- 
ers in  his  community  in  order  to 
recommend  them  to  his  patients  and 
to  meet  the  needs  of  his  own  family. 
We  suggest  here  some  points  to  use 
in  identifying  a good  dental  practice 
and  a well-trained  dental  practi- 
tioner. Since  90%  of  all  dentists 
practice  as  generalists,  the  discus- 
sion here  will  focus  on  the  training 
and  the  practice  of  the  general  den- 
tist. 

TRAINING  OF  DENTISTS 

Fifty-nine  dental  schools  now  op- 
erate in  the  United  States,  graduat- 
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ing  some  5,000  students  per  year 
after  four  years  of  training.  The  first 
two  years  are  spent  in  a basic  sci- 
ence curriculum  very  similar  to  med- 
ical school.  During  the  third  and 
fourth  years,  the  student  spends  an 
increasing  amount  of  time  giving  clin- 
ical treatment  under  faculty  super- 
vision. The  goal  of  this  training  is 
to  prepare  the  students  for  general 
practice  upon  graduation. 

All  states  require  an  examination 
for  licensure  to  practice.  This  exami- 
nation includes  written  and  clinical 
components.  On  the  clinical  por- 
tion, the  examinee  must  perform 
specified  treatments  on  actual  pa- 
tients and  complete  certain  labora- 
tory exercises.  For  example,  in 
North  Carolina  this  includes  per- 
forming extractions,  fillings,  perio- 
dontal treatment,  and  certain  op- 
erations in  denture  fitting  and 
construction. 

Some  states  accept  licenses  granted 
by  other  states  and  others  are  par- 
ties to  regional  examination  proce- 
dures. Unlike  medicine,  no  formal 
training  beyond  dental  school  is  re- 
quired as  a prerequisite  for  licen- 
sure. Continuing  education  is  not 
now  required  to  retain  a license, 
although  some  states  monitor  and 
record  continuing  education  credits. 
Some  group  associations  do  require 


continuing  education;  for  example, 
the  Academy  of  General  Dentistry 
requires  a minimum  average  of  25 
hours  of  continuing  education  per 
year. 

Residency  training  in  general  den- 
tistry has  increased  greatly  in  recent 
years.  These  programs  accept  new 
graduates  from  dental  schools  and 
give  them  an  additional  one  or  two 
years  of  training  while  providing  a 
stipend  for  support.  Program  em- 
phasis is  on  increasing  skill  levels 
in  all  aspects  of  general  dental  prac- 
tice and  in  the  management  of  medi- 
cally compromised  patients.  In  most 
programs,  this  is  accomplished  in  a 
hospital  environment.  Some  300  pro- 
grams now  accept  about  one-sixth 
of  each  year’s  newly  graduated  den- 
tists into  general  practice  residency 
training,  usually  at  dental  schools  or 
dental  departments  of  hospitals. 

The  dental  resident  usually  spends 
four  to  eight  months  rotating  through 
emergency  medicine,  anesthesia, 
otolaryngology,  radiology,  and  medi- 
cine, with  the  same  responsibilities  as 
a medical  resident.  Although  ail  gen- 
eral dentists  have  been  exposed  to 
basic  medical  information,  the  grad- 
uate of  a hospital-based  general  prac- 
tice residency  will  be  more  experi- 
enced in  working  with  physicians  in 
managing  medically  compromised  or 
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physically  handicapped  patients  and 
may  be  better  able  to  meet  the  needs 
of  these  patients  than  someone  with- 
out this  training.  Some  military  pro- 
grams may  also  offer  training  equiva- 
lent to  a general  practice  residency. 

GROUP  VS.  SOLO  PRACTICE 

Although  dental  practice  in  the 
United  States  has  characteristically 
been  solo,  the  trend  is  toward  group 
practice.  Small  groups  with  two  to 
six  practitioners  can  be  found  in 
most  cities  today.  Very  large  groups 
with  15  to  50  dentists  can  be  found  in 
some  areas.  These  large  groups  will 
usually  have  most  specialists  in- 
house  (orthodontists,  endodontists, 
periodontists,  oral  surgeons,  and 
prosthodontists). 

Patients  of  group  practices  may 
enjoy  several  advantages.  A fre- 
quent feature  is  guaranteed  24-hour 
coverage.  Although  solo  practition- 
ers may  work  with  other  solo  prac- 
titioners to  provide  this,  the  group- 
practice  dentist  always  has  access 
to  the  patient’s  medical  and  dental 
history,  is  usually  well-known  to  the 
patient,  and  will  see  the  patient  at 
the  familiar  offices  of  the  group.  The 
standardized  record-keeping  and 
business  procedures  of  the  group 
make  it  easier  for  one  doctor  to 
stand  in  for  another  duiing  an  emer- 
gency or  if  one  doctor  should  leave 
the  practice. 

In  some  group  practices  a quality 
assurance  committee  composed  of 
doctors  reviews  all  issues  related  to 
quality  of  care.  Ideally,  group  prac- 
tice dentists  operate  in  a collegial 
atmosphere  where  they  learn  from 
each  other  and  review  each  other's 
work. 

WHAT  TO  LOOK  FOR 

A visit  to  a dental  practice,  whether 
as  a patient  or  not,  should  provide  a 
good  impression  as  to  the  quality  of 
care  patients  receive.  The  initial 
examination  of  a patient  should  in- 
clude a medical  and  dental  history, 
complete  charting  of  the  dentition, 
probing  along  the  roots  of  the  teeth 
to  check  the  extent  of  periodontal 
disease,  and  examination  of  the  soft 
tissues  of  the  head  and  neck  by  vis- 
ual inspection  and  palpation.  The 
dentist  should  ask  about  the  func- 
tioning of  the  temporomandibular 


joint  and  palpate  the  muscles  near 
the  joint.  He  should  inspect  the 
surfaces  of  the  tongue  and  the  oral- 
pharyngeal  tissues  for  lesions.  This 
examination  should  be  performed  at 
least  every  two  years. 

The  initial  examination  of  a pa- 
tient should  be  supplemented  by  a 
complete  dental  series  of  intraoral 
radiographs  (up  to  19  individual 
films).  The  resultant  composite  of 
radiographs  will  show  all  of  the  teeth 
and  the  supporting  alveolar  bone. 
A panoramic  radiograph  supple- 
mented with  intraoral  ‘‘bitewing” 
exposures  may  in  some  offices  be 
substituted  for  the  complete  intra- 
oral series.  As  a practice  standard, 
this  complete  series  of  films  should 
be  obtained  about  every  five  years 
with  intraoral  ‘‘bitewing”  films  taken 
perhaps  every  one  to  two  years  in 
the  molar  areas  where  caries  are 
most  likely  to  occur. 

Lead  aprons  should  protect  all 
patients  during  x-ray  exposure.  Staff 
members  should  be  wearing  radia- 
tion badges  for  their  personal  safety. 

Practitioners  concerned  about  long 
life  for  amalgam  and  composite  resin 
filling  materials  will  probably  iso- 
late a tooth  under  treatment  with  a 
rubber  dam  to  prevent  moisture 
contamination  of  the  filling  mate- 
rials during  the  filling  process. 

Syringes  used  to  inject  local  anes- 
thetics should  be  of  the  aspirating 
type  so  that  injections  directly  into 
the  vascular  system  can  be  avoided. 
Disposable  needles  should  be  the 
standard.  Sterilization  of  all  instru- 
ments by  steam  or  gas  should  obvi- 
ously be  accomplished. 

PREVENTIVE  PHILOSOPHY 

The  benefits  of  prevention  are 
probably  better  demonstrated  in 
dental  care  than  in  any  other  area  of 
medicine.  Some  measures  such  as 
water  fluoridation  require  commu- 
nity action;  others  are  only  possible 
through  patient  education  and  pa- 
tient compliance  day  after  day.  The 
dentist  should  be  enthusiastic  about 
water  fluoridation,  which  reduced 
caries  by  60%  to  70%  when  avail- 
able from  birth.  The  main  goal  of  his 
practice  should  be  to  help  his  pa- 
tients maintain  good  dental  health 
for  a lifetime.  Since  this  is  so  depen- 
dent on  patient  knowledge  and  co- 


operation, the  practice  will  need 
appropriate  motivational  and  educa- 
tional tools  to  accomplish  this. 

TREATMENT  PHILOSOPHY 

Dental  care  differs  substantially 
from  most  medical  care  in  that  a 
given  condition  may  be  treated  in 
several  different  ways.  For  exam- 
ple, a severely  decayed  tooth  may 
be  extracted  with  no  prosthetic  re- 
placement (cost  $20);  it  may  be 
treated  by  root  canal  therapy  and 
restored  with  a porcelain-on-gold 
crown  (cost  $500);  or  the  extracted 
tooth  might  be  replaced  with  a three- 
unit  cemented  prosthesis  (cost  $800). 

Viewed  over  a lifetime,  dental 
histories  can  be  categorized  into 
three  patterns.  The  first  is  marked 
by  diligent  personal  preventive  ef- 
forts with  professional  assistance  in 
hygiene  and  treatment  as  needed. 
This  pattern  will  probably  find  the 
patient  in  his  80s  with  most  teeth 
still  present  and  functioning.  The 
lifetime  expenses  for  professional 
treatment  will  be  modest. 

The  second  pattern  is  charac- 
terized by  neglect  of  personal  care 
with  professional  interventions  only 
for  extractions  or  emergency  treat- 
ment. The  lifetime  expense  of  this 
pattern  is  also  modest,  but  the  pa- 
tient will  probably  be  using  full  den- 
tures by  the  time  he  is  40. 

The  third  pattern  begins  with  ne- 
glect that  lets  caries  and  periodon- 
tal disease  work  many  irreversible 
changes  in  the  mouth,  followed  by 
heavy  doses  of  professional  inter- 
vention to  fend  off  further  disease 
and  repair  the  ravages  which  have 
already  occurred.  This  pattern  will 
probably  involve  multiple  root  canal 
treatments,  crowns,  bridges,  partial 
dentures,  and  periodontal  treatment. 
Lifetime  expense  will  be  very  high 
compared  to  the  other  two  patterns. 

The  advisability  of  crowning 
teeth,  placing  bridges,  performing 
root  canal  treatments  instead  of  ex- 
tractions, and  so  on,  depends  to  a 
great  extent  on  a patient’s  current 
oral  hygiene  habits  and  dental  IQ; 
that  is,  the  probable  extent  to  which 
he  will  carry  on  with  both  personal 
and  professional  ‘‘preventive  main- 
tenance” in  the  future.  Poor  per- 
sonal hygiene  will  cause  early  fail- 
ure of  crowns  and  bridges  and  allow 
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further  progress  of  periodontal  bone 
loss  with  subsequent  loss  of  teeth. 
This  makes  extensive  prosthetic  or 
restorative  treatment  ill-advised  in 
some  patients.  The  ability  to  pay  for 
various  treatments  is  also  a major 
consideration  for  the  dentist  and 
patient  as  they  decide  on  the  treat- 
ment plan.  The  long-term  good  of 
the  patient  should  be  kept  para- 


mount. 

Patients  usually  arrive  at  a prac- 
tice with  dental  attitudes  and  habits 
firmly  set,  and  they  always  arrive 
with  oral  conditions  which  will  place 
lifetime  bounds  on  treatment  possi- 
bility and  advisability.  Ideally,  the 
dentist  will  adjust  his  advice  and  his 
professional  services  accordingly. 
Treatment  alternatives,  cost  impli- 


cations and  their  required  commit- 
ment to  home  care  (if  any)  should  be 
frankly  discussed  with  patients  be- 
fore treatment  is  begun.  Patients 
who  have  been  uncaring  about  den- 
tistry in  the  past  need  a dentist  who 
has  the  tolerance  and  skill  neces- 
sary to  accept  them  and  move  them 
to  more  progressive  attitudes  to  the 
extent  possible. 


MAURICE  RICHARDSON  [1851-1912] 

The  surgeon  reviewing  his  active  years  of  practice  cannot  but  be  impressed  by  the  responsibilities  of  his 
profession.  He  recalls  the  frequent  misgivings  with  which,  on  the  strength  of  his  fallible  opinion,  he  has  advised 
and  performed  operations;  the  excitement  of  a critical  operation  and  the  deep  breath  of  thankfulness  when  he 
has  succeeded  in  averting  some  grave  complication;  his  forebodings  become  realities;  the  too  often  useless 
struggle  against  overwhelming  odds;  the  distressful  death;  the  severe  self-criticism  and  biting  regrets.  And  its 
not  the  surgeon,  appreciating  his  own  unfitness  in  spite  of  years  of  devotion,  in  the  position  to  condemn  those 
who  lightly  take  up  such  burdens  without  preparation  and  too  often  without  conscience? 

Journal  of  the  American  Medical  Association  61:161.  1913 
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SPECIAL  ARTICLE 


The  Hooper  Memorial  Lecture: 

The  Role  of  Parenteral  Nutrition 

In  the  Management  of  Patients  With  Injury 

George  F.  Sheldon,  M.D. 


INTRODUCTION 


Dr.  Newell,  Dr.  Busse,  Dr.  Sabiston:  It  is  a pleasure  to  participate  in  Duke 
University  Medical  Center’s  Symposium  on  Trauma  in  conjunction  with  the 
Annual  Meeting  of  the  North  Carolina  State  Medical  Society.  I am  flattered  to 
present  the  Joseph  W.  Hooper,  Sr.,  Memorial  Lecture  as  part  of  this  impor- 
tant program.  As  Dr.  Busse  has  indicated,  the  Department  of  Surgery  at 
Duke  University  Medical  Center,  under  the  leadership  of  Dr.  David  C. 

Sabiston,  Jr.,  the  James  B.  Duke  Professor  and  chairman  of  the  Department 
of  Surgery,  is  regarded  as  one  of  the  outstanding  graduate  and  undergraduate 
training  programs  in  the  country.  Dr.  Sabiston  has  held  the  office  of  president 
of  the  American  College  of  Surgeons  and  the  American  Surgical  Association, 
and  has  been  involved  in  a leadership  role  in  virtually  all  of  academic  surgery. 

Dr.  Joseph  W.  Hooper,  Jr.,  has  kindly  provided  me  with  some  background 
on  his  father  which  I think  is  worth  sharing  with  you.  Dr.  Hooper  was  born  in 
Baltimore,  Maryland,  in  1887,  and  was  graduated  from  the  University  of 
Maryland  School  of  Medicine,  second  in  his  class  of  1909.  After  three  years  as 
surgical  assistant  to  Dr.  Spruill,  professor  of  surgery  at  Maryland,  Dr. 

Hooper  came  to  Wilmington  as  superintendent  of  the  James  Walker  Memo- 
rial Hospital.  Two  years  later,  he  began  private  practice  with  the  late  Dr. 

Burbank. 

During  World  War  I,  he  served  in  France,  returning  to  the  United  States  George  F.  Sheldon,  M.D. 

in  1919  with  the  rank  of  captain,  after  having  been  chief  of  surgery  at  Base  Hospital  No.  53  in  Longue,  France. 
Resuming  the  practice  of  surgery  here,  he  remained  until  his  death,  having  served  as  chief  of  surgery  at  James  Walker 
Memorial  Hospital  and  Babies  Hospital  on  Wrightsville  Sound.  At  the  time  of  his  death,  he  was  senior  surgeon  at  those 
institutions.  Dr.  Hooper  was  particularly  interested  in  pediatric  surgery,  and  maintained  standards  in  surgery  in 
Southeastern  North  Carolina  as  to  technique,  principle,  and  diagnosis  compatible  to  any  in  the  country. 

During  World  War  II,  he  was  medical  director  of  North  Carolina  Shipbuilding  Company,  and  was  active  in  later 
years  in  business  and  civic  affairs  of  the  community. 

Dr.  Hooper  died  of  cancer  in  1952,  and  operated  the  day  before  he  was  admitted  to  the  hospital  as  a patient  himself. 
He  is  best  described  as  the  headstone  in  Oakdale  Cemetery  reads:  “He  went  about  doing  good.” 


IN  1978,  the  cost  of  trauma,  in- 
cluding medical  expenses,  wage 
loss,  and  property  damage  was  $68.7 

Professor  of  Surgery 

University  of  California.  San  Francisco 

Chief.  Trauma  and  Hyperalimentation  Services 

San  Francisco  General  Hospital 

San  Francisco.  California  941 10 

Presented  at  the  128th  Annual  Session  of  the  N.C  Medical 
Society,  May  8,  1982.  Pinehurst.  N.C. 


billion.  Trauma  accounts  for  one- 
third  of  all  hospital  admissions  which 
approaches  two  million  hospital 
admissions  annually.  Injury  is  cur- 
rently the  commonest  cause  of  death 
in  the  United  States  in  the  age  group 
one  to  38  years. 

In  a white  paper  published  in  1966 


by  the  National  Academy  of  Sci- 
ence-National Research  Council  en- 
titled “Accidental  Death  and  Dis- 
ability: The  Neglected  Disease  of 
Modern  Society,”  it  was  observed 
that  trauma  was  a “health  problem 
second  only  to  the  ravages  of  an- 
cient plagues  or  world  wars.”  In  a 
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follow-up  document  by  the  National 
Academy  of  Medicine-National  Re- 
search Council,  it  was  noted  that 
systems  of  transportation,  emer- 
gency medical  technician  training, 
and  other  pre-hospital  aspects  of 
health  care  which  had  been  found 
deficient  in  the  1966  paper,  had  im- 
proved. The  more  recent  white 
paper  of  1978  observed  that  one  of 
the  frontiers  which  offers  the  po- 
tential for  improvement  of  the  care 
of  the  patient  with  injury,  is  in  the 
improvement  of  the  response  times 
and  critical  care  facilities  of  our 
hospitals. 

Although  transportation,  resus- 
citation. and  critical  care  facilities, 
coupled  with  skilled  surgery,  will 
determine  the  outcome  in  most  pa- 
tients with  injury,  the  complications 
of  injury  usually  require  the  avail- 
ability of  skilled  nutritional  support 
in  order  to  positively  affect  the  ulti- 
mate outcome. 

METABOLIC  RESPONSE 
TO  INJURY 

Because  the  trauma  victim  is  fre- 
quently young  and  healthy,  body 
composition  can  be  viewed  in  an 
idealized  fashion  (Fig.  I).  The  hor- 
monal environment  initiated  by  acti- 
vation of  the  sympatho-adrenal  axis 
results  in  elevation  of  catechola- 
mines, glucocorticoids,  glucagon, 
and  other  “stress  hormones”  which 


inhibit  the  effectiveness  of  insulin 
and  counteract  its  anabolic  effect. 
The  hormonal  environment  follow- 
ing injury  results  in  gluconeogenesis, 
glycogenolysis  and  lipolysis.  The 
result  of  this  redistribution  of  body 
structure  into  energy  is  an  expan- 
sion of  the  glucose  base,  elevation 
of  free  fatty  acids,  and  an  increased 
turnover  in  urea.  The  Basal  Energy 
Expenditure  (BEE)  is  influenced  by 
the  severity  of  injury,  the  degree  of 
hydration,  circulatory  homeostasis, 
and  pain. 

Initial  therapy  does  not  involve 
provision  of  nutrient  substrate,  but 
involves  resuscitation  with  crystal- 
loid and  blood,  protection  of  the  air- 
way, expeditious  operation,  stabili- 


zation of  fractures,  and  prevention 
of  hypoxemia  (Fig.  2). 

During  the  acute  phase  of  injury, 
resuscitation  is  the  priority,  and  at- 
tempts to  override  the  metabolic  re- 
sponse to  injury  are  discouraged. 
When  the  patient  becomes  hemody- 
namically  stable  and  the  hormonal 
alterations  associated  with  injury 
begin  to  abate,  starvation  adapta- 
tion occurs,  which  allows  skilled 
nutritional  support  to  be  effective. 
Starvation  adaptation  is  associated 
with  a lowering  of  stress  hormone 
levels  and  diuresis.  The  transition 
from  the  acute  to  the  adaptive  phase 
following  injury  is  characterized  by 
fat  becoming  the  major  energy  sub- 
strate. Uncomplicated  injury,  even 


INJURY 


RESUSCITATION  - OPERATION 


RECOVERY  COMPLICATIONS 


ADULT  RESPIRATORY 
DISTRESS  SYNDROME 


ACUTE 

RENAL  FAILURE 


G-l 

COMPLICATIONS 


”~T” 

SEPSIS 


Figure  2.  Algorithm  for  use  of  nutritional  support  after  injury  is  shown.  Nutritional  support  is 
broadly  employed  to  minimize  loss  of  body  cell  mass  and  avoid  sepsis.  If  specific  complications 
occur,  alterations  in  approach  and  solutions  are  required. 


BODY  COMPOSITION 


STRUCTURE  ENERGY 


Figure  1 . Body  composition  may  be  viewed  as  structure  that  has  the  potential  for  conversion  to 
energy.  The  traumatized  patient,  during  the  acute  phase,  has  an  expanded  glucose  space,  and 
converts  protein  into  glucose.  As  starvation  adaptation  occurs,  the  largest  potential  source  of 
energy,  fat,  becomes  the  primary  source. 


if  major,  results  in  very  minimal  ele- 
vation of  basal  metabolic  expendi- 
ture. Protracted,  severe  injuries, 
such  as  a major  third  degree  burn, 
cause  a prolonged  increase  in  rest- 
ing metabolic  expenditure,  which 
can  approximate  twice  the  normal 
values.  In  patients  with  greater  than 
30%  thermal  burn,  a daily  nitrogen 
excretion  rate  of  as  much  as  20  g to 
40  g,  reflecting  protein  degradation, 
may  occur. 

NUTRITIONAL  ASSESSMENT 

The  commonly  used  static  nutri- 
tional assessment  methods  consist 
of  height  and  weight  compared  to 
normal  tables,  anthropometric  mea- 
surements to  assess  the  fat  layer 
and  lean  body  mass,  and  biochemi- 
cal tests  of  protein  intermediates. 
The  most  useful  biochemical  test  is 
serum  albumin  determination,  al- 
though measurement  of  transferrin. 
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retinal-binding  protein,  or  others  is 
preferred  by  some  investigators. 
Most  protein  determinations,  be  it 
albumin  or  those  of  shorter  half-life, 
reflect  the  body  protein  turnover. 
All  are  subject  to  rapid  diminution 
in  the  catabolic  patient,  and  may  be 
abnormal  if  protein  metabolism  is 
abnormal,  as  in  liver  failure.  If  the 
patient  has  a history  of  nutritional 
deprivation,  albumin,  transferrin 
and  other  values  accurately  reflect 
undernutrition. 

The  most  important  evaluation  is 
the  physician’s  judgment  of  the  mag- 
nitude and  potential  duration  of  the 
injury.  Measurement  of  basal  en- 
ergy expenditure  (BEE)  and  quan- 
titation of  nitrogen  balance  will  aid 
in  this  determination.  A clinical 
axiom  which  has  been  useful  in 
planning  nutritional  support  is  the 
“five  day  rule,”  which  stresses  that 

( 1 ) within  five  days,  a nutritional  in- 
ventory should  be  performed,  and 

(2)  if  it  is  predicted  that  the  patient 
will  be  unable  to  eat  one  week  after 
the  inventory,  therapeutic  nutri- 
tional support  should  be  initiated. 

When  the  decision  has  been  made 
that  therapeutic  nutrition  is  needed, 
planning  proceeds  by  assuming  Basal 
Energy  needs  of  25  kilo-calories  per 
kilogram  per  day.  Increased  energy 
needs  occur  in  patients  with  injury, 
and  will  vary  from  an  additional  five 
to  60  kcal/day.  Bum  victims  will  re- 
quire 40  kcal/kg/day,  per  the  per- 
cent of  third  degree  burn.  Protein 
estimates  range  from  1 g to  3 g pro- 
tein/kg/day,  or  400  to  500  mg  amino 
acid  nitrogen/kg/day  (Table  I).  Hav- 
ing made  these  assessments,  nitro- 
gen balance  is  assessed  in  order  to 
quantitate  the  efficacy  of  the  thera- 
py with  the  goal  of  obtaining  posi- 
tive protein  balance.  If  a need  for 
therapeutic  nutrition  is  anticipated, 
a patient  can  be  provided  with  a 
feeding  tube  jejunostomy  at  the  time 
of  operation. 

Table  I 

Nutrient  Estimates  in  Injury 

Energy 

Basal  25  kcal/kg/day 

Injury  5-60  kcal/kg/day 

Burns  40  kcal/kg/day/third 

degree  burn 

Protein 

1-3  gm  protein/kg/day 
400-500  mg  amino  acid  nitro- 
gen/kg/day 


The  intermediate  phase  of  injury , 
usually  24  to  96  hours  after  admis- 
sion, is  a period  when  the  thera- 
peutic priority  is  cardiopulmonary 
resuscitation.  During  that  phase, 
measurements  of  nitrogen  excretion 
are  performed,  body  functions  are 
monitored,  pulmonary  and  renal 
function  assessed,  to  determine  the 
response  to  the  injury.  Correlation 
of  urine  sodium,  urea,  potassium, 
and  creatinine  levels  with  blood 
values  may  make  possible  the  early 
diagnosis  of  acute  renal  failure  and 
the  infusion  of  hypertonic  dextrose 
(47%  dextrose)  with  less  than  1% 
amino  acids  to  control  serum  potas- 
sium and  blood  urea  nitrogen  in 
renal  failure.  Moreover,  it  allows 
for  fairly  high  calorie  feeding  at 
relatively  low  volumes  of  fluid  infu- 
sion. Although  an  occasional  pa- 
tient with  renal  failure  can  be  man- 
aged solely  by  hypertonic  glucose 
and  low  amino  acid  infusion,  most 
will  require  hemodialysis.  When 
hemodialysis  is  employed,  the  con- 
centration of  sugar  is  diminished  to 
the  more  standard  glucose  base  of 
25%,  and  given  with  a higher  protein 
content:  approximately  4%  amino 
acid.  An  additional  reason  for  chang- 
ing from  a low  concentration  amino 
acid  or  solution  of  essential  amino 
acid  is  that  patients  in  renal  failure 
may  develop  histidine  deficiency  if 
on  a prolonged  period  of  essential 
amino  acids.  When,  however,  dialy- 
sis becomes  necessary,  standard 
combinations  of  amino  acids  can  be 
given.  During  the  adaptive  phase 
after  injury  (14  to  21  days)  many 
patients  can  assume  normal  alimenta- 
tion and  activity.  If  they  are  unable 
to  resume  oral  feeding,  intravenous 
therapy  is  modified  by  lowering  the 
concentration  of  dextrose  to  25%  or 
even  15%,  while  maintaining  the 
amino  acid  concentration  of  4%,  de- 
signed to  place  the  patient  in  posi- 
tive protein  balance.  Because  en- 
ergy and  protein  requirements  are 
frequently  less  in  this  adaptive  period 
than  earlier,  nitrogen  balance  is 
monitored.  Most  patients  during 
this  phase  require  intravenous  fat 
emulsions,  available  as  10%  saf- 
flower or  soybean  infusions,  two  to 
three  times  a week  in  order  to  pre- 
vent fatty  acid  deficiency.  An  under- 
emphasized. but  extremely  impor- 


tant, component  of  therapy  at  this 
injunction  is  exercise,  which  is  best 
done  in  collaboration  with  the  phy- 
sical therapy  department.  In  fact, 
many  patients  can  work  in  isomet- 
ric, weight-lifting  and  treadmill  rou- 
tines during  this  period  of  time. 

During  the  chronic  phase  of  re- 
covery, the  nutritional  program  is 
modified.  A dietitian  can  monitor 
food  intake  and  provide  counseling. 
If  the  patient  is  unable  to  eat  be- 
cause of  anatomic  or  functional  loss 
of  gastrointestinal  integrity,  nu- 
trients will  be  administered  through 
a tunneled  silastic  catheter  ( Broviac 
or  Hickman),  and  the  patient  is 
trained  in  home  hyperalimentation. 

An  axiom  of  therapeutic  nutrition 
is  that  the  gastrointestinal  tract  should 
be  used  if  it  retains  anatomic  and 
functional  integrity.  Frequently,  ileus, 
primarily  confined  to  the  stomach 
and  colon,  will  delay  enteral  feeding 
for  several  days.  Patients  with  rela- 
tively normal  body  composition  be- 
fore injury  will  not  be  adversely 
affected  without  calories  and  pro- 
tein for  several  days.  Patients  with 
many  major  injuries,  such  as  long 
bone  fractures,  can  have  effective 
nutritional  care  administered  by  a 
skilled  dietitian.  If  metabolic  de- 
mands are  high,  and  oral  intake  insuf- 
ficient, supplemental  meals,  food 
supplements,  and  continuous  infu- 
sion of  feeding  solutions  through 
silastic  mercury-tipped  naso-enteric 
tubes  are  recommended.  A combi- 
nation of  tube,  oral  and  intravenous 
feeding  in  severe  catabolic  illness 
is  more  effective  than  any  single 
method.  During  burn  resuscitation 
in  which  2 ml/kg  body  weight  per 
percent  burn  is  used  for  calculating 
fluid  needs  for  resuscitation,  5%  dex- 
trose-Ringer’s  lactate  can  be  used 
with  4.25%  amino  acid  solution.  If  a 
10  liter  fluid  volume  is  required,  ap- 
proximately 2000  calories  plus  suf- 
ficient protein  will  be  provided.  In 
our  institution,  the  nutritional  sup- 
port service  for  the  hospital  is  pro- 
vided by  the  Trauma  Service,  and 
with  the  aid  of  a nutritional  support 
nurse,  places  catheters  and  moni- 
tors patient  care  during  treatment. 

COMPLICATIONS 
FOLLOWING  INJURY 

Because  the  injured  victim  is 
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usually  young  and  healthy,  thera- 
peutic nutrition  is  designed  primar- 
ily to  treat  complications.  After  in- 
jury, acute  respiratory  failure  often 
occurs  somewhat  later  than  renal 
failure.  The  physiologic  character- 
istics of  the  acute  respiratory  dis- 
tress syndrome  (ARDS)  are  (1)  PaCE 
less  than  60  mm  Hg;  (2)  PaCE  greater 
than  49  mm  Hg;  (3)  decreased  lung 
volume;  and  (4)  capillary  leak.  If  a 
fractional  inspired  oxygen  concen- 
tration (FIO2)  of  greater  than  50%  is 
required  for  more  than  one  week, 
the  mortality  rate  is  70%.  If  ARDS 
is  associated  with  another  system 
failure,  such  as  liver  or  kidney, 
renal,  or  with  sepsis,  the  mortality 
rate  exceeds  90%.  Because  most 
patients  survive  the  early  phase  of 
acute  respiratoryfailure,  nutritional 
supplementation  to  maintain  respira- 
tory muscles  and  protein-dependent 
enzyme  systems  is  an  essential  fea- 
ture of  their  care.  If  patients  have 
required  a tracheostomy,  a silastic 
tunneled  catheter  is  usually  placed 
early  in  the  course  of  treatment  to 
avoid  infection,  which  commonly 
occurs  with  subclavian  catheters  in 
close  proximity  to  a tracheostomy 
wound.  It  is  our  practice  to  attempt 
to  wean  the  patient  from  ventilatory 
support  as  soon  as  possible.  If,  how- 
ever, the  patient  does  not  meet  cri- 
teria for  extubation,  the  period  of 
weaning  serves  as  exercise  for  the 
ventilatory  muscles,  an  absolute  nec- 
essity along  with  substrate  provision 
if  atrophy  and  weakness  of  inter- 
costal muscles  are  to  be  avoided. 

A critical  period  in  the  manage- 
ment of  a trauma  patient  occurs  as 
weaning  from  mechanical  ventila- 
tion is  attempted.  Recent  work  by 
Kinney,  Elwyn,  and  Wolff  shows 
that  high  carbohydrate  infusions 
frequently  increase  the  respiratory 
quotient  (RQ)  above  1,  indicating 
the  deposition  of  fat,  and  increased 
CO2  production.  If  a high  dextrose 
concentration  solution  is  adminis- 
tered, the  patient  may  therefore  be- 
come hypercapnic  because  of  glu- 
cose metabolism  rather  than  mechan- 
ical impairment  ventilation.  Thus,  it 
is  sometimes  desirable  to  minimize 
or  discontinue  altogether  the  infu- 
sion of  nutrients  while  extubation  is 
in  process,  although  this  complica- 
tion is  probably  important  in  a very 


few  patients  who  may  have  signifi- 
cant alteration  of  pulmonary  paren- 
chymal function. 

HEPATIC  FAILURE 

The  cause  of  hepatic  failure  after 
injury  is  unclear.  Probably,  a period 
of  diminished  blood  flow  attendant 
on  shock  results  in  hepatocellular 
damage.  Hepatic  failure  is  associ- 
ated with  abnormal  liver  function 
tests,  which  include  elevation  of 
bilirubin,  alkaline  phosphatase,  and 
isoenzymes.  No  tests  of  hepatic 
function  are  specifically  diagnostic, 
and  post-injury  liver  failure  is  usu- 
ally a diagnosis  of  exclusion.  If  total 
parenteral  nutrition  (TPN)  has  been 
administered,  and  if  excess  carbo- 
hydrate calories  have  been  provided, 
hepatic  steatosis,  which  can  con- 
tribute to  or  cause  liver  failure,  will 
occur.  Hepatic  steatosis  seems  to 
be  associated  with  intravenous  feed- 
ing of  solutions  containing  excess 
quantities  of  intravenous  glucose 
which  are  administered  for  pro- 
longed periods  of  time.  Essential 
fatty  acid  deficiency  and  toxicity 
from  amino  acid  solutions  have  also 
been  suggested.  In  patients  with 
hepatic  failure  following  injury,  ni- 
trogen balance  should  be  main- 
tained without  administration  of  ex- 
cessive carbohydrate. 

GALLBLADDER 

COMPLICATIONS 

Patients  receiving  intravenous  feed 
ing  probably  develop  an  increased 
incidence  of  gallstones.  The  patient 
in  the  Intensive  Care  Unit  requiring 
metabolic  support,  mechanical  ven- 
tilation, and  intravenous  feeding, 
frequently  develops  an  enlarged  gall- 
bladder, and  is  prone  to  develop  acal- 
culous  cholecystitis  which  should 
be  suspected  in  patients  with  fever 
and  abdominal  pain  who  have  re- 
ceived hyperalimentation  for  two  to 
three  weeks.  Bile  crystals,  and  salts 
which  periodically  form  and  dis- 
solve in  such  gallbladders,  probably 
also  contribute  to  its  development. 
It  is  possible  that  lipid,  provided  in 
a nasogastric  tube,  will  produce 
gallbladder  contractions  and  cholu- 
resis,  which  could  lessen  the  likeli- 
hood of  acalculous  cholecystitis. 

Gastrointestinal  fistulas  are  a com- 


mon complication  of  intra-abdomi- 
nal injury  and  should  be  considered 
part  of  the  multiple  organ  system 
failure  syndrome.  They  usually  be- 
come apparent  within  a week  after 
injury  and  are  more  common  in  pene- 
trating injuries  than  blunt  trauma. 
Considerable  progress  has  occurred 
in  their  management,  with  mortality 
falling  from  62%  in  1960,  to  between 
6%  and  20%  in  1975.  Total  paren- 
teral nutrition  serves  as  a replace- 
ment for  oral  intake  in  G-I  fistulas, 
approximately  40%  of  which  will 
heal  without  surgery,  after  30  to  40 
days  of  intravenous  feeding.  Mor- 
tality rate  and  fistula  closure  are  ad- 
versely affected  by  infection.  If  a 
fistula  does  not  close  within  one 
month  from  the  time  that  infection  is 
controlled,  surgery  is  usually  re- 
quired. Obstruction,  foreign  body,  a 
tract  less  than  2 cm  from  the  skin,  or 
an  unfavorable  underlying  disease 
such  as  enteritis  can  contribute  to 
the  failure  of  closure  on  intravenous 
feeding. 

Infection  control  is  the  therapeutic 
frontier  in  the  management  of  trauma 
patients.  The  multiple  organ  system 
failure  syndrome  is  probably  a mani- 
festation of  underlying  infection  so 
that  maintenance  of  sufficient  sub- 
strate to  prevent  deterioration  of  the 
immune  system  is  essential. 

At  present,  it  is  difficult  to  iden- 
tify patients  who  are  at  risk  for  in- 
fection after  injury.  Meakins,  and 
others,  however,  have  shown  that 
skin  test  anergy  to  recall  antigens 
correlates  with  age,  the  magnitude 
of  injury,  and  survival.  Undoubt- 
edly, nutrition  is  not  the  only  com- 
ponent of  the  complex  reaction  to 
injury  which  is  detrimental  to  ulti- 
mate survival. 

However,  it  is  rational  to  assume 
that  maintenance  of  nutrition  will 
prevent  or  possibly  correct  immune 
deficiency  following  injury,  because 
protein  calorie  malnutrition  (PCM) 
is  associated  with  a decreased  ef- 
fectiveness of  epithelial  barriers  nec- 
essary for  local  host  defense  resis- 
tance. In  addition,  bactericidal  and 
fungicidal  functions  of  polymorpho- 
nuclear leukocytes  are  adversely 
affected  by  malnutrition  in  spite  of 
the  preservation  of  chemotactic  and 
phagocytic  actions  of  white  blood 
cells.  Immunoglobulin  A (IgA)  pro- 
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duction  is  also  diminished  in  under- 
nourished patients. 

The  leukocyte  subpopulations  (A. 

B.  and  T cells)  also  diminish  during 
malnutrition  or  injury.  The  T cell 
and  its  various  sub-groups  of  sup- 
pressor cells  and  helper  T cells  are 
part  of  the  metabolic  response  to 
injury. 

A rational  approach  to  the  man- 
agement of  patients  with  injury  can 
be  provided  by  addressing  the  meta- 
bolic needs  of  the  traumatized  pa- 
tient at  different  stages: 

A.  Acute  Phase  (24  hours) 

1 . Resuscitate  with  crystalloid 
and  blood. 

2.  Transfuse  to  a hematocrit  of 
30  mg/d  I . 

3.  Monitor  hemodynamics. 

4.  Measure  nitrogen  excretion. 

5.  Do  not  attempt  to  override 
the  metabolic  response  to  in- 
jury. 

B.  Intermediate  Phase 
(24  to  96  hours) 

1.  Maintain  cardiopulmonary 
function. 

2.  Measure  nitrogen  excretion. 

3.  If  renal  failure  is  present,  use 
a 47: 1 mixture  of  dextrose  to 
amino  acid  intravenously. 

4.  Initiate  tube  feeding. 


C.  Adaptive  Phase  (14  to  21  days) 

1.  Use  a 20% dextrose: 4%  amino 
acid  mixture. 

2.  Institute  tube  feeding  if  feasi- 
ble. or  in  addition  to  intra- 
venous support. 

3.  Quantitate  therapy  with  nitro- 
gen balance  daily. 

4.  Administer  fat  (2%  to  4% 
daily  calorie  requirement)  in- 
travenously or  orally. 

5.  Physical  therapy. 

D.  Chronic  Phase  (months) 

1 . Tube  or  jejunostomy  feeding 
is  preferred. 

2.  Use  a long-term  tunneled 
silastic  catheter  if  intrave- 
nous feeding  is  required. 

3.  Reduce  dextrose  concentra- 
tion of  nutrients. 

4.  Assess  nitrogen  balance  twice 
a week. 

5.  Exercise  and  self-care. 
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SPECIAL  ARTICLE 


Acute  Care  Hospitals: 

Their  Future  and  the  Physicians’  Role 

C.  Willard  Camalier  III 


This  is  the  third  in  a series  on  socio- 
economic issues  which  impact  on  or- 
ganized medicine.  The  “Journal” 
offers  these  articles  as  a forum  for 
debate  and  encourages  comment 
from  you  the  reader  via  letters  and 
editorials. 

— A.A.H. 

The  acute  care  hospital  evolved 
from  a warehouse  for  the  dying  to 
an  environment  where  the  ill  are 
treated.  Since  that  shift  in  em- 
phasis, little  has  changed  in  its  con- 
cept of  delivering  health  care.  The 
marked  changes  in  medical  treat- 
ment resulted  from  the  introduction 
of  advanced  technology  into  the 
diagnosis  and  treatment  of  disease. 
Better  trained  physicians  and  other 
health  personnel  have  also  made  a 
great  contribution  to  this  improve- 
ment in  the  delivery  of  acute  medi- 
cal care.  Immediately  following 
World  War  II,  the  Hill-Burton  Act 
made  low  cost  federal  loans  avail- 
able for  renovating  old  hospitals  and 
for  new  construction,  which  created 
an  expansion  of  the  acute  bed 
capacity.  This  was  in  direct  re- 
sponse to  the  post  war  “baby 
boom”  and  the  need  to  treat  a num- 
ber of  illnesses  which  are  no  longer 
of  major  significance  to  our  popula- 
tion. In  the  last  decade  we  have  had 
a rapidly  declining  occupancy  of 
pediatric  beds  with  some  hospitals 
converting  such  beds  to  other  uses. 
There  has  also  been  a marked  in- 
crease in  the  number  of  our  popula- 
tion sixty-five  years  of  age  and 
older,  many  of  whom  suffer  from 
chronic  diseases.  The  question  is 


whether  the  acute  hospital,  as  we 
know  it,  is  responsive  to  the  needs 
of  our  present  population.  Most  ob- 
servers in  the  health  area  would 
suggest  the  evidence  is  to  the  con- 
trary. 

We,  as  a society,  are  at  a cross- 
roads in  defining  the  future  direc- 
tion and  policy  of  our  health  deliv- 
ery system  and  its  financing.  In 
addressing  the  questions  regarding 
what  changes  are  necessary  and  ap- 
propriate in  order  to  maintain  a high 
quality  of  medical  care  at  an  accept- 
able cost,  the  hospital  has  become  a 
focal  point.  It  has  become  apparent 
that  the  most  effective  means  of  re- 
ducing unnecessary  health  costs  is 
to  keeping  patients  out  of  the  hos- 
pital whenever  possible.  In  our  cur- 
rent system,  the  hospital  is  expen- 
sive and  exists  for  the  purpose  of 
providing  acute  medical  care  where 
no  other  appropriate  option  is  avail- 
able. It  does  not  exist  for  the  provi- 
sion of  primary  care  or  the  treat- 
ment of  chronic  illness. 

One  problem  we  face  in  changing 
utilization  patterns  is  that  our  sys- 
tem revolves  around  the  acute  care 
model.  This  is  the  environment  in 
which  physicians  and  other  health 
providers  are  trained  and  to  which 
they  become  acclimated  early  in 
their  careers.  The  hospital  is  a con- 
venient place  for  treating  large 
numbers  of  patients  in  one  location 
with  a full  spectrum  of  diagnostic 
resources  readily  available.  A sec- 
ond major  (and  many  feel  a primary) 
contributor  to  the  use  of  the  hospital 
for  non-acute  medical  care  is  the 
reimbursement  structure  of  the 


third  party  payors.  Since  its  incep- 
tion, the  health  insurance  industry 
has  provided  coverage  for  inpatient 
services  that  far  exceed  the  cover- 
age provision  for  ambulatory  care. 
This  provides  a fiscal  incentive  for 
patients  and  physicians  to  use  inpa- 
tient facilities  although  treatment 
can  often  be  adequately  provided 
through  other  means.  It  has  become 
“cheaper”  for  the  patient  to  be  ad- 
mitted to  the  hospital  despite  its 
higher  cost.  The  insurance  industry 
is  now  looking  at  front  end  deducti- 
bles and  reimbursement  differ- 
entials between  outpatient  and  in- 
patient care  for  creating  disincen- 
tives to  the  unnecessary  use  of  high 
cost  treatment  sites. 

Medicare  and  Medicaid  have  re- 
duced their  institutional  reim- 
bursement levels  to  a point  at  which 
hospitals  cannot  recoup  the  ex- 
pense of  providing  care  to  the  pub- 
licly insured  patients.  This  has  pre- 
cipitated what  is  termed  “cost- 
shifting”  whereby  the  unrecovered 
costs  are  passed  to  the  privately  in- 
sured and  self-pay  patients.  Other 
shifts  which  emphasize  the  need  for 
changes  in  the  use  of  acute  care 
hospitals  and  which  stand  in  com- 
petition with  the  hospital  are  free- 
standing ambulatory  surgical  cen- 
ters, emergency  centers,  diagnostic 
clinics,  health  maintenance  organi- 
zations, and  an  increase  in  the  use  of 
the  physician's  office  for  primary 
care.  A number  of  corporations  are 
providing  preventive  medical  care 
for  their  employees  using  mul- 
tiphasic  screening,  psychological 
counseling,  and  in-house  smoking 
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cessation  and  weight  reduction  pro- 
grams in  an  attempt  to  control  their 
health  costs.  All  of  these  forces  are 
currently  impacting  the  hospital  in- 
dustry and  can  only  be  expected  to 
increase.  It  should  be  apparent  that 
hospitals  will  have  to  adjust  if  they 
are  to  survive.  The  medical  com- 
munity will  play  a pivotal  role  in  this 
evolution. 

What  needs  to  be  done  is  to  iden- 
tify those  options  which  are  avail- 
able to  provide  supplemental  rev- 
enues to  the  hospitals  in  the  future. 
One  option  is  the  use  of  the  hospital 
as  a health  resource  for  the  commu- 
nity. The  hospital  can  be  the  pri- 
mary location  for  health  education 
in  such  areas  as  cancer,  cardiovas- 
cular disease,  nutritional  counsel- 
ing, hypertension,  pre-  and  post- 
natal care,  and  diabetes.  It  could 
also  be  used  to  educate  the  public  on 
how  to  use  their  physicians  and  the 


available  health  services  in  a more 
cost  effective  manner  as  well  as  the 
need  for  the  patient  to  become  a 
partner  in  his  or  her  own  health 
care.  The  hospitals  might  also  seek 
to  convert  unused  beds  to  ambula- 
tory. skilled,  or  intermediate  care 
uses  where  appropriate  for  the 
community.  Such  a conversion  on  a 
permanent  or  “swing  bed”  basis 
would  require  changes  in  existing 
regulations  and  reimbursement 
mechanisms,  but  it  needs  to  be  ac- 
tively pursued  in  view  of  our  current 
and  future  population  changes. 
These  and  other  approaches  need  to 
be  explored  if  the  community  hos- 
pital is  to  survive  and  continue  to 
provide  the  secondary  care  neces- 
sary for  the  continuation  of  quality 
medical  care  delivery.  Tertiary  care 
centers  are  not  as  vunerable  and 
may  undergo  less  drastic  change  in 
the  near  future. 


community  hospitals  to  assume 
such  innovative  roles  will  be  the 
physicians.  Both  physicians  and 
patients  will  continue  to  require 
acute  care  services  at  the  commu- 
nity level.  There  must  always  be  a 
place  for  major  surgical  procedures 
and  for  the  treatment  of  major  ill- 
ness; this  is  the  appropriate  role  of 
the  acute  care  hospital,  and  one 
which  must  be  maintained  to  serve 
our  population  appropriately.  The 
hospital  is  integral  to  a physician’s 
practice  of  medicine,  and  it  is  the 
physician's  expertise  in  the  delivery 
of  health  care  that  will  be  essential 
as  new  opportunities  are  identified 
at  the  community  level.  The  physi- 
cian can  recognize  these  opportuni- 
ties and  help  the  hospital's  Board  of 
Trustees,  administrators,  and  the 
community  in  maintaining  the  hos- 
pital as  a viable  provider  of  quality 
health  care. 
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SPECIAL  ARTICLE 


Sexually  Transmitted  Diseases: 
Treatment  Guidelines-Part  I 


These  guidelines  for  treatment  of  sexually  transmitted  diseases  (STD)  were  established  after  careful  delibera- 
tion by  a group  of  experts  and  staff  of  the  Centers  for  Disease  Control  (CDC).  Commentary’  received  after 
dissemination  of  preliminary  documents  to  a large  group  of  physicians  was  also  considered.  Certain  aspects  of 
these  guidelines  represent  the  best  judgment  of  experts.  The  guidelines  should  not  be  construed  as  rules,  but 
rather  as  a source  of  guidance  within  the  United  States.  This  is  particularly  true  for  topics  that  are  controversial  or 
based  on  limited  data. 


CHLAMYDIA  TRACHOMATIS 
INFECTIONS 

Infections  caused  by  Chlamydia 
trachomatis  are  the  most  prevalent 
sexually  transmitted  diseases  in  the 
United  States  today.  The  impor- 
tance of  serious  complications  re- 
lated to  chlamydial  infections  has 
been  established.  Diagnosis  and 
treatment  of  these  infections  are 
frequently  based  on  the  clinical 
syndrome  since  chlamydial  cultures 
often  are  unavailable.  The  following 
guidelines  are  for  culture-proven 
infections  caused  by  non-lympho- 
granuloma venereum  (LGV)  strains 
of  C.  trachomatis . For  approaches 
to  the  treatment  of  common  chlamy- 
dial infections  when  cultures  are  not 
available,  see  Common  STD- Asso- 
ciated Syndromes. 

Uncomplicated  Urethral,  Endocer- 
vical,  or  Rectal  Infection  in  Adults 

Drug  Regimens  of  Choice 

Tetracycline  hydrochloride  (HCI): 
500  mg.  by  mouth,  4 times  a day  for 
at  least  7 days 

OR 

Doxycycline : 100  mg,  by  mouth, 
twice  a day  for  at  least  7 days 

Alternative  Regimens 

(for  patients  in  whom  tetracyclines 
are  contraindicated  or  not  tolerated) 


This  is  the  first  in  a series  of  three  articles  reprinted  from  the 
Centers  for  Disease  Control's  “Morbidity  and  Mortality 
Weekly  Report"  (MMWR),  August  20.  1982,  Vol.  31.  No. 
25. 


Erythromycin : 500  mg.  by  mouth, 
4 times  a day  for  at  least  7 days 

Sulfonamides  are  also  active 
against  C.  trachomatis , but  have 
not  been  extensively  studied. 

Management  of  Sexual  Partners 

All  persons  exposed  to  C.  tra- 
chomatis infection  should  be  ex- 
amined for  STD  and  promptly 
treated  for  exposure  to  C.  tracho- 
matis with  one  of  the  above  regi- 
mens. 

Follow-up 

Posttreatment  cultures  are  advis- 
able. Positive  cultures  may  not  be 
detectable  until  3-6  weeks  after 
treatment;  when  they  are  positive, 
patients  should  be  treated  again 
with  one  of  the  above  regimens. 

Chlamydial  Urogenital  Infections 
During  Pregnancy 

Treatment  should  be  given  to  preg- 
nant women  who  have  culture- 
proven  C.  trachomatis  infections 
or,  if  cultures  are  not  available,  to 
pregnant  women  whose  sexual 
partners  have  nongonococcal  ure- 
thritis. 

The  suggested  treatment  is  eryth- 
romycin 500  mg,  by  mouth,  4 times 
a day  on  an  empty  stomach  for  at 
least  7 days.  For  women  who  can- 
not tolerate  this  regimen,  a de- 
creased dose  of  250  mg,  by  mouth.  4 
times  a day  should  be  used  for  at 
least  14  days.  The  optimal  dose  and 


duration  of  antibiotic  therapy  fo 
pregnant  women  have  not  been 
established.  There  are  currently  no 
completely  acceptable  alternative 
regimens  for  women  who  are  aller 
gic  to  erythromycin  or  cannot  toler- 
ate erythromycin.  In  case  of  proven 
treatment  failure,  the  woman 
should  be  treated  again  with  eryth 
romycin  in  either  of  the  dosage 
schedules  outlined  above. 

Treatment  of  the  male  partner(s) 
with  tetracycline  at  the  same  time  is 
an  important  part  of  the  therapeutic 
regimen. 

Chlamydial  cultures  are  expen- 
sive and  not  widely  available.  Preg- 
nant women  at  particular  risk  for 
chlamydial  infections  should  have 
cultures  taken  if  possible  at  their 
first  prenatal  visit.  Important  risk 
factors  include  the  following:  a 
pregnant  woman  is  unmarried,  is 
less  than  20  years  old,  resides  in  a 
socially  disadvantaged  community 
(e.g.,  inner  city),  has  other  sexually 
transmitted  diseases,  has  reported 
late  for  prenatal  care,  has  partners 
with  nongonococcal  urethritis,  has 
nongonococcal  purulent  endocer- 
vicitis,  or  has  an  abacterial  urinary 
tract  infection.  (See  Common 
STD-Associated  Syndromes.) 

Established  Chlamydial 
Conjunctivitis  of  the  Newborn 

For  all  cases  of  ophthalmia  neo- 
natorum, appropriate  tests  should  be 
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done  to  rule  out  Neisseria  gonor- 
rhoeae  as  the  cause. 

The  diagnosis  of  chlamydial  con- 
junctivitis can  be  established  by 
culture  or  Giemsa-stained  conjunc- 
tival scrapings.  Treatment  consists 
of  oral  erythromycin  syrup  50 
mg/kg/day  in  4 divided  doses  for  at 
least  2 weeks.  There  is  no  indication 
that  topical  therapy  provides  addi- 
tional benefit.  If  inclusion  conjunc- 
tivitis recurs  after  therapy,  eryth- 
romycin treatment  should  be  re- 
instituted for  an  additional  1-2 
weeks. 

Chlamydial  Pneumonia 
of  Infancy 

For  established  cases  of  lower  re- 
spiratory disease  due  to  C.  tracho- 
matis, the  recommended  therapy 
for  infants  is  oral  erythromycin 
syrup  50  mg/kg/day  in  4 divided 
doses  for  at  least  3 weeks.  The  op- 
timal duration  for  therapy  has  not 
been  established. 

GONOCOCCAL  INFECTIONS 

The  following  guidelines  for  the 
treatment  of  gonococcal  infection  in 
the  United  States  take  into  account 
several  observations:  The  increas- 
ing incidence  of  infections  due  to 
penicillinase-producing  N.  gonor- 
rhoeae  (PPNG).  unpublished  re- 
ports of  the  emergence  of  tetracy- 
cline-resistant gonococci  in  several 
geographic  areas,  the  high  fre- 
quency of  coexisting  chlamydial 
and  gonococcal  infections,  and  in- 
creased recognition  of  the  serious 
complications  of  chlamydial  and 
gonococcal  infections.  In  addition, 
new  antimicrobials,  in  particular 
new  cephalosporins,  that  may 
prove  to  be  effective  in  treating 
gonococcal  infection  are  becoming 
available  in  the  United  States. 
Therefore,  these  guidelines  do  not 
attempt  to  be  a comprehensive  list 
of  all  possible  treatment  regimens. 
Rather,  they  seek  to  provide  guid- 
ance for  regimens  that  meet  general 
criteria  of  efficacy,  safety,  ease  of 
administration,  and  cost. 

Uncomplicated  Infection  in  Adults 

Recommended  Regimens 

(the  order  of  presentation  does  not 
indicate  preference) 

Tetracycline  HCI\  500  mg,  by 


mouth,  4 times  a day  for  7 days 
(total  dose  14.0  g).  Other  tetracy- 
clines are  not  more  effective  than 
tetracycline  HCI.  All  tetracyclines 
are  ineffective  as  a single-dose  ther- 
apy. Doxycycline  hyclate  100  mg, 
by  mouth,  twice  a day  for  7 days 
may  be  substituted  for  tetracycline. 

Advantage 

1.  Effective  against  coexisting 
chlamydial  infections 

Disadvantages 

1.  Requires  compliance  with  multi- 
ple doses 

2.  May  encourage  the  emergence  of 
tetracycline-resistant  strains  if 
the  regimen  is  not  strictly  fol- 
lowed 

3.  Ineffective  against  anorectal 
gonococcal  infections  in  men 

OR 

Amoxicillinlampicillin : Amoxi- 
cillin, 3.0  g,  or  ampicillin,  3.5  g, 
either  with  1.0  g probenecid  by 
mouth 

Advantage 

I . Single-dose  treatment 
Disadvantages 

1.  Ineffective  against  chlamydial 
infections 

2.  Ineffective  against  anorectal  and 
pharyngeal  gonococcal  infec- 
tions 

OR 

Aqueous  procaine  penicillin  G: 
4.8  million  units  injected  intramus- 
cularly (IM)  at  2 sites,  with  1 .0  g of 
probenecid  by  mouth 

Advantage 

I . Single-dose  therapy 

Disadvantages 

1.  Injection 

2.  Possible  procaine  reaction 

3.  Possible  penicillin  anaphylaxis 

4.  Ineffective  against  chlamydial 
infections 

An  important  concern  in  the 
treatment  of  gonorrhea  is  coexisting 
chlamydial  infection,  which  has 
been  documented  in  up  to  45%  of 
gonorrhea  patients  for  whom  ade- 
quate chlamydial  cultures  are  done. 
Patient  compliance  can  also  be  a 
problem  with  multiple-day  tetracy- 
cline/doxycyeline  regimens  for 
gonococcal  infections,  as  can  the 
potential  selection  of  tetracycline- 
resistant  isolates  when  incomplete 
doses  are  taken.  To  address  these 


concerns,  a single-dose  regimen 
could  be  administered  just  before 
the  tetracycline/doxycycline  regi- 
men. On  theoretical  grounds,  this 
combined  regimen  (outlined  below) 
is  very  attractive,  but  its  efficacy 
and  side  effects  have  not  been  eval- 
uated. CDC  intends  to  undertake 
such  an  evaluation  and  encourages 
others  to  do  the  same. 

The  combined  regimen  includes: 

Amoxicillinlampicillin : Amoxi- 
cillin 3.0  g or  ampicillin  3.5  g,  either 
with  1.0  g probenecid  by  mouth 
PLUS 

Tetracycline  HCI:  500  mg,  by 
mouth,  4 times  a day  for  7 days 
(total  dose  14.0  g) 

Doxycycline  hyclate  100  mg.  by 
mouth,  twice  a day  for  7 days  may 
be  substituted  for  tetracycline  HCI. 
Advantages 

1.  Provides  adequate  single-dose 
treatment  for  gonorrhea 

2.  Effective  against  chlamydial  in- 
fections 

Disadvantage 

I . Efficacy  and  side  effects  of  this 
specific  combined  regimen  have 
not  been  evaluated. 

Special  Note: 

Tetracycline  or  aqueous  procaine 
penicillin  G ( APPG)  is  the  preferred 
therapy  for  pharyngeal  gonococcal 
infection.  Pharyngeal  infection  is 
not  effectively  treated  by  either  the 
amoxicillin  or  ampicillin  regimens. 

A homosexual  man  with  uncom- 
plicated gonococcal  infection 
should  be  treated  with  aqueous  pro- 
caine penicillin  G 4.8  million  units, 
plus  1.0  g of  probenecid.  If  he  is 
allergic  to  penicillin,  use  spectino- 
mycin2.0g,  IM.in  I injection.  Both 
of  these  regimens  provide  adequate 
treatment  for  urethral  and  anorectal 
gonococcal  infection.  However, 
spectinomycin  is  ineffective  in  the 
treatment  of  pharyngeal  gonococcal 
infection. 

Other  Considerations 

Patients  other  than  homosexual 
men  who  are  allergic  to  penicillins 
or  probenecid  should  be  treated 
with  oral  tetracycline  or  doxycycline 
as  above.  Penicillin-allergic  patients 
who  cannot  tolerate  tetracyclines 
may  be  treated  with  spectinomycin 
HCI,  2.0  g,  IM.  in  I injection. 

Patients  with  incubating  syphilis 
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(seronegative  without  clinical  signs 
of  syphilis)  are  likely  to  be  cured  by 
all  the  above  regimens  except  spec- 
tinomycin.  All  patients  treated  for 
gonorrhea  should  have  a serologic 
test  for  syphilis. 

Patients  with  gonorrhea  who  also 
have  syphilis  or  are  established 
contacts  of  syphilis  patients  should 
be  given  additional  treatment  ap- 
propriate to  the  stage  of  syphilis. 

Treatment  of  Sexual  Partners 

Men  and  women  exposed  to 
gonorrhea  should  be  examined, 
cultured,  and  treated  at  once  with 
one  of  the  regimens  above. 

Follow-Up 

Follow-up  cultures  should  be 
obtained  from  the  infected  sites 
4-7  days  after  completion  of  treat- 
ment. In  addition,  cultures  should 
be  obtained  from  the  rectum  of  all 
women  who  have  been  treated  for 
gonorrhea. 

Treatment  Failures 

The  patient  in  whom  gonorrhea 
persists  after  treatment  with  one  of 
the  non-spectinomycin  regimens 
above  should  be  treated  with  2.0  g 
of  spectinomycin  IM.  (See  Peni- 
cillinase-Producing Neisseria 
gonorrhoeae.)  Recurrent  gonococ- 
cal infections  after  treatment  with 
the  recommended  schedules  may  be 
due  to  reinfection  and  indicate  a 
need  for  improved  contact  tracing 
and  patient  education.  Since  PPNG 
infection  is  a cause  of  treatment 
failure,  posttreatment  isolates 
should  be  tested  for  penicillinase 
production. 

Drugs  Not  Recommended 

Although  long-acting  forms  of 
penicillin  (such  as  benzathine  peni- 
cillin G)  are  effective  in  the  treat- 
ment of  syphilis,  they  have  NO 
place  in  the  treatment  of  gonor- 
rhea. Oral  penicillin  preparations 
such  as  penicillin  V are  not  recom- 
mended for  the  treatment  of  gono- 
coccal infection. 

Penicillinase-Producing  Neisseria 
gonorrhoeae 

Patients  with  proven  PPNG  in- 
fection or  who  are  likely  to  have 
acquired  gonorrhea  in  areas  of  high 
PPNG  prevalence  and  their  sexual 
partners  should  receive  spectino- 
mycin 2.0  g,  IM,  in  a single  injec- 


tion. Tetracycline  may  be  added  to 
treat  coexistent  chlamydial  infec- 
tion. Patients  with  positive  cultures 
after  spectinomycin  therapy  should 
be  treated  with  cefoxitin  2.0  g,  IM, 
in  a single  injection  plus  probenecid 

1.0  g,  by  mouth;  OR  cefotaxime 

1.0  g,  IM,  in  a single  injection 
without  probenecid.  A daily  single 
dose  of  9 tablets  of  trimethoprim/ 
sulfamethoxazole  (80  mg/400  mg) 
for  5 days  should  be  used  to  treat 
pharyngeal  gonococcal  infection 
due  to  PPNG.  Spectinomycin  and 
cefoxitin  are  ineffective  in  pharyn- 
geal infections. 

Gonococcal  Infections  in  Pregnancy 

All  pregnant  women  should  have 
endocervical  cultures  for  gono- 
cocci as  an  integral  part  of  the  pre- 
natal care  at  the  time  of  the  first 
visit.  A second  culture  late  in  the 
third  trimester  should  be  obtained 
from  women  at  high  risk  of  gono- 
coccal infection. 

Drug  regimens  of  choice  are 
amoxicillin,  or  ampicillin,  each 
with  probenecid  as  described 
above.  Women  who  are  allergic  to 
penicillin  or  probenecid  should  be 
treated  with  spectinomycin  2.0  g, 
IM.  Erythromycin  in  the  dosage 
recommended  under  chlamydial 
infection  can  be  added  to  treat  co- 
existent chlamydial  infection. 

Refer  to  the  sections  on  acute 
salpingitis  and  disseminated  gono- 
coccal infections  for  the  treatment 
of  these  conditions  during  preg- 
nancy. Tetracycline  should  not  be 
used  in  pregnant  women  because  of 
potential  adverse  effects  on  the 
fetus. 

Disseminated  Gonococcal  Infection 

Treatment  Schedules 

Hospitalization  is  usually  indi- 
cated, especially  for  those  who 
cannot  reliably  comply  with  treat- 
ment, have  uncertain  diagnosis,  or 
have  purulent  joint  effusions  or 
other  complications. 

There  are  several,  acceptable 
treatment  schedules  for  the  gono- 
coccal arthritis-dermatitis  syn- 
drome. These  include  the  follow- 
ing: 

Aqueous  crystalline  penicillin  G: 
10  million  units,  intravenously 
(IV),  per  day  until  improvement 


occurs,  followed  by  amoxicillin  500 
mg  or  ampicillin  500  mg,  by  mouth, 
4 times  a day  to  complete  at  least  7 
days  of  antibiotic  treatment. 

OR 

Amoxicillin/ampicillin : amoxicil- 
lin 3.0  g or  ampicillin  3.5  g,  by 
mouth,  each  with  probenecid  1 .0  g, 
followed  by  amoxicillin  500  mg  or 
ampicillin  500  mg,  by  mouth,  4 
times  a day  for  at  least  7 days. 

OR 

Tetracycline  HCI : 500  mg,  by 
mouth,  4 times  a day  for  at  least  7 
days.  Tetracycline  HCI  should  not 
be  used  for  complicated  gonococ- 
cal infection  in  pregnant  women. 

OR 

Cefoxitin/cefotaxime : cefoxitin 

1 .0  g or  cefotaxime  500  mg,  either 
given  4 times  a day  IV  for  at  least  7 
days  (treatment  of  choice  for  dis- 
seminated infections  caused  by 
PPNG) 

OR 

Erythromycin : 500  mg,  by 

mouth,  4 times  a day  for  at  least  7 
days. 

Special  Considerations 

Open  drainage  of  joints  other 
than  the  hip  is  not  indicated.  Intra- 
articular  injection  of  antibiotics  is 
unnecessary. 

Meningitis  and  Endocarditis 

Meningitis  and  endocarditis 
caused  by  the  gonococcus  require 
high-dose  IV  penicillin  therapy. 
Optimal  duration  of  therapy  is  un- 
known, but  most  authorities  treat 
patients  for  a month.  Therapy  of 
penicillin-allergic  patients  must  be 
individualized. 

Gonococcal  Ophthalmia  in  Adults 

Adults  with  gonococcal  oph- 
thalmia should  be  hospitalized  and 
treated  with  aqueous  crystalline 
penicillin  G 10  million  units,  IV, 
daily  for  5 days.  For  PPNG,  use 
cefoxitin  1.0  g or  cefotaxime  500 
mg,  IV.  4 times  a day.  Eyes  should 
be  irrigated  immediately  with  saline 
or  buffered  ophthalmic  solutions 
and  then  at  least  at  hourly  intervals 
as  long  as  necessary  to  eliminate 
discharge.  Cases  must  have  careful 
ophthalmic  follow-up  to  deal  with 
ocular  complications. 
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Infants  Born  to  Mothers  with 
Gonococcal  Infection 

The  infant  born  to  a mother  with 
gonorrhea  is  at  high  risk  of  infec- 
tion and  requires  treatment  with  a 
single  injection  of  aqueous  crystal- 
line penicillin  G:  50.000  units,  1M 
or  IV,  for  full-term  infants  or 

20.000  units,  IM  or  IV,  for  low- 
birth-weight  infants.  Topical  pro- 
phylaxis for  neonatal  ophthalmia  is 
not  adequate  treatment  for  infec- 
tions at  other  sites.  Clinical  illness 
requires  additional  treatment. 

Neonatal  Gonococcal  Infections 

Gonococcal  Ophthalmia 

Neonates  with  gonococcal  oph- 
thalmia should  be  hospitalized  and 
isolated  for  24  hours  after  initiation 
of  treatment.  Untreated  gonococ- 
cal ophthalmia  is  highly  contagious 
and  may  rapidly  lead  to  blindness. 
Aqueous  crystalline  penicillin  G 

50.000  units/kg/day.  IV,  in  2 doses 
should  be  administered  for  7 days. 
Eyes  should  be  irrigated  immedi- 
ately with  saline  or  buffered  oph- 
thalmic solutions  and  then  at  least 
at  hourly  intervals  as  long  as  neces- 
sary to  eliminate  discharge.  Topical 
antibiotic  preparations  alone  are 
neither  sufficient  nor  required 
when  appropriate  systemic  antibi- 
otic therapy  is  given.  Both  parents 
of  newborns  with  gonococcal  oph- 
thalmia must  be  treated. 

Penicillinase-Producing  Neisseria 
gonorrhoeae 

Neonates  should  be  treated  with 
cefotaxime  or  gentamicin  in  appro- 
priate neonatal  doses. 

Complicated  Infection 

Neonates  with  arthritis  and 
septicemia  should  be  hospitalized 
and  treated  with  aqueous  crystal- 
line penicillin  G 75.000-100,000 
units/kg/day,  V,  in  4 divided  doses 
for  at  least  7 days.  Meningitis 
should  be  treated  with  aqueous 
crystalline  penicillin  G 100.000 
units/kg/day.  IV.  divided  into  3 or  4 
doses  and  continued  for  at  least  10 
days. 

Gonococcal  Infections  of  Older 
Children 

Children  who  weigh  100  lbs  (45 
kg)  or  more  should  receive  adult 
regimens.  Children  who  weigh  less 


than  100  lbs  should  be  treated  as 
follows. 

Uncomplicated  Disease 

Uncomplicated  vulvovaginitis 
and  urethritis  can  be  treated  at  1 
visit  with  amoxicillin  50  mg/kg  plus 
probenecid  25  mg/kg  (maximum  1 .0 
g),  both  given  orally.  OR  with 
aqueous  procaine  penicillin  G 

100,000  units/kg.  IM,  plus  pro- 
benecid. by  mouth.  25  mg/kg  (max- 
imum 1.0  g).The  latter  regimen  is 
recommended  for  proctitis  and 
pharyngitis. 

Penicillinase-Producing  Neisseria 
gonorrhoeae 

Child  ren  with  infection  due  to 
PPNG  should  be  treated  with  spec- 
tinomycin  or  cefotaxime  in  appro- 
priate doses. 

Special  Considerations 

Topical  and/or  systemic  estrogen 
therapy  are  of  no  benefit  in  vulvo- 
vaginitis. Long-acting  penicillins, 
such  as  benzathine  penicillin  G,  are 
not  effective.  All  patients  should 
have  follow-up  cultures,  and  the 
source  of  infection  should  be  iden- 
tified, examined,  and  treated. 

Allergy  to  Penicillins 

Children  who  are  allergic  to 
penicillins  should  be  treated  with 
spectinomycin  40  mg/kg,  IM.  Chil- 
dren older  than  8 years  may  be 
treated  with  tetracycline  40 
mg/kg/day,  by  mouth,  in  4 divided 
doses  for  5 days.  For  treatment  of 
complicated  disease,  the  alterna- 
tive regimens  recommended  for 
adults  may  be  used  in  appropriate 
pediatric  dosages. 

COMMON  STD-ASSOCIATED 
SYNDROMES 

Several,  often  serious,  clinical 
syndromes  are  associated  with 
STD.  Some  are  more  clearly  de- 
fined than  others.  The  following 
guidelines  outline  approaches  to 
the  initial  treatment  of  these  condi- 
tions when  complete  bacteriologic 
evaluation  is  not  possible  or  while 
the  physician  awaits  the  results  of 
specific  laboratory  tests. 

Nongonococcal  Urethritis 

Urethritis  not  associated  with 
N.  gonorrhoeae  is  usually  caused 
by  C.  trachomatis  or  Ureaplasma 
urealyticum.  Nongonococcal  ure- 


thritis (NGU)  requires  prompt 
antimicrobial  treatment  of  the  pa- 
tient and  evaluation  and  treatment 
of  sexual  partner(s). 

Drug  Regimens  of  Choice 

Tetracycline  HCT.  500  mg,  by 
mouth,  4 times  a day  for  at  least  7 
days. 

OR 

Doxycycline:  100  mg,  by  mouth, 
twice  a day  for  at  least  7 days. 

Alternative  Regimen 

(for  patients  in  whom  tetracy- 
clines are  contraindicated  or  not  tol- 
erated) 

Erythromycin:  500  mg,  by 

mouth,  4 times  a day  for  at  least  7 
days. 

Management  of  Sexual  Partners 

All  persons  who  are  sexual 
partners  of  patients  with  NGU 
should  be  examined  for  STD  and 
promptly  treated  with  one  of  the 
above  regimens. 

Follow-up 

Patients  should  be  advised  to 
return  if  symptoms  persist  or  recur. 

Persistent  or  Recurrent  NGU 

Recurrent  NGU  may  be  due  to 
failure  to  treat  the  sexual  part- 
ners). Patients  with  persistent  or 
recurrent  objective  signs  of  ure- 
thritis after  adequate  treatment  of 
the  patient  and  partner(s)  warrant 
further  evaluation  for  less  common 
causes  of  urethritis. 

Acute  Pelvic  Inflammatory  Disease 

(Endometritis,  Salpingitis,  Para- 
metritis, and/or  Peritonitis) 

Acute  pelvic  inflammatory  dis- 
ease (PID)  refers  to  the  acute  clini- 
cal syndrome  attributed  to  the  as- 
cending spread  of  microorganisms, 
unrelated  to  pregnancy  or  surgery, 
from  the  vagina  and  endocervix  to 
the  endometrium,  fallopian  tubes, 
and/or  contiguous  structures. 

Etiologic  agents  include  N.  gon- 
orrhoeae, C.  trachomatis , anae- 
robic bacteria  (which  include  Bac- 
teroides  and  gram-positive  cocci), 
facultative  gram-negative  rods 
(such  as  Escherichia  coli ),  Actino- 
myces israelii , and  Mycoplasma 
hominis.  In  the  individual  patient  it 
is  often  impossible  to  differentiate 
among  these  agents.  Treatment 
regimens  should  be  used  that  are 
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active  against  the  broadest  range  of 
these  pathogens. 

Hospitalization  and  Inpatient 
Treatment 

Hospitalization  of  patients  with 
acute  PID  should  be  strongly  con- 
sidered when:  1)  the  diagnosis  is 
uncertain,  2)  surgical  emergencies 
such  as  appendicitis  and  ectopic 
pregnancy  must  be  excluded,  3)  a 
pelvic  abscess  is  suspected,  4)  se- 
vere illness  precludes  outpatient 
management,  5)  the  patient  is  preg- 
nant, 6)  the  patient  is  unable  to 
follow  or  tolerate  an  outpatient 
regimen,  7)  the  patient  has  failed  to 
respond  to  outpatient  therapy,  or  8) 
clinical  follow-up  after  48-72  hours 
following  the  start  of  antibiotic 
treatment  cannot  be  arranged. 
Many  experts  recommend  that  all 
patients  with  PID  be  hospitalized 
for  treatment. 

Rationale  for  Selection  of 
Antimicrobials 

The  treatment  of  choice  is  not 
established.  No  single  agent  is  ac- 
tive against  the  entire  spectrum  of 
pathogens.  Several  antimicrobial 
combinations  do  provide  a broad 
spectrum  of  activity  against  the 
major  pathogens  in  vitro,  but  many 
have  not  been  adequately 
evaluated  for  clinical  efficacy  in 
PID. 

Examples  of  Combination  Regimens 
with  Broad  Activity  against  Major 
Pathogens  in  PID 

Doxycycline:  100  mg,  IV,  twice  a 
day 

PLUS 

Cefoxitin : 2.0  g,  IV,  4 times  a day 

Continue  drugs  IV  for  at  least  4 
days  and  at  least  48  hours  after  pa- 
tient defervesces.  Continue  doxy- 
cycline 100  mg,  by  mouth,  twice  a 
day  after  discharge  from  the  hos- 
pital to  complete  10-14  days  of 
therapy. 

Comment : This  regimen  pro- 
vides optimal  coverage  for  N.  gon- 
orrhoeae,  including  PPNG,  and 
C.  trachomatis . It  may  not  provide 
optimal  treatment  for  anaerobes, 
pelvic  mass,  or  PID  associated  with 
an  intrauterine  device  (IUD). 

Clindamycin : 600  mg,  IV,  4 times 
a day 

PLUS 

Gentamicin  or  tobramycin:  2.0 
mg/kg,  IV,  followed  by  1.5  mg/kg. 


IV,  3 times  a day  in  patients  with 
normal  renal  function 

Continue  drugs  IV  for  at  least  4 
days  and  at  least  48  hours  after  pa- 
tient defervesces.  Continue  clin- 
damycin 450  mg,  by  mouth,  4 times 
a day  after  discharge  from  the  hos- 
pital to  complete  10-14  days  of 
therapy. 

Comment : This  regimen  pro- 
vides optimal  activity  against 
anaerobes  and  facultative  gram- 
negative rods,  but  may  not  provide 
optimal  activity  against  C.  tracho- 
matis and  N.  gonorrhoeae . 

Doxycycline:  100  mg,  IV,  twice  a 
day 

PLUS 

Metronidazole:  1 .0  g,  IV,  twice  a 
day 

Continue  drugs  IV  for  at  least  4 
days  and  at  least  48  hours  after  pa- 
tient defervesces.  Then  continue 
both  drugs  at  same  dosage  orally  to 
complete  10-14  days  of  therapy. 

Comment:  Provides  excellent 
coverage  for  anaerobes  and  C.  tra- 
chomatis. Both  drugs  can  be  con- 
tinued for  oral  therapy.  Activity 
against  some  strains  of  N.  gonor- 
rhoeae , including  PPNG,  and  some 
facultative  gram-negative  rods  is 
not  optimal. 

Ambulatory  Treatment 

When  the  patient  is  not  hospi- 
talized, one  of  the  following  com- 
bination regimens  is  recommended: 

Cefoxitin:  2.0  g,  IM,  OR  amoxicil- 
lin: 3.0  g,  by  mouth,  OR  ampicillin: 
3.5  g,  by  mouth,  OR  aqueous  pro- 
caine penicillin  G:  4.8  million  units, 
IM,  at  2 sites;  each  along  with  pro- 
benecid 1.0  g,  by  mouth 
FOLLOWED  BY 

Doxycycline:  100  mg,  by  mouth, 
twice  a day  for  10-14  days 

Tetracycline  HCI  500  mg,  by 
mouth,  4 times  a day  can  also  be 
used,  but  is  less  active  against  cer- 
tain anaerobes  and  requires  more 
frequent  dosing;  both  represent 
drawbacks  in  treatment  of  PID. 

Comment:  Cefoxitin  or  an  equi- 
valently effective  cephalosporin 
plus  doxycycline  (or  tetracycline) 
provides  activity  against  N . gonor- 
rhoeae, including  PPNG,  and 
C.  trachomatis . PPNG-associated 
PID  is  not  adequately  treated  with 
the  combination  of  either  amoxicil- 
lin, ampicillin,  or  aqueous  procaine 


penicillin  plus  doxycycline. 

Management  of  Sexual  Partners 

All  persons  who  are  sexual 
partners  of  patients  with  PID 
should  be  examined  for  STD  and 
treated  promptly  with  a regimen 
effective  against  uncomplicated 
gonococcal  and  chlamydial  infec- 
tion. 

Follow-up 

All  patients  treated  as  outpa- 
tients should  be  clinically 
reevaluated  in  48-72  hours.  Those 
not  responding  favorably  should  be 
hospitalized.  For  test  of  cure,  a 
culture  should  be  done  as  appro- 
priate for  pathogens  initially  iso- 
lated. 

Intrauterine  Device 

The  IUD  is  a risk  factor  for  the 
development  of  PID.  Although  the 
exact  effect  of  removing  an  IUD  on 
the  response  of  acute  salpingitis  to 
antimicrobial  therapy  and  on  the 
risk  of  recurrent  salpingitis  is  un- 
known, removal  of  the  IUD  is  rec- 
ommended soon  after  antimicrobial 
therapy  has  been  initiated.  When 
an  IUD  is  removed,  contraceptive 
counseling  is  necessary. 

Acute  Epididymo-orchitis 

Acute  epididymo-orchitis  has  2 
forms:  a sexually  transmitted  form 
usually  associated  with  urethritis 
and  commonly  caused  by  C.  tra- 
chomatis and/or  N.  gonorrhoeae 
and  a non-sexually  transmitted 
form  associated  with  urinary  tract 
infections  caused  by  Enterobacte- 
riaceae  or  Pseudomonas . Urine 
should  be  examined  by  Gram  stain 
and  culture  to  exclude  bacteruria  in 
all  patients,  including  those  with 
urethritis.  Testicular  torsion  is  a 
surgical  emergency  that  should  be 
considered  in  all  cases. 

Sexually  Transmitted 
Epididymo-orchitis 

Sexually  transmitted  epididymo- 
orchitis  occurs  in  young  adults  and 
is  associated  with  presence  of  ure- 
thritis, absence  of  underlying 
genitourinary  pathology,  and  ab- 
sence of  gram-negative  rods  on 
Gram  stain  of  urine. 

Drug  Regimens  of  Choice 

Tetracycline  HCF.  500  mg,  by 
mouth,  4 times  a day  for  at  least  10 
days 
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OR 

Doxycycline : 100  mg,  by  mouth, 
twice  a day  for  at  least  10  days 

Alternative  Regimens 

Alternative  regimens  have  not 
been  well  studied.  The  following 
regimens  can  be  considered  in  pa- 
tients who  cannot  tolerate  tetracy- 
cline: 

Gonococcal  urethritis  and  epidi- 
dymitis: 

Amoxicillin:  500  mg.  by  mouth,  3 
times  a day  for  at  least  10  days 

(For  epididymitis  caused  by 
PPNG,  clinical  experience  is  lim- 
ited, but  a 10-day  course  of  therapy 
with  oral  trimethoprim/sulfameth- 
oxazole or  parenteral  cefotaxime, 
cefoxitin,  or  spectinomycin  can  be 
used.) 

Nongonococcal  urethritis  and 
epididymitis: 

Erythromycin:  500  mg,  by 

mouth,  4 times  a day  for  at  least  10 
days 

Management  of  Sexual  Partners 

Sexual  partners  of  patients  with 
sexually  transmitted  acute  epidi- 
dymo-orchitis  should  be  examined 
for  STD  and  promptly  treated  with 
a regimen  effective  against  uncom- 
plicated gonococcal  and  chlamydial 
infection. 

Adjuncts  to  Therapy 

Bed  rest  and  scrotal  elevation 
until  fever  and  local  inflammation 
have  subsided  are  recommended. 

Follow-up 

Failure  to  improve  within  3 days 
requires  reevaluation  of  diag- 
nosis/therapy and  consideration  for 
hospitalization.  Persistence  of 
swelling  for  longer  than  1 month 
should  lead  to  evaluation  for 
tumor. 

Non-Sexually  Transmitted  Acute 
Epididymo-orchitis 

Management  includes  prompt 
administration  of  broad-spectrum 
antimicrobial  therapy.  Choice  of 
therapy  is  initially  dictated  by  the 
severity  of  infection  and  later  by 
results  of  urine  culture  and  sen- 
sitivity tests.  Evaluation  for 
underlying  urinary  tract  disease  is 
indicated.  Adjuncts  to  therapy  and 
follow-up  are  the  same  as  for  sexu- 
ally transmitted  epididymo-or- 
chitis. 


Common  STD  Syndromes  in 
Women 

There  are  3 common,  yet  less 
w ell  defined,  syndromes  associated 
with  STD  in  women.  Clinicians  are 
encouraged  to  familiarize  them- 
selves with  these  syndromes  be- 
cause they  cause  women  a great 
deal  of  discomfort  and  may  be  as- 
sociated with  important  pathogens. 
Vaginal  Discharge  Associated  with 
Gardnerella  Vaginalis  * 

This  syndrome  consists  of  non- 
irritating. odoriferous,  thin,  gray- 
ish-white vaginal  discharge;  ele- 
vated vaginal  pH  (greater  than  4.5); 
and  the  elaboration  of  malodorous 
amines  from  discharge  fluid  after 
alkalinization  with  KOH.  Micro- 
scopic examination  typically  re- 
veals the  absence  of  gram-positive 
rods  and  the  presence  of  small  coc- 
cobacillary  organisms  associated 
with  epithelial  cells  (so-called 
“clue  cells”).  It  is  now  believed 
that  gardnerellae  act  synergistically 
w ith  anaerobic  bacteria  to  produce 
the  syndrome. 

Treatment 

The  following  treatment  may  be 
used: 

Metronidazole:  500  mg,  by 
mouth,  twice  a day  for  7 days 

Alternative  Regimen 

Ampicillin:  500  mg,  by  mouth,  4 
times  a day  for  7 days  is  less  effec- 
tive but  is  suggested  for  pregnant 
patients  or  individuals  for  whom 
metronidazole  is  contraindicated. 

Asymptomatic  Carriers 

Treatment  is  not  recommended 
for  asymptomatic  carriers  of 
G.  vaginalis. 

Management  of  Sexual  Partners 

Treatment  of  male  sexual  part- 
ners is  controversial  and  may  be 
indicated  in  specific  instances  of 
recurrence  in  the  woman.  Avail- 
able data  suggest  that  either  metro- 
nidazole 500  mg.  by  mouth,  twice  a 
day  for  7 days  or  ampicillin  500  mg, 
by  mouth,  4 times  a day  for  7 days 
should  be  used. 

Mucopurulent  Cervicitis 

The  presence  of  mucopurulent 
endocervical  exudate  often  reflects 
cervicitis  due  to  chlamydial  or  gon- 

*  Formerly  called  Haemophilus  vaginalis  or  Cory  ne  bacte- 
rium vaginale. 


ococcal  infection.  Nongonococcal 
mucopurulent  cervicitis  responds 
to  tetracycline  therapy. 

Treatment 

1 . If  N.  gonorrhoeae  is  found  on 
Gram  stain  or  culture  of  endocervi- 
cal or  urethral  discharge,  treatment 
should  be  given  as  recommended 
for  uncomplicated  gonorrhea  in 
adults. 

2.  If  chlamydial  infection  is  pro- 
ven or  suspected,  treatment  should 
be  given  as  recommended  for 
chlamydial  infection  in  adults. 

Alternative  Regimens 

Alternate  regimens  have  not 
been  studied. 

Management  of  Sexual  Partners 

Men  exposed  to  women  with 
mucopurulent  cervicitis  attributed 
to  gonococcal  or  chlamydial  infec- 
tion should  be  evaluated  for  STD 
and  treated  as  recommended  for 
contacts  exposed  to  gonorrhea  or 
chlamydial  infection. 

Follow-up 

Posttreatment  cultures  are  indi- 
cated for  any  pathogen  (e.g., 
C.  trachomatis;  N.  gonorrhoeae) 
isolated  before  therapy. 

Urethral  Syndrome  (Dysuria-Fre- 
quency  Syndrome) 

Women  with  dysuria,  frequency, 
pyuria  (10  leukocytes  per  400  X 
Field  on  microscopic  examination 
of  urinary  sediment),  and  a nega- 
tive Gram  stain  of  unspun  urine 
have  the  acute  urethral  syndrome 
and  may  be  infected  either  with 
C.  trachomatis , with  N.  gonor- 
rhoeae, or  with  gram-negative 
bacilli  present  in  quantities  of  I02- 
104/ml.  Cultures  of  the  urethra  or 
urine  are  needed  to  clearly  differ- 
entiate these  agents  in  individual 
patients. 

Dysuria,  when  not  associated 
with  frequency,  may  be  due  to 
either  vaginitis  or  genital  herpes 
simplex  virus  infection,  and  pa- 
tients with  dysuria  alone  should  be 
evaluated  for  these  infections,  as 
well  as  those  outlined  above. 

Treatment  of  patients  with  sex- 
ually transmitted  urethral  syn- 
drome, management  of  their  sexual 
partners,  and  their  follow-up  are  as 
described  above  for  mucopurulent 
cervicitis. 
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RU-TUS 

Dispel  the  Clouds  of  Fall  an 

ru-tuss 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


ELI  EVERS 

Inter  Respiratory  Discomfort 


RIHUSS 

EXPECTORANT 

Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 

• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 
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To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distre 

RU-TUSS/RU-TUSS 

TABLETS  EXPECTORANT 

RU-TUSS®  RU-TUSS® 


Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25 

mg 

Phenylpropanolamine  Hydrochloride 

50 

mg 

Chlorpheniramine  Maleate 

8 

mg 

Hyoscyamine  Sulfate 

0.19 

mg 

Atropine  Sulfate 

004 

mg 

Scopolamine  Hydrobromide 

001 

mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response.  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant.  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism.  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time.  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria, 
palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. incoordination,  visual  disturbances,  mydriasis,  xerotomia.  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole 

HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc, 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  York  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  £< 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 
Phenylpropanolamine  Hydrochloride 
Pheniramine  Maleate 
Pyrilamine  Maleate 

Ammonium  Chloride  ; 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestant  and  i 
torant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  o i 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allerg  r 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergie: : 
congestion  and  cough  due  to  the  common  cold. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  c : 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhij 
contraindicated. 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthr : 
in  women  who  are  pregnant. 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patienl : 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectorc  i 
cause  drowsiness.  Patients  should  be  warned  of  the  possible  additive  effect  car  i 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  ve  i 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  | < 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease. 
Caution  should  also  be  used  in  patients  with  pulmonary  hepatic  or  renal  insufficie' ) 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  gic  i 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  sec  ( 
urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hypertensio : 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasi  ( 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigas 
tress,  hyperirritability,  nervousness,  and  insomnia.  Overdoses  may  cause  restlcv 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  ar  r 
convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hour;  3 
exceed  10  teaspoonfuls  in  any  24-hour  period. 

Children  6 to  12  years  of  age  fa  the  adult  dose,  not  to  exceed  6 teaspoonful:  (i 
24-hour  period.  Children  2 to  6 years  of  age  /i  teaspoonful  every  4 hours.  I 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age  : 
directed  by  a physician. 

HOW  SUPPLIED:  (16  ft  oz  ) 

Pint  Bottles  NDC  0524-tl 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 
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Toxic  Encounters 

A 

of  the  Dangerous  Kind 

J 

Historic  Paint 


Jorge  J.  Gonzalez,  M.D.,  and  Peter  C.  Ungaro,  M.D. 


MIDDLE  CLASS  SATURNISM 

This  month  we  are  pleased  to  welcome  a guest  contribution 
by  Drs.  Jorge  J.  Gonzalez  and  Peter  C.  Ungaro  from  the 
Department  of  Medicine,  University  of  North  Carolina  School 
of  Medicine  and  New  Hanover  Memorial  Hospital,  Wilming- 
ton, N.C.  Their  timely  article  is  entitled,  aptly,  “Historic 
Paint.”  Our  editor  reminds  us  that  short  case  reports,  such  as 
this,  will  be  welcomed. 

— R.B.M. 

A short  time  ago  we  had  the  opportunity  of  seeing  a 
patient  with  lead  intoxication  who  demonstrated  the 
risks  involved  in  tinkering  with  history.  This  60-year- 
old  white  male  was  admitted  in  a subacute  confusional 
state,  being  disoriented  to  time,  person  and  space  for 
several  days  before  admission.  Examination  revealed 
a confused  white  male  in  acute  distress.  Physical  ex- 
amination disclosed  bilateral  papilledema  and  moder- 
ate peripheral  neuropathy.  Laboratory  examination 
upon  admission  showed  a hemoglobin  of  10  g/dl  with 
normal  indices  and  RBC  basophilic  stippling  on 
peripheral  smear.  A serum  lead  was  markedly  ele- 
vated (230  ug/dl;  normal  less  than  40)  and  chelation 
with  1 g ethylenediaminetetraacetic  acid  (EDTA)  in- 
creased urine  lead  excretion  to  greater  than  16.6  mg/24 
hrs.  (normal  less  than  0.5  mg).  A course  of  five  days 
chelation  with  EDTA  resulted  in  disappearance  of  the 
papilledema  and  the  resolution  of  the  confusional 
state.1  It  was  then  learned  that  the  patient  had  worked 
as  a paint  remover  in  historical  homes.  He  used  a 
powerful  sander  and  had  completely  disregarded  the 
use  of  respirators  or  any  other  type  of  protective 
equipment.  He  stated  that  he  was  constantly  under  a 
“shower”  of  paint  flakes  that  his  sander  generated 
and  remarked  that  the  paint  tasted  like  “vanilla.”  His 
food  was  frequently  exposed  to  these  paint  flakes  and 
became  contaminated  before  its  consumption. 

It  is  well  known  that  old  paint  can  have  an  extremely 

From  the  Department  of  Medicine,  University  of  North  Carolina  School  of  Medicine  and 
New  Hanover  Memorial  Hospital,  Wilmington,  N.C. 

Reprint  requests  to  Dr.  Gonzalez  at  New  Hanover  Memorial  Hospital,  2131  South  17th 
St..  Wilmington.  N.C.  28402. 


high  content  of  lead  and  that  cases  of  subacute  and 
acute  lead  intoxication  occur  frequently  in  individuals 
working  on  “urban”  restoration  deleading  projects. 
This  report  of  a patient  with  subacute  lead  intoxication 
emphasizes  the  need  for  respiratory  protection  when 
removing  leaded  paint.  Considering  the  restoration 
fad  sweeping  our  state,  as  well  as  our  nation,  “do  it 
yourselfers”  would  be  well  advised  to  seek  profes- 
sional advice  in  the  selection  of  respirators  and  masks 
that  would  protect  them  from  lead  intoxication  during 
restoration  work.  The  paint  particles  generated  by 
paint  removal,  especially  by  sanding,  can  be  absorbed 
through  the  respiratory  system  and  produce  intoxica- 
tion. The  Division  of  Occupational  Hygiene  of  the 
Massachusetts  Department  of  Public  Health  has 
reported  that  five  minutes  of  sanding  of  an  inside 
window  sill  results  in  seeding  the  air  with  0.55  mg 
lead/ me3.2  This  concentration  is  far  above  the  limit  for 
which  respiratory  protection  is  recommended.  A sim- 
ple respirator  would  avoid  such  unfortunate  “toxic 
encounters.” 

COMMENT 

We  are  all  aware  by  now  of  the  movement  of  some 
people  back  into  the  city  and  out  of  the  suburbs.  This 
often  involves  the  restoration  of  older  dwellings, 
many  of  which  have  lead-based  paint  on  the  walls, 
doorjambs  and  frames,  woodwork  and  window  sills. 
To  pay  someone  to  do  this  for  you  can  be  quite  ex- 
pensive so  many  back-to-the-city  people  attempt  to 
abate  the  lead-based  paint  themselves.  This  exercise 
can  be  less  expensive,  more  tiring  and  infinitely  more 
dangerous  than  hiring  the  few  experts  available  in  this 
field.  Merely  painting  over  the  lead-based  painted 
surfaces  is  unacceptable.  The  more  common  methods 
that  are  acceptable  are:  (1)  scraping  and  sanding.  (2) 
utilizing  solvents  to  remove  the  paint  and  (3)  heating 
or  (4)  covering. 

(1)  Scraping  and  sanding  unquestionably  requires 
(Continued  on  page  847) 
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WHO  KNOWS  A 
PHYSICIAN’S 
PROFESSIONAL 
LIABILITY  NEEDS  BETTER? 


Another  physician,  of  course. 

That  is  why  Medical  Mutual 
Insurance  Company  of  North 
Carolina  (MM1C),  is  a physician 
owned  and  directed  company.  Our 
Board  of  Directors  consists  of  18 
physicians,  all  members  of  the  North 
Carolina  Medical  Society.  Currently 
MM1C  insures  approximately  80%  of 
North  Carolina’s  physicians  and 
surgeons  in  private  practice. 

We  offer  our  insured  physicians: 

• limits  of  up  to  $5,000,000 

• active  risk  management  program 
providing  seminars  throughout 
the  state 

• experienced  judicious  claims 
service 

• participation  in  the  company 
through  a Board  of  Directors 
elected  entirely  by  policyholders 
and  guaranty  capital  holders 


i 

Medical  Mutual  Insurance  Company  of  North  Carolina 
and  Medical  Insurance  Agency 

222  N.  Person  Street,  P.O.  Box  27444  Raleigh,  North  Carolina  27611 
Phones:  Raleigh  828  9334  or  Statewide  1-800-662-7917 


the  most  physical  labor.  In  addition,  this  method 
mandates  the  use  of  a respirator  at  all  times  during  the 
procedure  as  well  as  the  use  of  goggles  and  protective 
clothing.  One  can  only  imagine  the  amount  of  lead 
containing  dust  that  accumulates;  dust  collectors  and 
proper  ventilation  are  a must. 

(2)  Using  solvents,  such  as  methylene  chloride,  to 
remove  the  paint  is  even  more  frightening.  The  dan- 
gers involved  with  this  method  include  the  inhalation 
of  toxic  vapors,  bums,  fires  and  explosions.  The  sol- 
vents merely  soften  the  paint  after  which  sanding  is 
required.  The  minimal  safety  requirements  for  this 
method  are  skill  in  proper  solvent  use.  a respirator 
designed  for  specific  protection  against  organic 
vapors,  impervious  gloves,  goggles  and  protective 
clothes  as  well  as  proper  ventilation  and  a supply  of 
fire  extinguishers. 

(3)  If  you  decide  to  use  heat  to  remove  the  leaded 
paint  you  must  worry  about  the  great  danger  resulting 
from  the  inhalation  of  lead  fumes.  These  fumes  are 
very  toxic  even  when  inhaled  in  small  concentration. 
Apparently  lead  is  absorbed  in  much  greater  quan- 
tities by  the  respiratory  route  than  when  it  is  ingested. 
The  heat  supply  used  is  either  from  a gas-fired  torch, 
an  infra-red  lamp  or  an  electric  heat  gun.  The  threat  of 
fire  and/or  fumes  is  the  big  worry  here.  The  heating 
method  is  thought  to  be  the  most  dangerous  in  terms  of 
poisoning  the  lead-removers  and  the  occupants  of  the 
dwelling.  The  minimal  requirements  for  someone  who 
chooses  this  method  are  skill  in  the  use  of  the  particu- 
lar heating  device,  a respirator  approved  by  the  U.S. 
Bureau  of  Mines,  goggles,  protective  clothing,  fire 
extinguishers  and  an  open  phone  line  to  the  nearest 


fire  department.  The  experts  claim  that  the  heat 
source  should  only  be  used  to  soften  the  paint  and  then 
the  paint  scraped  off;  this  is  much  safer. 

(4)  Covering  the  lead-based  painted  surfaces  is 
probably  the  way  I would  go  if  I had  to  do  it  myself. 
This  method  is  less  expensive,  safer  and  more  accept- 
able than  any  of  the  other  methods.  One  could  use 
such  coverings  as  hardboard,  plywood  paneling, 
wallboard.  fiberglass,  vinyl  wall  covering,  etc.  These 
coverings  must  be  properly  secured  to  the  walls  as 
well  as  be  vermin-proof,  fire  resistant  or  retardant. 
The  woodwork,  if  painted  with  a lead  base  paint,  must 
be  stripped  or  scraped  to  bare  wood  and  then  painted  if 
one  wishes,  but  only  with  non-leaded  paint.  Loose 
putty  that  is  leaded  must  be  removed  and  replaced. 
Needless  to  say.  when  you  finish  de-leading  you  must 
dispose  of  the  dumb  stuff.  All  lead  debris  should  be 
placed  in  plastic  bags  and  sealed  and  taken  to  a sani- 
tary land  fill. 

All  of  this  has  made  me  very  tired  just  to  think  about 
it.  Why  would  anybody  want  to  move  back  into  an  old 
city  anyway? 

Ronald  B.  Mack,  M.D. 

Associate  Professor  of  Pediatrics 
Bowman  Gray  School  of  Medicine  and 
Chairman,  Committee  on  Accidents 
and  Poison  Prevention 
N.C.  Chapter  of  the  American  Academy 
of  Pediatrics 
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CHARLES  DICKENS  [1812-1870] 

Mr.  Bayham  Badger,  who  had  a good  practice  at  Chelsea,  and  attended  a large  public  Institution  besides  . . . 
was  a pink,  fresh-faced,  crisp-looking  gentleman,  with  a weak  voice,  white  teeth,  light  hair,  and  surprised  eyes: 
some  years  younger.  I should  say.  than  Mrs.  Bayham  Badger.  He  admired  her  exceedingly,  but  principally,  and 
to  begin  with,  on  the  curious  ground  (as  it  seemed  to  us)  of  her  having  had  three  husbands. 

Bleak  House,  Ch.  13 
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Mandala  Center  is  . . . 


A JCAH  accredited  75  bed  psychiatric  hospital  treating  all 
categories  of  emotional  and  mental  dysfunctioning. 

Three  distinct  programs  are  administered  by  multidisci- 
plinary treatment  teams  under  the  direction  of  psychiatrists: 

• Adolescent  program  — designed  to  bring  about  emo- 
tional growth  and  change  in  young  people  with  empha- 
sis on  family  therapy. 

• Intensive  treatment  program  — offering  specialized, 
individualized  treatment  for  more  severely  disturbed 
patients. 


• Adult  therapy  program  — a psycho-educational  ap- 
proach to  treatment  for  adults  experiencing  a wide 
range  of  emotional  problems. 

Mandala  Center  Hospital  and  its  new  Activities  Therapy 
Center  are  located  on  a fifteen  acre  suburban  site  in  Win- 
ston-Salem. 

Patients  may  be  admitted  upon  referral  by  a physician  or 
other  professional.  Evaluation  and  admission  may  be  ar- 
ranged through  any  member  of  the  medical  staff  or  by  calling 
our  admissions  office. 


A Place  of  Discovery  and  Recovery 


MANDALA  CENTER,  INC. 

A Psychiatric  Hospital 
Member  of  Charter  Medical  Corporation 

3637  Old  Vineyard  Road 
Winston-Salem,  N.C.  27104 
(919)  768-7710 

For  Information,  please  contact: 
Harold  W.  Small,  Administrator 


MEDICAL  STAFF 


David  B.  Marcotte,  M.D.,  Medical  Director 
Bruce  W.  Rau,  M.D. 

Roger  L.  McCauley,  M.D. 

Larry  T.  Burch,  M.D. 

Robert  W.  Gibson.  Jr.,  M.D 
James  O.  Mattox,  Jr.,  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D 
Ali  Jarrahi,  M.D. 

Edward  H.  Weaver,  M.D. 


MEMBERS  OF: 

Federation  of  American  Hospitals 
N.C  Hospital  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 
Medicare,  Medicaid  approved 


Editorials 

V J 


LEAD:  HAZARDOUS  TO  YOUR  HEALTH 

One  of  the  great  satisfactions  in  the  practice  of 
medicine  lies  in  making  the  correct  diagnosis,  then 
treating  the  patient  quickly  and  effectively.  The  more 
unusual  the  problem,  the  rarer  the  disease,  the  greater 
the  satisfaction,  and  the  more  likely  a case  report. 
Some  triumphs  must  be  shared,  particularly  when 
others  might  benefit. 

Cases  of  poisoning,  intentionally  or  accidentally, 
are  particularly  satisfying  when  solved,  as  witness  the 
thriving  trade  in  novels  of  detection  and  in  clinical 
pathological  conferences.  What  is  better  testimonial 
to  the  value  of  preparing  the  mind  than  making  the 
observation  missed  by  others,  the  transformation  of 
trivia  to  happy  outcome. 

Lead  poisoning  has  long  been  a favorite  diagnostic 
suspicion,  particularly  when  the  patient  works  for 
a battery  factory,  chews  paint  on  a crib  or  prefers 
white  to  tax-paid  liquor.  Not  surprisingly,  Benjamin 
Franklin  was  one  of  the  first  Americans  to  be  con- 
cerned about  lead  poisoning  attributing  it  to  1 'a  metal- 
lic cause  only;  observing  that  it  affects,  among 
tradesmen,  those  who  use  lead,  however  different 
their  trades:  as  glaziers,  letter-founders,  plumbers, 
potters,  white-lead  makers,  and  painters.”1  He  is  re- 
puted to  have  recognized  the  intoxication  in  an  avid 
drinker  of  rum,  appreciating  that  the  pipes  involved  in 
the  transformation  of  molasses  were  of  lead,  a process 
to  be  repeated  again  and  again  in  our  own  North  Caro- 
lina hills  and  swamps  as  lead  radiators  replaced  cop- 
per in  the  preparation  of  white  lightning. 

Bird  and  his  colleagues2  have  recently  contributed 
yet  another  example  of  the  mysterious  behavior  of 
lead  and  why  ignorance  is  really  not  bliss.  It  seems 
that  a rather  nomadic  husband  and  wife  suffered  from 
sporadic  neuropathy,  abdominal  difficulties  and 
anemia  which  led  first  to  the  diagnosis  of  acute  inter- 
mittent porphyria  in  the  wife.  Eventually,  the  correct 
diagnosis  of  lead  poisoning  was  made  and  the  couple 
adequately  treated.  Their  difficulties  were  traced  to 
the  purchase  in  Italy  of  a lot  of  earthenware  pottery 
with  a clear  gaze.  The  pottery  was  heavily  leaded  and 
poisoning  resulted  because  each  patient  when  at  home 
had  drunk  eight  cups  of  coffee  a day  from  an  earthen- 
ware vessel. 

The  authors  stress  three  points  in  their  comment. 
The  first  was  that  acute  intermittent  porphyria  and 
lead  poisoning  cannot  be  distinguished  historically  or 
by  the  physical  examination.  Secondly,  the  diagnosis 
once  suspected  can  be  easily  confirmed  by  pertinent 
laboratory  studies.  Finally,  lead  poisoning  from 
earthenware  remains  an  important  worldwide 
epidemiological  problem.  It  has  certainly  been  so  for 


centuries,  serious  enough  to  allow  speculation  that 
Rome  declined  because  its  ruling  class  drank  too  much 
wine  from  too  many  contaminated  containers. 

They  might  have  added  a fourth  point,  perhaps  too 
mundane  for  the  usual  case  report:  eight  cups  of  coffee 
a day  can  be  hazardous  to  your  health,  lead-free  or 
not. 

J.H.F. 
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MILK 

’ Milk  - of  human  kindness 

- and  honey,  land  of 

- sop 

- toast 

- train 

Cream  - as  rich  as 

May  28  was  the  last  day  for  home  delivery  of  milk  in 
our  town.  One  by  one  our  dairies  dropped  out  as  their 
routes  grew  longer  and  their  customers  fewer.  It  is 
cheaper  under  OPEC  to  rely  on  supermarkets  and 
convenience  stores  than  to  maintain  a tradition  at  a 
loss.  We  do,  after  all,  live  in  a post-industrial  society 
with  provisions  only  in  memory  for  the  horse  drawn 
milk  wagon  and  the  early  morning  milk  and  mail  train. 
Why  should  not  the  milk  truck  go  the  same  way?  In  an 
earlier  time,  the  family  cow,  demanding  to  be  milked 
every  day,  marked  our  agricultural  society,  either  on 
the  farm  or  gone  to  town  but  bringing  cow,  barn  and 
garden. 

By  one  of  those  coincidences  beloved  by  the  edito- 
rial writer.  May  29,  the  day  after  we  lost  our  delivery, 
was  National  Dairy  Day,  so  sanctioned  by  our  Secre- 
tary of  Agriculture,  Mr.  Block.  Among  other  ex- 
pressions of  loyalty  to  the  industry  was  the  displaying 
of  the  world's  largest  cheese  sandwich  and  the  world’s 
largest  bovine  balloon.  The  festivities  began,  how- 
ever, on  May  28  with  a milk-punch  and  cheese  recep- 
tion, presumably  in  Washington. 

The  politics  of  milk1  certainly  dictate  that  the  re- 
ception should  have  been  held  in  our  nation's  capital. 
There  are  two  major  federal  programs  to  help  the  milk 
industry:  the  marketing-order  and  the  price-support 
systems,  judged  politically  and  economically  neces- 
sary for  dairy  farmers  by  our  legislators  who  have 
increased  milk-support  prices  and  government  pur- 
chases of  milk  products  as  consumption  has  de- 
creased. That  is  where  all  that  surplus  cheese  being 
dispensed  to  the  needy  comes  from. 

Why  are  we  drinking  less  milk,  forcing  our  govern- 
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Pinworms  work 
the  night  shift 


/ 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Pul  pinworms 
out  of  work... 


Promptly  paralyzes 
linworms  and  roundworms 

mtiminth®  (pyrantel  pamoate) 
ias  a unique,  rapid  immobilizing 
ffect  on  worms.  Unlike  meben- 
lazole,  which  blocks  glucose 
iptake — slowly  “starving” 
idminths  to  death — Antiminth 
[uickly  acts  on  the  neuro- 
nuscular  junction  to  promptly 
laralyze  parasites. 

97%  efficacy 
with  a single  dose 

t single  dose  of  Antiminth 
ielivers  rapid  clinical  and  parasi- 
ological  cures,  “Single  doses. . . 
bowed  high  overall  efficacy 
gainst  Enter obius  vermicularis 
97.2%)  and  Ascaris 
umbricoides  (97.5%)!’1 

Simple, 

well  tolerated  therapy 

\ntiminth  offers  ease  of  adminis- 
ration  and  patient  tolerance. 

‘. . . when  compared  to  the  other 
single  dose  agents  available, 
Antiminth]  has  the  advantage  of 
oeing  non- staining  and  may  be 
netter  tolerated.”2 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
oral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases— 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SOOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co.,  Inc.,  New 
York,  1980,  p.  1032. 
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ment  into  declaring  cheese  dividends?  Presumably 
because  milk,  once  a nutritious  friend  rich  in  almost 
everything  but  iron,  has  in  the  last  20  or  30  years 
become  a dietary  villain,  attacking  us  with  fat  to  hard- 
en our  arteries  and  soften  our  senses.  Television, 
too,  plays  its  inevitable  role:  bringing  news  of  great, 
new  life-expanding  soft  drinks  and  fashionable  light 
beer,  beloved  by  athletes  who  used  to  drink  milk  to 
ensure  strong  bones  and  sound  teeth.  This  calorie 
consciousness  hasn’t  made  us  any  skinnier  but  it  has 
allowed  us  to  assuage  our  consciences  by  banishing 
milk  from  our  table  and  refrigerator. 

The  competition  has  been  keen  and  the  dairy  folks 
who  used  to  say  “You  can  whip  our  cream  but  you 
can’t  beat  our  milk’’  have  even  lost  out  at  the  coffee 
break  where  non-dairy  creamers  and  synthetic 
sweeteners  reign.  This  defeat  may  be  partly  the 
dairyman’s  own  doing.  Remember  the  old  wasp- 
wasted,  busty  milk  bottle  which  let  cream  rise  to  the 
top  for  easy  access.  This  attraction  was  lost  forever  by 
homogenizing  and  by  the  introduction  of  new,  modern 
milk  cartons  so  that  the  old  song  which  demanded  that 
the  “milkman,  keep  those  bottles  quiet’’  can  hardly  be 
understood  in  contemporary  America. 

But  this  nostalgic  romp  needs  some  points  of  medi- 
cal reference  other  than  cholesterol.  So  let  us  look 
back  again  to  the  time  of  the  milk  wagon  and  to  the 
birth  of  bacteriology.  The  horse  is  gone  from  our 
streets  and  with  it  tetanus  is  almost  unheard  of  and  we 
recognize  in  pasteurization  both  the  father  of  bac- 
teriology and  the  process  that  makes  it  possible  for  us 


to  worry  about  butterfat  and  to  think  no  more  of 
brucellosis  and  bovine  tuberculosis.  And  without  the 
bacteriology  of  milk  with  its  coliform  counts,  where 
would  we  be  diagnostically  and  therapeutically  in 
handling  urinary  tract  infection?  Because  we  use 
standardized  dairy  loops  in  the  quantitative  culturing 
of  urine. 

Milk’s  day  is  hardly  done,  however,  although  many 
of  the  world’s  peoples  are  deficient  in  intestinal  lac- 
tase. Milk  is  a valuable  source  of  protein;  it  provides 
calcium  in  abundance  and  is  easily  and  relatively 
cheaply  (despite  our  federal  programs)  available. 
Some,  in  fact  many,  people  say  it  is  good  and  still  like 
it  better  than  beer,  soft  drinks  or  coffee.  And  milk  is  a 
symbol,  usually  of  prosperity,  of  beneficence  and 
bounty.  Even  milk  sop  and  milk  toast  are  not  deroga- 
tory to  the  liquid,  simply  to  people  who  seem  more 
childlike  than  adult.  And  children  do  need  milk  as 
nature  has  obviously  decreed. 

Perhaps  Robert  Louis  Stevenson  summed  it  up  best 
for  children  — and  for  their  parents  — 

The  friendly  cow,  all  red  and  white, 

I love  with  all  my  heart. 

She  gives  me  cream  with  all  her  might 
To  eat  with  apple  tart 

Let  us  hope  that  the  balloon  was  red  and  white. 

J.H.F. 

Reference 

I . Milk:  Could  it  taste  better?  Could  it  cost  less?  Consumers  Reports  1982;47:286-294. 
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New  Members 


BUNCOMBE 

Lorenzo.  Luisa  Almedia,  (EM)  1812  Hendersonville  Road.  Ashe- 
ville 28803 

DAVIDSON 

Shriver,  Alan  Ward,  (R)  Rd.  #9.  Box  483,  Lexington  27292 

DURHAM-ORANGE 

Douglas,  William  Ladell,  2609  Carver  Street,  Durham  27704 
McCracken,  J.  Stuart.  2609  N.  Duke  St.  #203,  Durham  27704 

HERTFORD 

Kahn,  Robert  Charles,  (GS)  416  Circle  Drive,  Ahoskie  27910 


What?  When?  Where? 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I credit  toward  the  AMA’s  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A credit.  Where  AAFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated.  2.  The  ‘‘place”  and  “sponsor”  are  indicated 
for  a program  only  when  these  differ  from  the  place  and  source  to 
write  “for  information.” 

In  State 
January  9-12 

“Advanced  Clinical  Teaching  Skills” 

Place:  Rougemont 

Credit:  20  hours 

Info:  Katharine  Munning,  Ph.D.,  Duke-Watts  Family  Medicine 

Program,  407  Crutchfield  Street,  Durham,  NC  27704.  919- 
471-2571 

January  12 

“The  Investigation  of  Sudden  Death — Beginning  at  the  Scene" 
Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

January  14,  15  & 16 

“Clinical  Hypnosis  and  Habit  Control” 

Place:  Durham 

Fee:  $150 

Credit:  16  hours 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-2118 

January  22 

“Fourth  Annual  Pulmonary  Disease  Update” 

Place:  Greenville 

Fee:  $50 


Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville,  NC 

27834,  919-758-5200 

January  24-26 

“Getting  Started  in  Medical  Computing” 

Place:  Durham 

Credit:  20  hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center,  Box  3306,  Durham,  NC 
27710,  919-684-6485 

January  27 

“The  Fourth  Duke  Cardiology  Seminar" 

Place:  Durham 

Credit:  6.5  hours 

Info:  Judy  Berry,  Division  of  Cardiology,  Box  31211,  Duke  Uni- 

versity Medical  Center,  Durham,  NC  27710,  919-684-2255 

February  9 

“Biological  Aspects  of  Child  Psychiatry” 

Place:  Greenville 

Fee:  $25 

Credit:  3 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D.,  PO  Box  7224,  Greenville  NC 

27834,  919-758-5200 

February  14-18 

“Microsurgery  Workshop” 

Place:  Durham 

Fee:  $600  ($550  for  Resident  in  Training) 

Credit:  40  hours 

Info:  Donald  Serafin,  M.D.,  PO  Box  3372.  Duke  University 

Medical  Center,  Durham,  NC  27710 

February  20-23 

“Improving  Residency  Rotations:  Curriculum  Planning  and 
Negotiations” 

Place:  Rougemont 

Credit:  20  hours 

Info:  Katharine  Munning,  Ph.D.,  Duke-Watts  Family  Medicine 

Program,  407  Crutchfield  Street,  Durham,  NC  27704.  919- 
471-2571 


woocihill 

A DIVISION  OF  APPALACHIAN  HALL 

Located  in  the  beautiful  mountains  of  Western 
North  Carolina,  Woodhill  offers  a complete 
and  comprehensive  28-day  treatment  program 
for  the  chemically  addicted.  Included  are: 
detoxification,  individual  and  group  psycho- 
therapy, education  groups,  psychodrama, 
weekly  family  involvement,  as  well  as  a variety 
of  activities.  Integration  into  Alcoholics 
Anonymous  and  Al-Anon  along  with  a com- 
prehensive aftercare  program  is  provided. 
Additionally,  the  Woodhill  team  works 
closely  with  Employee  Assistance  Program 
managers  and  supervisors.  Appalachian  Hall  is 
JCAH  accredited  and  is  recognized  by  Blue 
Cross,  Champus,  Medicare,  and  other  major 
insurance  companies.  For  further  informa- 
tion please  write  or  call  us  at: 

P.O.  Box  5534  Asheville,  N.C.  2881  3 
(704)  253-3681 
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February  21-23 

“Selected  Topics  For  the  Practicing  Clinician" 

Place:  Durham 

Credit:  24  hours,  AAFP  applied  for 

Info:  Cindi  Easterling,  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center,  Box  3306,  Durham,  NC 
27710,  919-684-6485 

January  & February 

“l$t  District  Medical  Society  Post  Graduate  Course” 

Place:  Edenton,  Elizabeth  City  and  Ahoskie 

Credit:  12  hours.  AAFP  applied  for 

Info:  W.  B.  Wood,  M.D.,  Director  CME,  231  MacNider  202H, 

UNC  School  of  Medicine,  Chapel  Hill,  NC  27514,  919- 
962-2118 

March  3-5 

“Diving  Accident  and  Hyperbaric  Oxygen  Treatment” 

Place:  Durham 

Fee:  $280 

Credit:  22  hours 

Info:  Yancey  Mebane,  M.D.,  Duke  University  Medical  Center, 

Box  3823.  Durham,  NC  27710.  919-684-5514 

March  9 

“Family  Medicine  and  the  Elderly  Patient” 

Place:  Greenville 

Fee:  $50 

Credit:  6 hours,  AAFP  applied  for 

Info:  Edwin  W.  Monroe,  M.D..  PO  Box  7224,  Greenville,  NC 

27834.  919-758-5200 


Info:  Katharine  Munning,  Ph.D..  Duke-Watts  Family  Medicine 

Program.  407  Crutchfield  Street.  Durham.  NC  27704  919- 
471-2571 


Out  of  State 
January  8-15 

“1983  CME  Cruise/Conference  on  Medical-Legal  Issues” 

Place:  Puerto  Rico,  St.  Thomas,  Nassau 

Credit:  18  hours 

Info:  International  Conference.  Suite  C.  189  Lodge  Avenue, 

Huntington  Station.  NY  11746 

January  10-12 

"The  Brain.  Biochemistry,  and  Behavior-6th  Arnold  O.  Beckman 
Conference  in  Clinical  Chemistry” 

Place:  Tarpon  Springs,  Florida 

Credit:  14.5  hours 

Info:  Dr.  Robert  Habig.  Duke  University  Medical  Center.  Box 

2902.  Durham.  NC  27710.  919-684-3905 

January  30-February  5 

“First  Annual  Duke  Winter  CME:  The  Prevention  and  Treatment 
of  Surgical  Infections” 

Place:  Nassau.  Bahamas 

Credit:  25  hours 

Info:  Cindi  Easterling,  Office  of  Continuing  Medical  Education. 

Duke  University  Medical  Center.  Box  3306,  Durham.  NC 
27710,  919-684-6485 


March  9-12 

"Internal  Medicine  1983” 

Place:  Chapel  Hill 

Fee:  $175 

Credit:  25  hours.  AAFP  applied  for 

Info:  W.  B.  Wood.  M.D.,  Director  CME.  231  MacNider  202H. 

UNC  School  of  Medicine,  Chapel  Hill.  NC  27514,  919- 
962-2118 

March  27-30 

“Administrative  Shells:  Faculty  as  Managers” 

Place:  Rougemont 

Credit:  20  hours 


PULMONARY  DIAGNOSTIC 
TESTING 

FROM  ROUTINE  SPIROMETRY 
TO  COMPLETE  PULMONARY 
FUNCTION  STUDIES 


• Arterial  Blood 

Gases 

■ Spirometry 

■ Diffusion  Testing 

• Lung  Volumes 


-FAST,  jACyURATE 

RESULTS 

-QUALIFIED  RESPIRATORY 

THERAPISTS 
L-PHYSICIAN  SUPERVISED 


For  more  information  call--  17041  332-8082 


February  17-21 

“Pediatrics  in  Puerto  Rico:  The  1 0th  Annual  Pediatric  Symposium 
of  Children’s  Hospital  National  Medical  Center” 

Place:  Puerto  Rico 

Info:  Susan  Weiss.  Children's  Hospital  National  Medical  Cen- 

ter. 1 1 1 Michigan  Avenue,  NW,  Washington.  DC  20010, 
202-745-3000 

February  21-23 

"Gold  Coast  Seminar:  Surgery” 

Place:  West  Palm  Beach.  Florida 

Credit:  8 hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education, 

Duke  University  Medical  Center.  Box  3306.  Durham.  NC 
27710,  919-684-6485 

February  24-25 

“Second  Annual  Perspectives  on  New  Diagnostic  and  Therapeutic 
Techniques  in  Clinical  Cardiology” 

Place:  Lake  Buena  Vista,  Florida 

Info:  American  College  of  Cardiology,  9111  Old  Georgetown 

Road,  Bethesda,  Md  20814 

February  28-March  4 

“Annual  Meeting  of  The  US-Canada  International  Academy  of 
Pathology" 

Place:  Atlanta,  Georgia 

Info:  Dr.  Nathan  Kaufman.  I 103  Chefee  Avenue.  Augusta,  Ga 

30904 

March  7-9 

“Gold  Coast  Seminar:  Pediatrics” 

Place:  West  Palm  Beach.  Florida 

Credit:  8 hours 

Info:  Cindi  Easterling.  Office  of  Continuing  Medical  Education. 

Duke  University  Medical  Center.  Box  3306.  Durham,  NC 
27710.  919-684-6485 

April  18-29 

(Application  deadline  February  2) 

“Clinical  Cytopathology  for  Pathologists” 

Place:  Baltimore,  Maryland 

Credit:  125  hours 

Info:  John  K.  Frost.  M.D.,  1 10  Pathology  Building.  The  Johns 

Hopkins  Hospital,  Baltimore,  Md  21205 

The  items  listed  in  this  column  cover  the  three  months  immedi- 
ately following  the  month  of  publication.  Requests  for  listing  should 
be  received  by  “WHAT?  WHEN?  WHERE?”.  P.O.  Box  27167, 
Raleigh  2761 1 . two  months  prior  to  the  month  in  which  they  are  to 
appear. 
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North  Carolina 
Medical  Society  Auxiliary 

REPORT  FROM  THE  CONVENTION  — 1982 

Marguerite  E.  Tracy,  chairman  of  the  North  Caro- 
lina delegation,  sent  the  following  information  con- 
cerning the  National  AMA  Auxiliary  Convention  held 
in  Chicago  in  June. 

North  Carolina  was  voted  the  “Best  in  the  Nation” 
for  publications  in  all  areas,  including  the  Tarheel 
Tandem,  Guide  Posts,  the  President’s  Letter  and  all 
state-level  publications.  Anne  Hubbard,  former 
president  of  the  North  Carolina  Auxiliary,  was  elected 
to  the  House  of  Delegates  as  a Southern  representa- 
tive on  the  nominating  committee  for  1983.  She  was 
elected  without  advance  preparation  or  any  planned 
public  relations,  an  indication  of  the  admiration  felt 
toward  Anne  by  the  assembled  delegates. 

The  60th  anniversary  of  the  AMA  Auxiliary  was 
celebrated  at  the  national  meeting  which  was  attended 
by  348  delegates.  Featured  speakers  included  Rep. 
Lynn  M.  Martin,  a Republican  from  Illinois;  Rhea 
Seddon,  M.D.,  a physician  and  astronaut;  and  Carol 
Nadelson,  M.D.,  professor  and  vice  chairman  of  the 
Department  of  Psychiatry  at  Tufts  University  School 
of  Medicine. 

The  auxiliary  raised  more  than  $2  million  for  the 
American  Medical  Association  Education  and  Re- 
search Foundation  (AMA-ERF)  in  1982.  This  program 
has  produced  $100,000,000  in  student  aid  loans  since 
1962. 

Anita  D.  Taylor,  Winston-Salem,  N.C. 


News  Notes 


The  Bowman  Gray 
School  of  Medicine 
Wake  Forest  University 

The  Bowman  Gray/Baptist  Hospital  Medical  Cen- 
ter is  completing  its  first  year  of  performing  intracoro- 
nary thrombolysis,  a procedure  aimed  at  limiting  the 
damage  done  to  heart  muscle  by  a heart  attack. 

The  procedure  identifies  a clot  which  is  responsible 
for  the  heart  attack  by  clogging  one  of  the  three  coro- 
nary arteries,  and  then  involves  an  attempt  to  dissolve 
the  clot  with  the  drug  streptokinase. 

According  to  criteria  used  at  the  medical  center, 
intracoronary  thrombolysis  must  begin  within  four 
hours  of  the  onset  of  heart  attack  symptoms. 

In  nearly  a year  of  doing  the  procedure,  seven  pa- 
tients underwent  intracoronary  thrombolysis.  In  five 
of  the  patients,  the  clot  responsible  for  the  individual's 


heart  attack  was  dissolved,  blood  flow  to  heart  muscle 
was  improved  and  each  of  the  five  eventually  was 
discharged  without  complication  resulting  from  the 
procedure.  The  remaining  two  patients  had  blockages 
which  could  not  be  dissolved  and  received  conven- 
tional treatment  in  the  coronary  care  unit. 

The  question  still  facing  medical  center  doctors  is 
how  successful  is  the  procedure  in  limiting  damage 
done  to  the  heart  muscle.  The  physicians  also  want  to 
determine  if  the  long-term  outlook  for  patients  under- 
going the  procedure  is  better  than  for  those  heart 
attack  victims  who  undergo  conventional  treatment. 


What  may  have  been  a prototype  continuing  educa- 
tion meeting  was  held  at  the  Bowman  Gray  School  of 
Medicine  in  September.  The  meeting,  entitled  “Clini- 
cal Skills  Workshops  and  Review,”  was  sponsored  by 
the  school  and  its  Department  of  Family  and  Com- 
munity Medicine. 

The  five-day  meeting  concentrated  its  attention  on 
providing  participants  with  a wide  variety  of  hands-on 
experiences  rather  than  using  the  more  standard 
seminar  approach  of  most  continuing  education  pro- 
grams. 

Physicians  from  as  far  away  as  Michigan  and  Texas 
participated. 

Most  of  each  day's  activities  for  the  participants 
involved  taking  part  in  skill  workshops  on  such  topics 
as  exercise  stress  testing,  management  of  common 
eye  injuries,  pulmonary  function  testing  and  real  time 
scanning. 

Events  began  at  8 a.m.  and  ended  at  9 p.m.  The 
concentration  on  workshops  rather  than  just  seminars 
was  felt  to  provide  the  participants  with  an  extra  de- 
gree of  skills  which  should  prove  immediately  useful 
in  their  daily  practice  of  medicine. 


An  assistant  professor  and  five  instructors  have 
been  appointed  to  the  fulltime  faculty  at  Bowman 
Gray. 

Dr.  Judith  O.  Hopkins  has  been  appointed  assistant 
professor  of  medicine  (hematology/oncology).  She  is  a 
graduate  of  the  University  of  Richmond  and  received 
the  M.D.  degree  from  the  University  of  Virginia 
School  of  Medicine.  She  completed  residency  training 
and  a fellowship  in  oncology  at  North  Carolina  Baptist 
Hospital. 

Her  primary  research  interest  is  the  use  of  plasma 
exchange  in  treating  cancer  patients.  She  is  assistant 
director  of  Bowman  Gray’s  plasmaphoresis  labora- 
tory. 

The  new  instructors  are  Dr.  Wilson  C.  Beamer, 
anesthesia  (critical  care  medicine)  and  surgery 
(emergency  medical  services);  Dr.  Joseph  M.  (Mac) 
Ernest  III,  obstetrics  and  gynecology;  Dr.  Nancy  S. 
Gaby,  psychiatry;  Dr.  Philip  O.  Katz,  medicine;  and 
Dr.  Steven  R.  Plunkett,  radiology  (radiation  therapy). 
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...  in  the  functional  bowel/irritable  bowel 
syndrome* 

be  sure  to  specify 

Bentyr 

(dicyclomine 
hydrochloride  USP) 

10  mg  capsules,  20  mg  tablets, 

10  mg/5  ml  syrup,  10  mg/ml  injection 

04-  u/toC&rv 

because: 

® The  Bentyl  molecule  is  a product  of  original  Merrell  research. 

@ At  Merrell  Dow,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

@ Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

@ Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

@ The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

® Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


"This  drug  has  been  classified  "probably"  effective  for  this  indication. 

Merrell  Dow 

Reference: 

1 . Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1 980.  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified, 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg  (2  ml)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of  60  mg  I.M.  and,  at  that  time,  as  a result 
of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose.  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA 
has  classified  the  following  indications  as  “probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-tban-effective  indications 
requires  further  investigation 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  he  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with. 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations; 
mydriasis,  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness, 
insomnia,  nausea,  vomiting;  impotence;  suppression  of  lactation; 
constipation,  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants  'h  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg  : Adults  1 tablet  three  or  four  times  daily. 

Bentyl  Injection  Adults  2 ml  (20  mg.)  every  four  to  six  hours 
intramuscularly  only 
NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  he 
used  if  Bentyl  with  Phenobarhital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used 
Product  Information  as  of  July,  1980 
Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 

Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati.  OH  45215  U S A. 


Dr.  Sam  A.  Deadwyler.  associate  professor  of 
physiology,  has  been  appointed  to  a four-year  term  on 
the  Drug  Abuse  Biomedical  Research  Review  Com- 
mittee of  the  National  Institute  of  Drug  Abuse.  The 
committee  makes  recommendations  on  grant  applica- 
tions to  the  National  Advisory  Council  on  Drug 
Abuse. 


Dr.  Robert  I.  Kohut,  professor  of  surgery  (oto- 
laryngology). has  been  asked  to  serve  on  the  Audit 
Committee  of  the  American  Otological  Society. 


Dr.  Steven  R.  Plunkett,  instructor  in  radiology 
(radiation  therapy),  has  been  elected  president  of  the 
Forsyth  County  Unit  of  the  American  Cancer  Society 
for  a one-year  term. 


Dr.  George  Podgorny.  clinical  associate  professor 
of  surgery  (emergency  medical  services),  has  been 
elected  to  the  editorial  board  of  the  Medical  Meetings 
Journal. 


Dr.  James  N.  Thompson,  associate  professor  of 
surgery  (otolaryngology),  has  been  invited  to  serve  on 
the  North  Carolina  District  No.  5 Committee  on 
Applicants  of  the  American  College  of  Surgeons  for 
1983. 


Dr.  James  E.  Turner,  associate  professor  of 
anatomy,  has  been  elected  to  the  Council  of  the  North 
Carolina  Society  for  Neuroscience.  He  will  serve  a 
three-year  term. 

Duke  University 
Medical  Center 

The  discovery  of  a new  structure  in  the  lens  of  the 
eye  by  a group  of  Duke  researchers  has  led  to  a grant 
to  study  a possible  link  to  cataracts. 

Using  an  electron  microscope  to  examine  fiber  cells 
in  mammalian  lenses,  the  scientists  identified  a new 
type  of  membrane  contact  between  neighboring  cells 
that  is  structurally  different  from  previous  classes  of 
membrane  contacts. 

The  scientists  theorize  that  this  new  type  of  contact 
between  cells  in  the  lens  may  be  important  in  main- 
taining lens  transparency. 

Dr.  J.  David  Robertson,  chairman  of  the  Depart- 
ment of  Anatomy,  and  Drs.  Thomas  J.  McIntosh  and 
M.  J.  Costello,  assistant  professors  of  anatomy,  have 
received  a $330,745,  three-year  grant  from  the  Na- 
tional Eye  Institute. 

The  funds  will  support  a continuing  study  of  the  new 
structure  and  its  relationship  to  normal  lenses  and 
cataract  lenses. 

The  original  discovery  of  this  membrane  contact 
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was  made  at  Duke  by  Dr.  Sidney  Simon  of  the  De- 
partment of  Anatomy  at  UCLA,  and  Drs.  Robertson. 
McIntosh  and  Costello. 


Cataract  removal  and  other  routine  eye  surgery  may 
take  less  than  a day  in  a new  short-term  surgery  pro- 
gram at  Duke. 

Patients  needing  relatively  low-risk  types  of 
cataract  surgery,  routine  eye  plastic  surgery  or 
surgery  to  correct  crossed  eyes  can  check  into  the  Eye 
Center’s  short-term  surgery  unit  in  the  morning  and  be 
home  by  early  afternoon. 

“Our  aim  is  to  make  surgery  less  costly  and  more 
convenient  for  patients  and  get  them  back  on  their  feet 
earlier.”  said  Dr.  Michael  Cobo,  director  of  the  Eye 
Center’s  short-term  surgery  program.  “The  main  ad- 
vantage is  decreasing  the  length  of  hospital  stay  and 
rehabilitating  patients  more  quickly.” 

“There  is  obvious  savings  in  reducing  the  hospital 
stay,”  Cobo  said.  “There  is  the  potential  for  saving  up 
to  $600  in  hospitalization  for  some  of  these  proce- 
dures. and  some  insurance  policies  even  cover  100% 
of  costs  of  outpatient  surgery  instead  of  the  usual  80% 
for  inpatient  surgery.” 

Any  of  the  1 1 surgeons  on  the  Eye  Center  faculty 
can  admit  patients  to  the  short-term  surgery  program, 
which  will  operate  Monday  through  Friday.  Surgery 


will  be  performed  between  7:30  a.m.  and  2 p.m.  and 
patients  will  be  released  by  5 p.m. 

If  a patient  develops  a problem  following  the 
surgery,  he  or  she  can  be  transferred  to  an  inpatient 
room  for  an  overnight  stay,  if  necessary. 


Diagnosing  cancer  will  be  cheaper,  quicker  and  less 
risky  to  patients  as  more  hospitals  use  thin  needles 
instead  of  surgery  to  take  tissue  samples,  according  to 
a Duke  pathologist. 

A thin-needle  aspiration  biopsy  can  be  performed  in 
a doctor’s  office  when  the  suspected  cancers  are  close 
to  the  skin,  said  Dr.  William  W.  Johnston,  director  of 
Duke’s  Division  of  Cytopathology. 

Duke  is  using  the  technique  before  other  diagnostic 
procedures  and  already  the  savings  have  been 
dramatic,  he  said. 

While  the  biopsy  has  not  yet  gained  nationwide 
acceptance,  Johnston  said,  most  hospitals  already 
have  the  necessary  equipment  to  perform  them. 

Recent  advances  in  X-ray  technology  have  allowed 
doctors  to  use  thin-needle  biopsies  to  sample  sus- 
pected tumors  in  the  lungs,  liver  and  other  remote 
organs,  he  said.  Those  cases  require  an  imaging  room, 
but  the  patient  does  not  have  to  be  put  to  sleep. 

( Continued  on  page  863) 


TEGA-CORT  FORTE  1%  - TEGA  - CORT  - 0.5% 

(Available  at  all  drug  stores  - Rx  Only) 

SQUEEZE  TYPE  DISPENSER  BOTTLES 


Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosteroiid 

responsive  dermatoses  including  Poison  Ivy,  and  sunburn. 

Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 
by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 
use  only.  Store  in  a cool  place  but  do  not  freeze. 


PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 
DETAILED  INFORMATION 


WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 


ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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PHYSICIANS 
TRY  AIR  FORCE 


Experience  Air  Force  medicine.  It  can  be  just  what  you’d 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


AIR  FORCE 


USAF  Health  Professions 
1100  Navaho  Drive  • Raleigh,  NC  27609 
919/755-4134 


600 mg  Tablets 


ntfer  your  patients 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


J-0043-4  July  1081 


There’s  more  to 
ZYLOPRIM 

than  (aUopurinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  UD.A.  W.,  ” Wo  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

' r/t  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Computerized  axial  tomography,  or  CAT  scans, 
make  three-dimensional  X-rays  of  the  areas  so  doctors 
can  accurately  place  the  needle.  Johnston  said. 

Once  the  needle  is  placed,  doctors  draw  sample 
cells  into  a syringe  and  examine  them  under  a micro- 
scope. 

Avoiding  general  anesthesia  and  complicated 
surgery  reduces  risk  for  patients,  he  said.  In  addition 
to  being  spared  the  expense  of  anesthesia  and  surgery, 
patients  spend  less  time  in  the  hospital. 


Studies  indicate  that  perhaps  50%  to  80%  of  college 
women  binge  eat  at  least  once  and  that  20%  to  30%  of 
those  will  develop  a serious  problem  with  binging  and 
purging  that  may  require  treatment. 

A Duke  psychologist  who  works  with  patients  with 
bulimarexia.  a binging  and  purging  syndrome,  pre- 
sented some  of  his  findings  at  the  90th  annual  conven- 
tion of  the  American  Psychological  Association. 

“A  certain  amount  of  binge  eating  is  acceptable  in 
our  culture,  such  as  at  Thanksgiving  and  Christmas,” 
said  Dr.  Albert  Loro.  ”But  I think  anybody  who  in- 
duces vomiting  or  purges  the  body  with  excessive  use 
of  laxatives  as  a means  of  weight  control  could  be 
viewed  as  having  a problem.  I would  say  if  a person 
does  it  more  than  once  a month,  it’s  probably  getting 
into  a pattern  and  he  or  she  may  need  some  help.” 

Most  of  Loro’s  patients  are  young  professional 
women  who  are  obsessed  about  their  appearance  and 
who  learned  to  binge  and  purge  while  in  college. 

Instead  of  traditional  psychiatric  treatment  for 
these  young  women.  Loro  uses  what  he  calls  a ’ cog- 
nitive-behavioral” approach  to  treatment. 

He  tries  to  get  his  patients  to  change  the  way  they 
think  about  themselves,  their  bodies  and  their  diets.  In 
addition  to  keeping  a diary  of  their  eating  behavior, 
treatment  involves  setting  realistic  weight  goals, 
challenging  unreasonable  expectations  and  perfec- 
tionistic  thinking,  providing  nutrition  education  and 
information,  and  training  in  interpersonal  communi- 
cation and  anger  control. 


Chronic  pain  may  result  from  a shortage  of  ”pain 
hormones,”  Dr.  Blaine  Nashold  reported  at  a free 
“Health  Night  Out”  lecture  at  Duke. 

“The  chemistry  of  pain  is  a recent  discovery.”  said 
Nashold,  professor  of  neurosurgery  and  co-director  of 
Duke’s  Pain  Clinic.  “The  body  has  a system  of  sub- 
stances called  pain  hormones.  Probably  what  happens 
is  that  the  body  signals  'I  am  in  pain,’  this  hormone  is 
released,  and  the  pain  is  reduced.  In  some  people  the 
pain  hormones  may  simply  dry  up  after  a while. 

Scientists  are  trying  to  reproduce  the  pain  hor- 
mones in  laboratories.  Nashold  theorized  that  the  rea- 
son pain  therapies  such  as  electrical  pulses  and 
acupuncture  work  is  that  they  activate  pain  hormones. 

Nashold  said  chronic  pain  is  the  most  difficult  to 
treat.  One  treatment  used  at  Duke’s  Pain  Clinic  is 
electrodes  implanted  in  the  body  and  activated  by 


pacemakers  controlled  by  the  patient.  Nashold  said 
50%  to  60%  of  the  patients  treated  with  implants  get 
relief. 

Besides  treatments  involving  hormones,  surgery 
and  stimulation,  Nashold  said  pain  clinics  try  to  deal 
with  other  problems  of  the  patient. 

“In  the  pain  clinic  there  are  numerous  physicians  — 
neurosurgeons,  psychiatrists,  physio-therapists  and 
others  — interested  in  all  aspects  of  pain,  who  look  at 
the  individual  as  a whole  person,”  he  said. 

After  a medical  evaluation  to  identify  the  pain’s 
cause,  the  clinic  staff  works  with  patients  and  their 
families.  A person’s  therapy  may  involve  neurosur- 
gery, counseling,  electrical  implants,  biofeedback  or  a 
combination  of  several  therapies. 


Dr.  Jay  Arena  has  been  awarded  the  highest  honor 
of  the  American  Academy  of  Pediatrics. 

Arena,  professor  emeritus  of  pediatrics,  has  won 
the  Jacobi  Award  for  outstanding  work  in  the  field  ot 
child  safety. 

Founder  and  former  director  of  Duke’s  Poison 
Control  Center,  Arena  was  instrumental  in  the  de- 
velopment of  child-proof  safety  caps  for  medicine 
containers. 

Arena  will  receive  a $1 ,000  award  and  a plaque  in 
April  at  the  annual  meeting  of  the  American  Academy 
of  Pediatrics  in  Philadelphia.  Arena  is  a former  presi- 
dent of  the  academy. 


Some  childhood  eczema,  a severe  allergic  skin  con- 
dition, can  be  caused  by  food  allergy,  according  to  a 
Duke  study. 

The  findings  do  not  support  a 1965  consensus  report 
of  the  American  Academy  of  Pediatrics,  which  dis- 
missed food  allergies  as  a major  factor  in  eczema. 

Pediatric  allergist  Dr.  Hugh  Sampson  said  more 
than  half  of  26  children  suffering  from  severe  cases  of 
the  red,  dry,  itchy  rash  were  found  to  be  allergic  to  a 
specific  food. 

Within  10  minutes  to  two  hours  of  being  given  cer- 
tain foods  in  capsule  form.  14  of  the  children  de- 
veloped red,  itchy  areas  over  at  least  5%  of  their 
bodies.  Among  the  foods  tested  were  milk,  eggs, 
wheat,  soy  protein  and  meat.  By  eliminating  the 
problem  food  from  the  children’s  diets,  their  skin  con- 
dition vastly  improved,  Sampson  said. 

Sampson  has  received  a $217,000.  three-year  grant 
from  the  National  Institute  of  Allergy  and  Infectious 
Disease  to  study  the  role  of  food  allergies  in  severe 
allergic  disorders  such  as  eczema. 

Because  skin  tests  can  show  false  reactions  to  cer- 
tain foods,  Sampson  said,  such  tests  are  much  less 
effective  for  diagnosis  than  giving  the  foods  in  capsule 
form. 

“A  child  might  have  five  to  10  positive  skin  tests  but 
might  be  able  to  eat  all  but  one  of  the  foods,”  he  said. 
“It’s  important  to  do  a food  challenge  test  if  a child 
reacts  to  skin  tests,  or  else  so  many  foods  may  be 
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At  BAS,  we  know  that  hearing  what  our 


tok  tJ/mnpd~TfU-Wik 


BASMED  users  have  to  say  is  paramount  in 
assuring  that  our  medical  practice  management 
computer  system  continues  to  meet  the  changing 
needs  of  your  profession.  So  we  listen  in  several 
different  ways. 

Before  we  sell  you  a system,  our 
representatives  make  a careful  survey  of  the 
particular  requirements  of  both  your  specialty  and 
practice.  Through  long  experience  in  dealing  with 
your  profession,  we  think  we  know  the  right 
questions  to  ask.  And  we  are  sure  that  listening  to 
your  answers  is  the  key  to  our  success.  Our 
BASMED  software  is  extremely  flexible  so  that  we 
can  tailor  the  system  to  fit  your  needs  without 
expensive  and  time-consuming  reprogramming. 
When  your  BASMED  system  is  installed,  it  already 
knows  how  you  want  to  do  business. 


We  offer  continuing  support  for  our  customers 
through  our  toll-free  HOTLINE.  Any  time  you  have 
a question  about  your  BASMED  system,  one  of  our 
HOTLINE  personnel  is  ready  to  listen  and  get  you 
an  answer  quickly.  If  you  wish,  we  can  even  listen 
to  your  BASMED  computer  system  through 
V-TERM,  our  exclusive  communications  software 
that  also  allows  us  to  talk  directly  to  your  system 
over  an  ordinary  telephone  handset. 

Finally,  we  listen  when  our  independent  users’ 
groups  suggest  enhancements  to  BASMED  so 
that  as  your  business  needs  change,  BASMED  will 
be  ready  to  help. 
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HEAR  YOU, 


business  application  systems,  inc. 
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restricted  unnecessarily  that  it  could  lead  to  a nu- 
tritionally deficient  diet." 


Nitrogen  oxides  (NO2)  in  the  atmosphere  are  more 
harmful  than  researchers  once  believed,  according  to 
evidence  presented  by  a Duke  pharmacologist  at  an 
international  symposium. 

Nitrogen  oxides  are  created  by  the  burning  of  fossil 
fuels,  and  the  two  main  sources  are  power  plants  and 
automobiles. 

Dr.  Dan  Menzel.  professor  of  pharmacology  and 
medicine,  met  recently  with  representatives  from  10 
other  countries  in  the  Netherlands.  Menzel  said  the 
research  presented  by  other  representatives  concurs 
with  his  evidence  that  levels  of  nitrogen  oxides  near 
those  found  in  urban  air  kill  cells  in  human  and  animal 
lungs. 

The  evidence  is  significant,  Menzel  said,  because 
up  to  now.  scientists  believed  that  nitrogen  oxides 
merely  damaged  lung  cells,  and  that  the  cells  could 
repair  themselves  over  time.  By  killing  cells,  NO2  can 
contribute  to  serious  lung  disease,  including  em- 
physema. 

"Our  research  data  and  data  produced  by  research- 
ers in  other  countries  indicate  that  the  chances  of 
curing  lung  disease  caused  by  air  pollution  are  pretty 
poor,”  Menzel  said.  "The  data  suggest  that  even 
short-term  exposures  to  NO2  can  cause  chronic  lung 
disease.” 


Associate  Director  of  Hospital  Laboratories  Robert 
L.  Habig  received  the  Award  in  Foreign  Relations  in 
Clinical  Chemistry  from  the  American  Association  for 
Clinical  Chemistry.  The  award  includes  a three-week 
trip  to  Columbia  where  Habig  will  study  laboratory 
medicine  and  will  teach  a system  called  matrix  man- 
agement, which  is  useful  in  large  laboratories. 


Dr.  Harry  Gallis  has  been  named  Area  Health  Edu- 
cation Center  (AHEC)  coordinator  for  the  medical 
center. 

Gallis  is  director  of  Continuing  Medical  Education 
for  the  medical  school  and  assistant  professor  in  the 
Departments  of  Medicine  and  Microbiology  and  Im- 
munology. 

Gallis,  who  will  be  working  closely  with  the  Fay- 
etteville AHEC,  succeeds  Dr.  Frank  Lecocq,  as- 
sociate professor  of  medicine,  who  died  in  June. 

Gallis  graduated  magna  cum  laude  from  Princeton 
University  and  received  his  medical  degree  from 
Duke.  He  joined  the  Duke  faculty  as  an  associate  in 
1973.  He  has  twice  received  the  Duke  House  Staff 
Award  for  Excellence  in  Teaching. 

Jacqueline  A.  Reynolds,  professor  of  physiology, 
received  a $66,134  research  grant  from  the  National 
Heart,  Lung  and  Blood  Institute  to  study  the  assembly 
of  circulating  serum  lipoproteins. 


Joseph  C.  Greenfield  Jr.,  J.  B.  Duke  Professor  of 
Medicine,  received  a $131 ,653  research  grant  from  the 
National  Heart,  Lung  and  Blood  Institute  to  study 
"Factors  Affecting  Distribution  of  Myocardial 
Flow.” 

Page  A.  Anderson,  associate  professor  of  pediatrics 
and  assistant  professor  of  physiology,  received  a 
$57,718  research  grant  from  the  National  Heart,  Lung 
and  Blood  Institute  to  study  biophysical  aspects  of  the 
developing  heart. 

Michael  K.  Reedy,  associate  professor  in  the  De- 
partment of  Anatomy,  received  a research  grant  of 
$27,000  from  the  Muscular  Dystrophy  Association  for 
his  project,  "Weighing  Myofibrils  by  Scanning  Mi- 
crointerferometry.” 

David  C.  Richardson,  associate  professor  of 
biochemistry,  received  a research  grant  of  $103,944 
from  the  National  Institute  of  General  Medical  Sci- 
ences to  study  "Crystallographic  Analysis  of  Protein 
Structures.” 

Allen  D.  Roses,  professor  of  medicine  and  assistant 
professor  of  biochemistry,  received  a research  grant 
of  $97,557  from  the  National  Institute  of  Neurological 
and  Communicative  Disorders  and  Stroke.  Roses’ 
project  is  "Biochemical  Studies  of  Membrane  Pro- 
teins in  Duchenne  MD.” 

Ruby  L.  Wilson,  professor  and  dean  of  the  School 
of  Nursing,  received  an  award  of  $105,126  from  the 
National  Institute  of  Mental  Health  for  a project, 
"Mental  Health  Psychiatric  Nursing  — Underserved 
Areas.” 

Rosalind  A.  Coleman,  assistant  professor  of  pediat- 
rics, received  a new  investigator  research  award  of 
$27,926  from  the  National  Heart,  Lung  and  Blood 
Institute. 

Rebecca  Buckley,  J.  B.  Sidbury  Professor  of 
Pediatrics  and  professor  of  microbiology  and  im- 
munology, received  a $41,638  national  research  ser- 
vice award  from  the  National  Institute  of  Allergy  and 
Infectious  Diseases.  Buckley  is  studying  allergy  and 
clinical  immunology. 

Khalil  Kariman,  assistant  professor  of  medicine  and 
director  of  the  Medical  Intensive  Care  Unit,  received 
a $75,702  research  grant  from  the  National  Institute  of 
General  Medical  Sciences  for  "Monitoring  of  Cyto- 
chrome Redox  State  in  Shock.” 

Tao-shih  Hsieh,  assistant  professor  in  the  Depart- 
ment of  Biochemistry,  received  a $63,000  junior  fac- 
ulty research  award  from  the  American  Cancer  Soci- 
ety. 

William  T.  Creasman,  professor  in  the  Department 
of  Obstetrics  and  Gynecology,  received  a $63,082 
grant  from  the  National  Cancer  Institute  for  a 
gynecologic  oncology  group. 

Walter  R.  Guild,  professor  of  biochemistry,  re- 
ceived a $44,802  grant  from  the  National  Institute  of 
General  Medical  Sciences  for  a study, "Pneumococcal 
Phage  as  Genetic  Tools.” 

Donald  B.  Hackel.  professor  of  pathology,  received 
a $32,292  research  career  award  from  the  National 
Heart,  Lung  and  Blood  Institute  for  pathologic. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  ot  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  < Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  it  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clmitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  tor  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1.5 


tefoclor 


Pulvules*.  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor’'  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  1 10028IRI 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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physiologic  and  metabolic  heart  studies. 

Thomas  J.  McIntosh,  assistant  professor  in  the  De- 
partment of  Anatomy,  received  a $41,930  research 
grant  from  the  National  Institute  of  General  Medical 
Sciences  for  his  study,  "Lipid  Bilayer  Structure:  Ef- 
fect of  Small  Molecules.” 

Samuel  W.  Warburton  Jr.,  associate  professor  in 
the  Department  of  Community  and  Family  Medicine, 
received  a family  medicine  training  grant  of  $176,890 
for  graduate  training  grants  in  family  medicine.  He 
also  received  a grant  of  $259,080  for  a predoctoral 
training  program  in  family  medicine. 

William  S.  Lynn,  professor  of  medicine  and  as- 
sociate professor  of  biochemistry,  received  a national 
research  service  award  of  $99,916  from  the  National 
Institute  of  Environmental  Health  Sciences  for  re- 
search into  "Environment  and  the  Lungs:  Toxins  and 
Mediators.” 

Robert  L.  Hill,  professor  and  chairman  of  the  De- 
partment of  Biochemistry,  received  a $536,465  na- 
tional research  service  award  from  the  National  In- 
stitute of  General  Medical  Sciences.  He  also  received 
a $333,151  national  research  service  award  from  the 
National  Institute  of  General  Medical  Sciences  for  a 
program,  "Organization  and  Functions  of  Cellular 
Structures.” 

Elliot  Mills,  professor  of  pharmacology,  received 
$85,850  from  the  National  Heart,  Lung  and  Blood 
Institute  for  research  on  "Blood  Pressure  Control  and 
Abnormal  Sympathetic  Development.” 

Jeffrey  L.  Houpt.  professor  and  acting  chairman  of 
the  Department  of  Psychiatry,  received  a $60,677 
graduate  training  grant  from  the  National  Institute  of 
Mental  Health  for  "Consultation  and  Liaison  Psy- 
chiatry.” 

R.  Sanders  Williams,  associate  professor  in  the  di- 
vision of  cardiology,  received  a $150,000  grant  from 
PepsiCo,  Inc.  for  the  "PepsiCo  Foundation  Ex- 
ercise-Heart Project.” 

Andrew  C.  Bragdon  in  the  Department  of  Phar- 
macoiogy  received  a $20,040  grant  from  the  National 
Institute  of  Neurological  and  Communicative  Disor- 
ders and  Stroke  to  study  neurology. 

Patricia  H.  Cotanch,  associate  professor  in  the 
School  of  Nursing,  received  a $33,216  new  inves- 
tigator research  award  from  the  National  Cancer  In- 
stitute for  a project,  "Relaxation  Training  to  Reduce 
Aversion  to  Chemotherapy.” 

Dolph  Adams,  associate  professor  of  pathology, 
was  awarded  a $29,575  grant  from  the  Kroc  Founda- 
tion for  the  Advancement  of  Medical  Science  to  study 
"Cytolytic  Proteases  from  Mononuclear  Phagocytes 
in  Rheumatoid  Arthritis  Effects  on  Connective  Tissue 
Cells  and  their  Regulation. 

James  A.  Bobula,  assistant  professor  of  community 
and  family  medicine,  received  a family  medicine 
training  grant  of  $168,125  from  the  division  of  medi- 
cine for  family  medicine  faculty  development. 

David  W.  Scott,  professor  of  immunology,  received 
a $102,992  research  grant  from  the  National  Cancer 
Institute  to  study  the  immune  response  to  modified 


self  and  tumor  antigens. 

Gilbert  Baumann,  assistant  medical  research  pro- 
fessor in  the  Department  of  Physiology,  was  awarded 
a $3  1 ,841  research  grant  from  the  National  Institute  of 
General  Medical  Sciences  to  study  "Experimental 
Testing  of  the  Modular  Channel  Concept.” 

P.  Michael  Conn,  assistant  professor  of  pharmacol- 
ogy, was  awarded  a $38,530  development  award  from 
the  National  Institute  of  Child  Health  and  Human 
Development  for  the  study  of  "Gonadotropin  Re- 
leasing Hormone  Mechanism.” 

Thorir  Bjornsson,  assistant  professor  of  phar- 
macology and  medicine,  was  awarded  a $51,396  re- 
search grant  from  the  National  Heart,  Lung  and  Blood 
Institute  to  study  the  clinical  pharmacology  of  hepa- 
rin. 

Elaine  Crovitz,  associate  professor  of  psychology 
and  assistant  professor  of  surgery,  received  $30,791 
from  the  Institute  of  Mental  Health  for  a graduate 
training  award  in  clinical  psychology. 

East  Carolina  University 
School  of  Medicine 

The  first  physician  to  complete  residency  training  in 
psychiatric  medicine  at  the  School  of  Medicine  fin- 
ished the  program’s  requirements  in  August. 

Dr.  Judy  Yongue,  a native  of  Washington,  N.C., 
will  establish  a private  practice  in  psychiatry  in 
Greenville.  She  received  her  medical  degree  from  the 
University  of  North  Carolina-Chapel  Hill  and  com- 
pleted an  internship  at  Watts  Hospital,  Durham,  N.C., 
and  Philadelphia  General  Hospital  in  Pennsylvania. 

In  1965  she  moved  to  Greenville  and  was  associated 
with  the  Pitt  and  Beaufort  county  health  departments 
and  was  a family  physician  in  private  group  practices 
in  Greenville  and  Farmville.  She  later  served  as  staff 
physician  with  the  ECU  Student  Health  Service  be- 
fore entering  residency  training  in  psychiatry. 

The  medical  school  now  has  nine  physicians  spe- 
cializing in  psychiatric  medicine,  which  requires  four 
years  of  training  following  the  completion  of  medical 
school.  Residents  participate  in  the  care  of  patients  on 
the  psychiatric  unit  at  Pitt  Memorial  Hospital,  the  Pitt 
County  Mental  Health  Center,  Cherry  Hospital  in 
Goldsboro,  the  ECU  Student  Health  Center  and  the 
School  of  Medicine  Clinics. 


Dr.  David  L.  Buch,  a third-year  psychiatry  resi- 
dent, has  been  awarded  a Falk  Fellowship  by  the 
American  Psychiatric  Association.  Buch  is  the  first 
ECU  resident  to  receive  the  honor. 

Buch.  one  of  12  postgraduate  physicians  in  the 
country  selected  for  the  honor,  will  become  an  active 
member  of  the  APA’s  Council  on  National  Affairs  and 
participate  on  several  national  and  regional  commit- 
tees. 

A native  of  New  York.  Buch  received  his  medical 
degree  from  Vanderbilt  University  and  was  a Public 
Health  Service  physician  in  Snow  Hill  for  three  years 
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prior  to  entering  ECU’s  residency  training  program. 


The  Department  of  Family  Medicine  has  announced 
the  appointment  of  Drs.  Mallie  B.  Penryand  Elizabeth 
R.  Gamble  as  faculty  members  in  the  geriatric  section. 

Penry  will  be  associate  professor  in  the  department 
and  will  also  hold  a faculty  appointment  in  the  ECU 
School  of  Nursing.  A native  of  Winston-Salem,  she 
received  her  undergraduate  degree  from  ECU  and  her 
master’s  degree  in  nursing  from  the  University  of 
Florida  in  Gainesville.  She  completed  her  doctoral 
degree  at  the  University  of  North  Carolina  at  Greens- 
boro. 

Penry  spent  the  1981-82  academic  year  as  a Robert 
Wood  Johnson  Nurse  Fellow  in  Primary  Care  Geron- 
tology at  the  University  of  Rochester  in  Rochester, 
N.Y. 

She  will  serve  with  Dr.  Harold  Kallman,  head  of  the 
geriatric  section  in  the  Family  Medicine  Department, 
as  co-director  of  the  teaching  nursing  home  project 
currently  under  way.  The  project  provides  geriatric 
training  for  medical  residents  and  graduate  nurses  at 
Greenville  Villa,  a local  extended  care  facility. 

Gamble  will  be  a clinical  instructor  with  the  depart- 
ment. A native  of  Lincolnton,  she  received  her  under- 
graduate degree  from  UNC-Charlotte  and  her  mas- 
ter's degree  in  public  health  and  medical  degree  from 
UNC-Chapel  Hill.  She  completed  her  residency 
training  in  medicine  at  ECU  and  Pitt  Memorial  Hos- 
pital, after  spending  one  year  at  both  North  Carolina 
Memorial  Hospital  and  Rochester  General  Hospital, 
Rochester,  N.Y. 

During  1980-81,  Gamble  was  a fellow  in  geriatrics 
and  medicine  at  Strong  Hospital  and  Monroe  Com- 
munity Hospital  in  Rochester. 


Dr.  Todd  L.  Savitt  has  been  appointed  associate 
professor  of  medical  humanities. 

Prior  to  his  appointment,  he  was  associate  professor 
and  acting  chief  of  the  Division  of  Social  Sciences  and 
Humanities  for  the  Department  of  Community  Health 
and  Family  Medicine  at  the  University  of  Florida.  He 
was  a board  member  of  the  Florida  Endowment  for  the 
Humanities  and  a member  of  the  program  committee 
of  the  Southern  Historical  Association. 

Savitt  is  presently  completing  a book  entitled, 
"Medicine  After  Emancipation:  The  Health  Care 
Problems  of  Blacks  in  the  Postbellum  South."  The 
research  for  the  book  was  funded  through  a grant  from 
the  National  Institutes  of  Health. 

Savitt  received  his  undergraduate  degree  from  Col- 
gate University.  He  later  received  his  master’s  degree 
and  his  doctoral  degree  from  the  University  of  Vir- 
ginia. He  did  postdoctoral  study  in  the  history  of 
medicine  and  the  history  of  science  at  Duke  Univer- 
sity. 


Dr.  Henry  O.  Stone  Jr.  has  joined  the  Department  of 
Microbiology  as  associate  professor. 

Prior  to  his  appointment,  he  was  associate  professor 


and  acting  chairman  of  the  Department  of  Mi- 
crobiology at  the  University  of  Kansas.  He  also 
worked  with  the  Mid-American  Cancer  Center  Pro- 
gram at  the  University  of  Kansas  Medical  Center. 

A native  of  Spartanburg,  S.C.,  Stone  received  his 
undergraduate  degree  from  Wofford  College.  He  re- 
ceived his  doctoral  degree  from  Duke  University, 
where  he  was  a National  Defense  Act  Fellow  in 
biophysics  and  radiation  biology. 


Drs.  Donald  R.  Fannin  and  Larry  S.  Lewis  have 
joined  the  Department  of  Surgery  as  assistant  profes- 
sors of  general  surgery. 

Lannin  received  his  undergraduate  degree  from 
Stanford  University  in  California  and  his  medical  de- 
gree from  the  University  of  Minnesota  in  Minneapolis, 
where  he  also  completed  his  postgraduate  training  in 
surgery. 

Lewis  graduated  from  the  University  of  Michigan 
and  Wayne  State  University  School  of  Medicine  in 
Detroit.  Before  coming  to  ECU,  he  was  chief  admin- 
istrative resident  of  surgery  with  Wayne  State  Univer- 
sity Affiliated  Hospitals  where  he  completed  resi- 
dency training. 


Dr.  Irvin  L.  Blose,  professor  of  psychiatric  medi- 
cine, attended  The  Society  of  Teachers  of  Family 
Medicine  meeting  September  13-14  in  Bethesda,  Md. 
Blose  presented  "Alcoholism  Education  in  Depart- 
ments of  Family  Practice.” 


Two  faculty  members  from  the  Department  of 
Surgery  presented  papers  at  the  Ninth  International 
Congress  of  Transplantation  Society  in  Brighton.  Eng- 
land. August  23-27. 

Dr.  Judith  M.  Thomas,  associate  professor,  pre- 
sented three  papers:  "Selective  Action  of  Rabbit  An- 
tithymocyte Globulin  (RATG)  on  OKT4T  Cell  Subset 
in  Rhesus  Monkeys,”  "Immunosuppressive  Effec- 
tiveness of  Antithymocyte  Globulin  (ATG)  Correlates 
with  Induction  of  Suppressor  Cells”  and  "Suppressor 
Cell  Interactions  Regulating  Lymphocyte  Activation 
in  Primates  Treated  with  Antithymocyte  Globulin 
(ATG).” 

Dr.  Francis  T.  Thomas,  professor,  presented  a 
paper  entitled  "Quantitation  of  Immune  Responsive- 
ness Pre-Transplant  by  Recipient  in  vitro  Generation 
of  Cytotoxic  T Effector  Cells.” 


Dr.  E.  Jackson  Allison,  chairman  of  the  Department 
of  Emergency  Medicine,  has  been  invited  to  serve  as  a 
national  faculty  member  for  the  National  Association 
of  Emergency  Medical  Technicians  and  the  North 
Carolina  Association  of  Emergency  Medical  Techni- 
cians. 


Dr.  Leonard  S.  English,  associate  professor  of  mi- 
crobiology, presented  a seminar  entitled  "Studies  on 
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the  Regulation  of  Immune  Responses  in  vivo ” in  July 
at  the  Institute  of  Immunology  in  Basel,  Switzerland. 


Dr.  Uwe  R.  Muller,  assistant  professor  of  mi- 
crobiology, and  Martin  L.  Romantschuk,  a special 
fellow  from  the  University  of  Helsinki,  Finland,  at- 
tended the  Cold  Spring  Harbor  Bacteriophage  Meet- 
ing in  Cold  Spring  Harbor,  N.Y.,  August  25-29.  The 
two  presented  “Loss  of  a Hairpin  Structure  in  the  J-F 
Intercistronic  Region  of  Bacteriophage  XI 74  Causes 
Overexpression  of  Downstream  Genes”  during  the 
meeting. 

Muller  also  coauthored  an  article  with  Dr.  Walter 
M.  Fitch  from  the  physical  chemistry  department  at 
the  University  of  Wisconsin  in  Milwaukee.  The  arti- 
cle, “Evolutionary  Selection  for  Perfect  Hairpin 
Structures  in  Viral  DNAs,”  appeared  in  the  August 
issue  of  Nature . 


Dr.  David  R.  Garris,  assistant  professor  of 
anatomy,  has  published  papers  in  the  June  and  July 
issues  of  Proceedings  of  the  Society  for  Experimental 
Biology  and  Medicine . The  title  of  the  first  paper  was 
“The  Luteotrophic  Effects  of  Estradial  and  Prolactin 
in  the  Absence  of  LH  in  the  Hysterectomized, 
Pseudopregnant  Rat.” 

Garris  collaborated  with  Dr.  Richard  Rodway,  as- 
sistant professor  of  physiology  and  nutrition  at  the 
University  of  Leeds  in  England,  and  Dr.  Guela  Gibori, 
associate  professor  of  physiology  at  the  University  of 
Illinois  School  of  Medicine  in  Chicago,  on  the  second 
paper,  “Effects  of  Ovarian  Steroids  on  Luteal  Func- 
tion: Prevention  of  Luteolysis  Following  LH-Neut- 
ralization  in  the  Pseudopregnant  Rat.” 

Garris  has  also  received  a grant  of  $24, 800  from  The 
Rockefeller  Foundation  to  support  a study  of  the 
“Uterine  Blood  Flow  and  Intrauterine  Development 
of  the  Fetal-Placental  Unit  in  the  Guinea  Pig.” 


Greg  Allen,  doctoral  candidate  in  the  Department  of 
Anatomy,  has  coauthored  an  article  with  Dr.  Thomas 

M.  Louis,  associate  professor  of  anatomy,  and  Dr. 
Arthur  E.  Kopelman,  professor  of  pediatrics.  The  ar- 
ticle, “Brain  Prostaglandins  E2  and  F2x  following 
Neonatal  Asphyxia  in  the  Guinea  Pig,”  appeared  in 
the  July-August  issue  of  Biology  of  the  Neonate. 

University  of  N.C. 

School  of  Medicine  & 

N. C.  Memorial  Hospital 

A regular  exercise  program  is  an  integral  part  of 
helping  to  prevent  the  crippling  joint  diseases  as- 
sociated with  hemophilia,  according  to  physicians  of 
The  School  of  Medicine.  They  prescribe  a 15-minute 
daily  exercise  program  for  patients  with  severe 
hemophilia  and  encourage  them  to  participate  in  rec- 
reational sports  such  as  swimming,  softball  and 
kickball. 


Dr.  Walter  B.  Greene,  assistant  professor  of  or- 
thopedic surgery,  explained  that  repeated  bleeds  into 
the  joints  frequently  cause  severe  arthritis  in  patients 
with  hemophilia.  Greene  said  bleeds  into  a joint  can 
cause  a synovitis  or  inflammation  of  the  joint  lining. 
The  synovitis  produces  destructive  enzymes  which 
destroy  the  joint’s  surface  and  cause  painful  arthritis. 

The  pain  and  synovitis  associated  with  a joint  bleed 
inhibit  muscle  action,  he  explained.  “If  the  patient 
gets  into  a cycle  of  recurring  bleeds,  he  not  only  has 
more  synovitis,  but  also  loses  more  and  more  muscle 
strength.  The  loss  of  muscle  strength  causes  double 
trouble  because  the  muscles  help  to  protect  the  joints 
in  the  first  place.” 

The  knee  is  the  joint  most  commonly  affected  in 
hemophiliacs,  so  Greene  has  designed  a modified 
isokinetic  exercise  program  for  the  knee  muscles. 
“Our  goal  was  to  design  an  exercise  program  which 
would  effectively  strengthen  the  muscles  while  being 
done  at  home  without  special  equipment,”  he  ex- 
plained. 

Greene  studied  32  hemophiliac  patients,  ranging  in 
age  from  seven  to  51  years,  over  a six-month  period. 
Each  patient’s  strength  was  measured  at  the  beginning 
of  the  study  and  all  were  encouraged  to  do  the 
strengthening  program  for  15  minutes  every  day. 

Greene  said  patients  are  encouraged  to  learn  how  to 
swim  and  to  participate  in  competitive  swimming 
“Swimming  exercises  most  muscle  groups  and  has  a 
low  index  of  injury  when  compared  to  other  sports. 
Also,  if  the  patient  does  develop  severe  joint  prob- 
lems, it  may  be  the  only  athletic  activity  he  can  con- 
tinue to  enjoy.” 

Greene  is  one  of  a team  of  health  professionals  at  the 
UNC-CH  Comprehensive  Hemophilia  Diagnostic  and 
Treatment  Center  which  provides  treatment  and 
counseling  for  about  1 ,000  people  from  throughout  the 
Southeast  with  bleeding  disorders. 


Children  with  muscular  dystrophy  frequently  have 
problems  in  school  but  staff  members  of  the  muscular 
dystrophy  clinic  at  North  Carolina  Memorial  Hospital 
have  found  that  many  of  these  problems  can  be  elimi- 
nated if  parents,  teachers  and  health  professionals 
work  together. 

Dr.  Colin  D.  Hall,  director  of  the  clinic,  and  Dr. 
Patricia  Porter,  a communication  disorders  specialist, 
recently  completed  a study  of  35  patients  with 
neuromuscular  disease  and  found  that  83%  of  them 
had  school  difficulties. 

“The  school  experiences  of  many  of  these  children 
had  been  limited  in  one  way  or  another  by  their  dis- 
ease,” Hall  said,  “and  in  most  cases  these  limitations 
were  the  result  of  inadequate  planning  or  inadequate 
education  of  the  parties  involved.” 

He  said  the  muscular  dystrophy  team  at  the  School 
of  Medicine  was  able  to  work  with  the  parents  and 
schools  and  find  solutions  to  75%  to  80%  of  the  prob- 
lems. 

“Most  of  the  school  problems  were  related  to  dif- 
ficulties in  transportation  and  access,  difficulties  with 
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adaptation  of  school  tasks  to  the  handicapped,  and, 
most  important,  difficulties  which  arise  because  par- 
ents and  teachers  don't  understand  the  disease,"  he 
explained. 

Hall  said  that  children  with  degenerative  neuro- 
muscular disease  present  a unique  set  of  educational 
problems  because  they  steadily  lose  their  motor  skills 
while  maintaining  their  intellectual  abilities. 

" This  means  there  must  be  continuous  evaluation 
of  the  school  situation  and  academic  activities  if  the 
child  is  to  have  an  education  that  remains  appropriate 
over  time,”  he  said. 

"In  some  cases  we  looked  at,  the  physical  disabili- 
ties of  the  children  were  wrongly  equated  with  mental 
retardation,'  Hall  continued.  "One  child  had  been 
inappropriately  placed  in  a class  for  mentally  retarded 
children  and  then  withdrawn  from  school  because 
when  he  was  six  years  old  his  parents  had  been  told  by 
a physician  that  he  would  be  unable  to  learn  and  would 
die  soon." 

Hall  said  that  after  intellectual  and  academic  evalu- 
ation, the  child  was  placed  in  a special  high  school 
class  and  at  age  17  is  happily  learning  to  read,  write 
and  develop  vocational  skills. 

Six  children  in  the  study  had  trouble  with  physical 
education,  he  said,  and  one  had  been  forced  to  repeat  a 
year  at  school  because  he  could  not  pass  physical 
education. 

Hall  said  the  team  found  that  teachers  generally 
look  at  education  as  a way  of  preparing  a child  for 
adulthood.  "If  the  teacher  is  faced  with  a child  who  is 
at  risk  for  an  early  death,  he  or  she  may  not  know  how 
to  respond.  The  teacher  may  have  too  high  or  too  low 
expectations  or  may  completely  withdraw  from  the 
child.” 

Meeting  with  the  individual  teacher,  explaining  the 
disease  and  its  course,  and  working  out  appropriate 
education  goals  and  behavior  modification  patterns 
has  been  very  successful,  he  said.  "Instead  of  being 
frustrated  and  angry  at  disruptive  or  unproductive 
behavior,  the  teacher  becomes  an  important  member 
of  the  treatment  team  and  a positive  force  in  the  child’s 
life." 

Hall  stressed  that  school  is  too  important  a part  of  a 
child  s life  for  it  to  be  neglected  because  of  a neuro- 
muscular disease.  "Children  who  do  not  live  into 
adulthood  will  spend  a major  part  of  their  total  lives  in 
school,  and  a good  educational  and  social  experience 
will  greatly  enhance  the  limited  time  available  to 
them."  he  explained. 

The  muscular  dystrophy  clinic  at  N.C.  Memorial  is 
recognized  by  the  Muscular  Dystrophy  Association, 
which  pays  a large  portion  of  treatment  costs  and 
provide  braces  and  other  therapeutic  equipment. 


Three  researchers  at  the  University  of  North  Caro- 
lina at  Chapel  Hill  have  been  included  in  a list  of  the 
1. 000  most-cited  contemporary  scientists  compiled 
for  the  Institute  for  Scientific  Information  in  Philadel- 
phia. 


I hey  are:  Dr.  George  R.  Breese,  professor  of  psy- 
chiatry and  pharmacology;  Dr.  Robert  Utiger,  profes- 
sor of  medicine;  and  Dr.  Ernest  L.  Eliel,  William  Rand 
Kenan  Jr.,  professor  of  chemistry. 

The  three  scientists  were  included  in  a list  of  1.000 
contemporary  authors  from  252  academic  institutions 
throughout  the  world  cited  for  articles  they  published 
from  1965  to  1978.  The  study  was  based  on  data  from 
journals  indexed  in  Science  Citation  Index;  citations 
to  books  were  not  included.  Each  of  the  three 
UNC-CH  scientists  had  more  than  2,970  citations  to 
his  credit. 

Breese  came  to  Chapel  Hill  in  1968  after  two  years 
as  a research  associate  in  pharmacology  and  tox- 
icology at  the  National  Institute  of  General  Medical 
Sciences  and  the  National  Institute  of  Mental  Health. 
He  is  a member  of  the  Biological  Sciences  Research 
Center  and  the  Center  for  Alcohol  Studies. 

His  research  interests  include  developmental 
neuropharmacology,  alcohol  antagonists,  peptide 
pharmacology,  compensatory  mechanisms  and  neural 
interactions. 

Breese  received  B.S.  and  M.S.  degrees  from  Butler 
University  in  Indianapolis  and  a Ph.D.  in  pharmacol- 
ogy from  the  University  of  Tennessee.  He  is  a member 
of  the  American  Association  for  Pharmacology  and 
Experimental  Therapeutics,  the  American  Associa- 
tion for  the  Advancement  of  Science  and  the  Society 
for  Neuroscience.  He  is  a fellow  of  the  American 
College  of  Neuro-psychopharmacology. 

A native  of  Bridgeport.  Conn.,  Utiger  is  director  of 
the  School  of  Medicine’s  Clinical  Research  Unit,  part 
of  a network  of  federally  supported  research  centers. 
His  specialty  is  pituitary-thyroid  physiology  and  dis- 
ease. 

Utiger  came  to  Chapel  Hill  in  1979  after  10  years  as 
the  chief  of  the  endocrine  section  in  the  Department  of 
Medicine  at  the  University  of  Pennsylvania  School  of 
Medicine.  He  is  a member  of  the  American  Thyroid 
Association,  the  American  Federation  for  Clinical  Re- 
search, the  Endocrine  Society,  the  Central  Society  for 
Clinical  Research,  the  American  Society  for  Clinical 
Investigation,  the  Association  of  American  Physi- 
cians and  the  International  Society  for  Neuroendo- 
crinology. Utiger  also  is  a fellow  of  the  American 
College  of  Physicians. 

Eliel,  a faculty  member  at  UNC-CH  since  1972,  is 
one  of  the  world's  leading  experts  in  stereochemistry 
and  conformational  analysis,  which  he  describes  as 
the  study  of  “how  molecules  shape  up  to  do  business 
with  other  molecules.” 

Before  coming  to  Chapel  Hill  as  a Kenan  professor, 
Eliel  was  a faculty  member  at  the  University  of  Notre 
Dame  for  24  years.  He  chaired  the  Chemistry  Depart- 
ment there  from  1964  to  1966.  A member  of  the  Na- 
tional Academy  of  Sciences,  Eliel  has  received 
numerous  professional  awards  and  honors,  including 
the  Manufacturing  Chemists  Association  College 
C hemistry  Teachers'  Award,  which  he  received  in 
1965.  He  was  elected  a fellow  of  the  American 
Academy  of  Arts  and  Sciences  in  1980. 


870 


Vol.  43.  No.  12 


A native  of  Germany,  Eliel  earned  a degree  in 
physical  and  chemical  sciences  from  the  University  of 
Havana.  Cuba,  and  a Ph.D.  in  chemistry  from  the 
University  of  Illinois.  He  also  attended  the  University 
of  Edinburgh. 


Roy  R.  Hantgan,  a research  assistant  professor  of 
biochemistry  and  nutrition,  has  received  an  Estab- 
lished Investigatorship  award  from  the  American 
Heart  Association.  Hantgan’s  primary  field  of  study  is 
the  molecular  mechanism  of  blood  coagulation  which 
includes  the  conformation  of  fibrinogen  and  fibronec- 
tin. 

Hantgan  earned  his  Ph.D.  from  Cornell  in  1974  in 
physical  chemistry  and  spent  three  years  in  postdoc- 
toral research  as  a staff  fellow  at  the  National  Institute 
of  Health.  He  was  appointed  to  the  UNC-CH  faculty 
in  1977. 

The  American  Heart  Association  Established  In- 
vestigatorship award  is  for  a five-year  period. 


Charles  Jennette,  assistant  professor  of  pathology 
and  director  of  the  immunopathology  laboratory  at 
N.C.  Memorial  Hospital,  was  given  the  National  Kid- 
ney Foundation  of  North  Carolina’s  1982  research 
grant  award  at  the  group’s  annual  meeting  in  Raleigh. 
Jennette  received  the  award  in  the  name  of  Joann 
Craig  Brickell. 


William  N.  P.  Herbert,  assistant  professor  in  the 
Department  of  Obstetrics  and  Gynecology,  was  pre- 
sented a Distinguished  Young  Alumnus  Award  from 
Elon  College.  Herbert  is  a member  of  Eton’s  class  of 
’68. 


Eugene  S.  Mayer,  director  of  AHEC  and  associate 
dean,  spent  four  weeks  consulting  with  the  faculty  of 
the  University  of  Alexandria,  Egypt,  School  of  Medi- 
cine on  the  decentralization  of  medical  education  to 
the  community  hospitals  in  that  country. 


A number  of  faculty  and  staff  members  from  the 
Department  of  Family  medicine  participated  in  the 
sixth  Family  Medicine  Conference  Day.  The  program 
featured  presentations  of  research  activities  by 


UNC-affiliated  family  practice  residency  programs 
and  was  moderated  by  Drs.  Richard  Baker  and  Robert 
Gwyther. 


Gordon  B.  Burnett,  associate  professor  of  psychia- 
try, presented  a paper  titled  “ Psychopharmacology 
Update:  The  New  Generation  of  Antidepressants”  at 
the  North  Carolina  Medical  Society  annual  meeting  in 
Pinehurst  on  May  8. 


Robert  S.  Greenwood,  assistant  professor  of 
neurology,  has  been  awarded  a five-year  Teacher-In- 
vestigator Award  from  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and 
Stroke,  effective  July  1. 

The  award  supports  expansion  of  the  teaching  pro- 
grams in  neurology  and  pediatric  neurology.  The 
award  will  also  be  used  in  continuing  Greenwood’s 
investigations  into  the  role  of  neuropeptides  and 
synaptic  mechanisms  in  epilepsy. 


Don  W.  Powell,  professor  of  medicine,  chief,  divi- 
sion of  digestive  disease  and  nutrition,  was  an  invited 
speaker  at  the  XIII  International  Congress  of  Mi- 
crobiology in  Boston  on  August  9.  His  topic  was  titled 
“Enterotoxigenic  Diarrhea:  Mechanisms  and  Pros- 
pects for  Therapy.” 


Mary  Ellen  Jones,  Kenan  Professor  and  chair  of 
biochemistry,  presented  a lecture  titled  “The  Role  of 
Multifunctional  Enzymes  in  Pyrimidine  Biosynthesis 
in  Higher  Eukaryotes”  at  the  International  Congress 
of  Biochemistry  in  Perth,  Australia,  August  15-21. 
Jones  also  presented  a seminar  at  the  Seoul  National 
University  and  another  seminar  at  the  Korea  Ad- 
vanced Institute  of  Science  and  Technology  Seoul, 
Korea. 


Kenneth  C.  Mills,  assistant  director  for  the  Center 
for  Alcohol  Studies,  recently  chaired  a symposium  on 
community  approaches  to  the  prevention  of  alcohol- 
related  problems  at  the  90th  annual  convention  of  the 
American  Psychological  Association  in  Washington, 
D.C.  Mills  also  presented  his  research  on  the  effects  of 
alcohol  upon  human  cognitive  performance. 


FRANCES  (FANNY)  BURNEY  [1752-18401 

You  must  not  sneeze.  If  you  have  a vehement  cold,  you  must  take  no  notice  of  it;  if  your  nose-membranes  feel 
a great  irritation,  you  must  hold  your  breath;  if  a sneeze  still  insists  upon  making  its  way,  you  must  oppose  it,  by 
keeping  your  teeth  grinding  together;  if  the  violence  of  the  repulse  breaks  some  blood-vessel,  you  must  break 
the  blood-vessel  — but  not  sneeze. 

Letter  to  Esther  Burney,  December  1785 
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Fight  cancer 
with  your 
bare  hands. 


^ American  Cancer  Society 


The  best  way  to  guard  against  breast 
cancer  is  right  in  your  hands.  It's 
called  breast  self-examination. 

You  see,  changes  are  continuously 
taking  place  in  your  body.  That's  why 
a monthly  breast  self-examination  is 
so  important.  As  you  become  familiar 
with  how  your  breasts  feel,  you'll  be 
better  able  to  notice  changes.  Any 
change,  like  a lump,  should  send  you 
to  the  doctor  promptly.  Fortunately, 
most  lumps  are  benign,  but  finding  a 
cancer  at  an  early  stage  greatly 
increases  the  chance  of  survival. 

So  ask  your  doctor  to  teach  you  breast 
,self-exami nation.  And  while  you're  at  it, 
ask  him  about  mammography 
—a  low-dose  breast  x-ray 
that  can  detect  a cancer 
even  before  the  most 
experienced  doctor  f 

can  find  it. 

For  more  / 

information,  / 

call  your  Mr'  f 

local  ACS  m 
office.  Jr  / 


■ ■ 
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PHYSICIAN  ASSISTANTS  — Would  a Physician  Assistant  be  of 
benefit  to  your  practice?  The  North  Carolina  Academy  of  Physician 
Assistants  responds  promptly  to  physician  inquiries.  Contact:  Paul 
C.  Hendrix,  P.A.-C,  Chairman,  Employment  Committee,  708 
Duluth  Street,  Durham,  North  Carolina  27705.  Telephone:  919- 
684-6101. 


TEXAS  — IMMEDIATE  OPENINGS  in  Dallas  for  Ophthalmologist, 
ENT,  and  Perinatologist:  General  Practitioners  needed  in  Austin. 
Also  excellent  openings  for  Family  Practitioners,  Internists,  Or- 
thopaedic Surgeons,  OB/GYN,  Pedis,  and  Neurologist  in  cities  with 
5,000-65,000  population  near  metroplex  areas.  Write  Texas  Doc- 
tors Group,  Box  177,  Austin,  Texas  78767,  (512)  476-7129. 


FOR  LEASE:  Medical  Clinic  in  northern  Durham  County.  Call  919- 
471-1891  for  details. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000.  Up  to  seven  years 
to  repay  with  no  prepayment  penalties.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA.  Toll-Free  (800)  241- 
6905.  "Serving  Physicians  for  over  10  years.” 


EASTER  WEEK  CME  CRUISE/CONFERENCE  ON  MEDI- 
COLEGAL ISSUES  — April  2-9,  1983,  Mexican  Riviera.  18  CME 
CAT.  1 credits.  FLY  ROUNDTRIP  FREE  TO  LOS  ANGELES. 
Excellent  group  fares  on  finest  ship.  Registration  limited.  Tax 
deductible  under  1976  Tax  Reform  Act.  Information:  International 
Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746. 
(516)549-0869. 

WANTED:  FAMILY  PHYSICIAN  to  teach  and  practice.  University 
of  Missouri  - Kansas  City  Department  of  Family  Practice.  Resi- 
dency Program  has  18  fulltime  and  four  parttime  faculty.  Subur- 
ban location.  New  clinic.  Certification  by  American  or  Canadian 
Board  required.  Salary  competitive  depending  upon  experience. 
Contact  Family  Practice  Department,  University  of  Missouri  - 
Kansas  City  School  of  Medicine,  Truman  Medical  Center/East, 
Route  17,  Kansas  City,  MO  64139.  816/373-8210.  Thomas  A. 
Nicholas,  M.D. 

EXCELLENT  NEW  PRACTICE  OPPORTUNITY  in  attractive 
western  North  Carolina  community  for  board  certified/eligible  spe- 
cialists in  obstetrics/gynecology,  orthopedics,  urology.  New  hospi- 
tal occupancy  December  1983.  Physicians’  office  building.  Oscar 
Aylor,  Administrator,  Marion  General  Hospital,  P.O.  Box  730, 
Marion,  NC  28752.  704/652-2125. 


( ; \ 

Use  the  JOURNAL  to  advertise  for  sale  or  wanted  items  of  goods  or  service  as  well  as  professional  or 
community  notices  or  ethical  note.  Rates:  $25  first  25  words  or  less  for  non-members,  $15  first  25  words 
or  less  for  members,  25(2  each  additional  word,  10%  discount  additional  issues.  Write  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  Box  27167,  Raleigh,  N.C.  27611. 
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The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 


31 1 Jones  Mill  Road  Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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